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Session Objectives

Describe the role of Medicald/CHIP dental
orogram managers

ncrease knowledge and understanding of:
- Oralhealth
Oraldiseaseshat affect health

Riskfactorsthat contribute to oral diseases and
conditions

Preventive factors that contribute to oral health
Effectiveevidencebasedpreventive services
Other dental care services




The Role of the Medicald
Dental Program Manager



Program Effectiveness

A Access to dental care for enrollees
A Dental benefits administration
- Dental practice standards and guidelines
- Dental procedure codes
- Coverage limitations
A Cost effectiveness
- Budget Initiatives
- Fiscal notes



Program Effectiveness

A Contracting- fiscal agents and managed care
organizations

- Oversight & monitoring of delivery system(s)
- Rate renewal

- Contract amendments
- Contract procurement and rprocurement



Quality Assurance
Quality Improvement Activities

wAdequate dental provider network(s)
- Demographic mix
- Geography
w Customer service measures
- Call center statistics
- Member satisfaction surveys
- Member handbooks and ID cards
w Utlization measures
- Monitoring trends



Program Integrity Review

A Audit and recovery (fraud and abuse)
A Clinical auditglental record reviews
A Beneficiary grievance and appeals

A Retrospective provider audits
I Captures trends and outliers
I Captures elements that system claims miss



Enrollee Assistance

A Outreach and education

- State run

- Fiscal agents

- Dental managed care organizations
A Collaboration

- Parent information networks

- Case management contractors

- Head Start Programs



Community Liaison

A Oral health commissions and coalitions
A Dental associations

A Other state agencies

A Community groups and schools

A Advocates

A Federal partners

I Center for Medicare and Medicaid (CMS)
I Health Resources and Services Administration (HRSA)
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Development and Review of
Dental Policies

A Establishing provider reimbursement

I Consider budget restraints
I Political drivers
I Assist in promulgation of rules and rule amendments

A Authorization
A Other billing policies

I Evidenceebased
I Outcomebased using clinical and utilization data
I Disease management

11



National Rationale

A Centers for Medicaid and Medicare Services

I Oral Health Goals for State Medicaid Programs

A Centers for Disease Control and Prevention

I Healthy People 2020 National Oral Health Objectives

A Health Resources and Services Administration

I Maternal and Child Health Bureau Title V Performance Standairt
A Administration for Children and Families

I Office of Head Start Program Performance Standards
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Oral Health
and

Dentistry




Hard palate:

The front of
the roof of
the mouth

Soft palate:
The back

of the roof
of the mouth

Inside of
the cheek

Tongue

Uvula: Soft tissue that hangs from the soft palate

Tonsil: Ball of tissue on the side of the throat
(there is one on each side)

Retromolar trigone: Tissue that joins the upper
and lower jaws

£ Floor of the mouth:
Soft tissue under
the tongue

Lower lip




Enamel
Centin

Gurmn

Fulp chamber

Root




Teeth

Primary Dentition Permanent Dentition
a. o6& ¢SSUuKE
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Maxillary right i Maxillary left
guadrant H guadrant

lusal or Incisal

1
Mandibular right ] Mandibular left
guadrant i guadrant




Dental Disease

Dental Caries
Tooth Decay
Cavities




Dental Caries

Dental caries Is a serious chronic
disease that causes pain and
disability in children.



Dental Caries Prevalence

Race/Ethnicity Primary Teeth Permanent Teeth
A White, nonHispanic 37.92% 39.88%
A Black, norHispanic  43.25% 38.78%
A Mexican American  54.90% 48.81%
Poverty Status Primary Teeth Permanent Teeth
A <100% FPL 55.28% 48.29%
A 100-199% FPL 45.15% 46.70%
A >200% FPL 30.60% 36.13%

Surveillance for Dental Caries, Dental Sealants, Tooth Retention, Edentulism, and Enamel Fluorosis --- United States, 1988-
1994 and 1999t 2002. MMWR August 26, 2005 http://www.cdc.gov/mmwr/preview/mmwrhtml/ss5403al.htm
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A achronicdisease

A similarin natureto asthma,
diabetesand heart disease

A infectious
A acquiredmostoften from mothers

A has multiple risk factors

23



58y ilt /FNRS

A caused by an oral bacterigutans Streptococci)
A diet dependent

A progressive

A destructive

A late stage = cavities result

A Dental caries is minimally affected by dental
repair (fillings) alone
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A Inequitably distributed
A Consequentialo lives of childrerand families

Al

iIghlyprevalent amonghildren ages -5

A When present in the primary dentitien
significant marker for disease In permanent
teeth
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AFluoridemediated
APreventable
AReversible

AManageable



Early Stage: Noeoavitated Advanced: Cavitated

Late Stage Rampant 2



What causes dental caries?

Dental caries Is a
multi-factorial disease.



Major Risk Factors

A Presence of oral bacter{#utans Streptococci)

A Frequent ingestion of fermentable
carbohydrates

A Subnormal salivary flow
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Major Protective Factors

A Fluoride exposure

A Dental sealants

A Daily oral hygiene to reduce bacterial count
A Carbohydrate regulated diet

A Normal salivary function

A First preventive visit by age 1
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ygenic & Protective

The Caries Balance

Pathological Factors Protective Factors

Acidogenic bacteria Saliva flow and components
[mutans streptococci (S. mutans and S. Proteins, calcium phosphate, fluoride,
sobrinus), lactobacilli] immunoglobulins

Reduced salivary function Antibacterials
-in saliva and extrinsic i

Frequency of fermentable carbohydrate chlorhexidine, iodine?, New?
ingestion

Caries No Caries



Protective Factors
and
Preventive Dental Services



Daily Oral Hygiene

A Drink fluoridated water if readily accessible
A Brushing twice daily with fluoride toothpaste

A Antimicrobia
A Fluoride sup

therapy

nlements when indicated
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Diet Control

A Limitfrequencyand total
Intake of fermentable
carbohydrates o

(3

7

MyPyramid.gov

STEPS TO A HEALTHIER YOU
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Dental Home by Age One

A Recommended by AAPDADA and AAP
A Goal is to reduce risk of preventable disease
A Provides EPSBaral health services

A Provides anticipatory guidance; emergency plan; access to
comprehensive dental care, including any necessary

referrals

1 American Academy of Pediatric Dentistry
2American Dental Association

3 American Academy of Pediatrics

4 Early Periodic Screening, Diagnosis and Treatment
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Fluoride

A Preventive agent

A Inhibits the growth of
oral bacteria

A Inhibits the breakdown
of enamel

A Builds a stronger
enamel

A Prevents and manages Socsle, Ve’ waturalt
dental caries
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Sources of Fluoride

Drinking Water

Fluoride Toothpaste

Fluoride Varnish
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http://www.uiowa.edu/~c090247/images/varnish/apply_varnish2.jpg

Source

~luoride (F) adjusted water supplie
Daily F mouthrinses

- Toothpaste

Weeklyschootbase F mouthrinses
Behind counter Foothpastes
Fluoride gel
Fluoride varnish

uoride Concentration

200
800-1,200

800 ppm

5000
12,000
22,600

.07 ppm

D
D

om
DM

DM
DIT

DIT



Fluoride Varnish
Arresting Dental Caries

1. Noncavitated dental caries 2. Application of fluoride varnish

3. Arrested disease
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American Academy Pediatric Dentistry
Clinical Guideline on Fluoride

6/ KAf RNBY |0 Y2RSNJ 0 €

receive a professional fluoride treatment at

least every 6 months; those with high caries

risk should receive greater frequency of

professional fluoride applications (I.e. every 3
C Y2YUKao o¢

AAPD Guideline on Fluoride Therapy, 2008
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sciencefndResearch/pdfs/fluoride_chairside.pdf - Windows Internet Explorer

a.org/sections/sciencefindResearch/pdfs/fluoride_chairside.pdf - | + | A '?l Google
Help
[+] B search - i - @ - | @ Share- B | Ap Check - &) Translate - (I Autafill -+
ada.org/sections/sciencefndResearc... |_| 'i',f:‘?;; ” ﬁ R - = @

Professionally Applied Topical Fluoride: Evidence-based Clinical Recommendations’

Assess Advise Decide

Caries Risk Risk Group/Age < B years 6-18 years 18+ years - whether to apply
[z bock for sk foctors) fluoride

. Low I Patient may not receive | Patie ay receive | Patient may not rece v::*

. Moderate any additional benefit* amy additional benefit* | . type of fluoride

- High Vamish every & Varnish or Fluoride gel | Varnish or Fluoride gel | - frequency of
mionths every & months every & months application

& Patient Age Varnish every & or 3 + how often to

months L re-evaluate
ar Varnish or Fluoride gel

Fluoride gel every & or every 6 or 3 months
3 months

Varnish every & or 3

High months

* Fluoridated water and fuaride toothpastes may provide adequate caries prevention in this risk categary.
+ Application time for fluoride gel and foam should be 4 minuotes.
+ Due to imited svidenoe these recommeendations haee not besn extrapolated to foams
= There is limited svidence differentiating MaFand APF geis

Rammmendaton bespd on hagher
kvl of videnca

Levels of evidence and strength of recommendations:
Each recommendation is based on the best available evidence. The level of evidence available to support each recommendation may
differ. Lower levels of evidence do not mean the recommendation should not be applied for patient treatment.

Ilabkrnmrwn Frana | Dratartard ABMades ]



IENC . - ernet

org/sections/scienceAndResearch/pdfs/flucride_chairside.pdf 2§ Google
Help
v | #f search < [l - @ - | @ Sharer T~ | Ap Check ~ £ Translate ~ & AutoFill =
da.org/sections/sciencefndResearc... |_| = - -0 ~= &

Professionally Applied Topical Fluoride: Evidence-based Clinical Recommendations’

Determination of Caries Risk ADA Amencan Dental Association®
There are many systems to determine caries risk. Arwrc’s beading sdvocate lor orel heakh
e such system is offered below that can be used for caries risk assessment.

Individual risk factors increasing risk for developing caries may also include, but are not limited to:
- High titers of cariogenic bacteria « Many multisurface restorations  « Cariogenic diet
- Poor oral hygiens - Chemajradiation therapy - Active orthodontic treatment
« Prolonged nursing (bottle or breast) » Eating disorders « Presence of exposed root surfaces
- Poor family dental health - Drugfaloohol abuse - Restoration overhangs and open margins
- Developmental or acquired enamel defects - Irregular dental care - Physical or mental disability with inability or
- Genetic abnormality of teeth unav ailability of performing proper oral health care

Primary or Secondary Carious
e I == I

All age groups

< B years Mione and At least one risk factor

> Byears One or two At least one risk factor

* Medication, radiation or ds=zse nducsd x=rostomia.

llnbkrnmsm Fanme | Dratertad BMadz Cin



Dental Sealants

A Plastic material that is professionally applied to
aaSlfé¢ OUKS LIAGA YR 3N
the chewing surfaces of back teeth.

A Sealants provide physical barriefrom oral
bacteria and food debris that may become lodgec
In the pits and fissures of molars and premolars.

A Prevents and manages dental caries.
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Preventive Dental Sealants

Virgin Tooth Sealant Placement Nonsealed & Sealed
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Scientific Evidence on Dental Sealants

A Proven effective as a preventive approach

A CDC, HRSA and CMS national goals regarding dental sealant
A 90% of dental caries occurs on occlusal surfaces

A Sealants are applied most often on occlusal surfaces

A Reduce dental caries 0% in 2-5 years after placement

A Reduce the percentage abn-cavitatedlesions that
progress by'1%

A Effective in schodbased settings90% retention rate

A Utilization falls below national goals:
A 30.5% prevalence ages-61

NHANES IIl 1999-2002

JADA, Vol. 139 http://jada.ada.org

March 2008 Association Center for Evidence-based Dentistry and Prevention
JADA, Vol. 140 http://jada.ada.org November 2009
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Scientific Evidence
Efficacy of Dental Sealants
at £ | OS Y SyddisseTsealaltsisignificantly
reduces the percentage obn-cavitated carious
lesionsthat progress in children, adolescents
and young adults for as long as five years after

sealant placement, compared with unsealed
USSUK®DE

Bhuridej P, Damiano PC, Kuthy RA, et al. Natural history of treatment outcomes of permanent first molars: a study of sealar
effectiveness. JADA 2005;136(9): 12652
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ADA Recommendation:
Sealants on Permanent Teeth

Sealants should be placed on pits and fissures
of OKAf RNBYyQa | YR | R2f Sac
when it Is determined that the tooth, or the
patient, Is at risk of experiencing caries.

BaderJD;Shugars: DA, Bonito/AJ:-A systematic.review of
selected caries prevention-and:-management:methads:;Community Dent
Oral Epidemiol2001;29(6):391.1

AhovueSalorantarA; Hiiri Ay Nordblad A, Werthington H,-Makela

M. Pit andifissure sealants forpreventing-dental decay in the permanent
teeth of children-and.adolescents.: Cochrane DatabaseSyst Rev
2004(3):Cb001.830.

Bhuridej (P, DamianoPC,Kuthy RA; et al. Natural-history of
treatment outcomes of permanent firstimolars:astudy-of sealant effectiveness.
JADA2005;136(9):126272.
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Scientific Evidence
Effectiveness Oof Dental Sealants

Decrease Imcclusakaries incidence In
permanent first molars:

76.3 0/@ at 4 years when reappliec:as needed

65 % @ at 9 years with no reapplicationiduring
the lastifiveyears

JADA, Vol. 139 http://jada.ada.org
March 2008 Association Center for Evideiesed Dentistry and Prevention

48



Cost-Effectiveness of Dental Sealants
Cost ofReRestoringreeth (50' Percentile)

5160 $195
7-8 yrs 4-5 yrs

e ==

|'r-._ —

$134 )

10 yrs % ) / $1090
=+ Loss of Healthy 24 8.5-20yrs
Tooth Structure ¥
06 @ $1000
13 yrs

~e0)
B

Decay *

@ Y o= $50
Sealant

2007 Compton
Adapted from Simonsen, 1991
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Primary Teeth

Ad ¢ KSjgsON®» & 0SS UKDE b
A Scientific evidence is in.

A Disease status of primary teeth is one of the
strongest indicatorsf disease status In
permanent teeth.

A Target strategy> primary prevention of
primary teeth

50



Retention on Primary Molars

Pitand-fissure sealants are

retained on primary molars at a rate of:

7/4.0-96.3 Yat 1 year

70.6-76.5 Y@t 2.8 years

JADA, Vol. 139 http://jada.ada.org
March 2008 Association Center for Evideiesed Dentistry and Prevention
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ADA Recommendation:
Sealants on Primary Teeth

G{SItltyia aK2dA R 08
fissures oD K A £ R NB vy Qa wHhHelifisy |

determined that the tooth, or the patient, Is
Fd NA&a]l] 2F SELISNR.

Hotuman E, Rglling I, Poulsen S. Fissure sealants in a group of
3-4-yearold children. Int J Paediatr Dent 1998;8(2):15D.

Hardison JR, Collier DR, Sprouse LW, Van Cleave ML, Hogan
AD. Retention of pit and fissure sealant on the primary molars of 3
and 4yearold children after 1 year. JADA 1987;114(5):613.
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Recommendations for Pediatric Oral Health Assessment, Preventive Services,
and Anticipatory Guidance/ Counseling

Since each child is unique, these recommendations are designed for the care of children who have no contributing medical conditions and are developing normally. Thesa
recommendations will need to be modified for children with spedal health care needs or if disease or trauma manifests variations from normal. The American Academy of
Pediatric Dentistry (AAPD) emphasizes the importance of very early professional intervention and the continuity of care based on the individualized needs of the child.
Refer to the text of this guideline for supporting information and references.

indicated by child's risk status/cuscepibiliyy to disease. Includes assessment of pafhology and injunies.
2 By clinical examination.
3 Must be repeated regularly and frequently to maximize efiecivensss.
I T e T R S T S O A S 0 Af first, discuss fhe need for additional sucking: dighs vs pacifiers; then fhe need fo wean from fhe

AMERICAN ACADEMY AGE
of Peniaraic DexTisTar 6TO12 MONTHS 12 TO 24 MOMNTHS ZTO6 YEARS 6TO12 YEARS 12 YEARS
AND OLDER

Clinical oral examination . . - . .
Assess oral growth and development # . L] L] - L
Cariesrisk assessment ¥ . . . - ™
Radiographic assessment 4 - - - - .
Prophylaxis and topical fuoride 34 L] L] ] - [
Flugride supplementation & - L] ] - .
Anticipatory guidance/counseling ¢ L . [ - .

Owral hygiene counseling 7 Parent Parent Patient/parent Patient/parent Patient
Dietary counseling @ L] L] L] - .
Injury prevention counseling @ L L L L L]
Counseling for nonnutritve habits 0 - L L - L]

Counseling for speechilanguage development L L L
Substance abuse counseling - ']
Counseling for intracraliperioral piercing - .
Assessment and treatment of developing L] - ]
malocclusion
Assessment for pit and fissure sealants ™ L] - .
Assessment and/or removal of third molars ]
Transition to adult dental care L]
1 First examination at the eruplion of the first footh and no kafer than 12 months. Repeat every 8 monkhs or as B At every appondment inlially discuss approprisle feeding prachices, then e rle of refined

carbohydrates and frequency of snacking in canes development and chikihood obesily.

B Initially play objects. paciiers, car seats; when leaming fo walk; then with sporis and routine playing, 53
inchading the imperiance of mouthguards.



Periodontal Diseases




Periodontal Diseases

A Gingivitis
I Inflammation of the gingiva
I Red, swollen or bleeding gingiva

A Periodontitis
I Inflammation of supporting bone
I Bone loss around roots of teeth
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Healthy Gingiva
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Gingivitis

57



Periodontitis

Moderate

Severe
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Factors Related to
Periodontal Diseases

Risk Factors Protective Factors

A Bacterial plaque A Tooth brushing

A Tobacco use A Dental flossing

A Tooth loss A Antimicrobial rinses

A Malocclusion A Routine professional care
Note

A Association with diabetes
and preterm, low-birth
weight.
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Relevance of Periodontal
Disease to Dental Programs

A Some states include periodontal benefits only
with pediatric benefit

A Some states have special perinatal benefits
which include periodontal care

A Some states include periodontal benefits with
adult services

60



ynosis and Radiographs (X-R:




Dental Examinations

A Performed by dentist

A Comprehensive examinatioB0150
I Extraoral: Head and neck
I Intra-oral: Teeth, gingiva and bone

A Periodic dental examinatioi0120
A Radiographic ¢xay) assessment
A Diagnosigindtreatment plan
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Dental Screening - Oral Assessment

A Not the same as dental examination

A Screening for abnormalities in teeth and
supporting gingiva and bone

A Performed by dentist, hygienist, physician, PA.
RN, NP, school nurse

A Dental codesbiffer by state practice acts

63



Periapical X-Ray




Full Mouth X-Rays




Bitewing X-rays




Panoramic X-Ray
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Occlusal X-Ray




Amalgam Fillings

MODL: 4 Surfaces
MOD: 3 Surfaces
DO: 2 Surfaces

O: 1 Surface



Composite Fillings
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ontic - Root Canal Trea

Periodontal
Ligament

Hammock
Ligament

Remnants
of Nerve

file

2! Drained
abscess




Crowns

ecayed Tooth 2. Prepared Tooth _
3. Crown Adjust

4. Crown Inserted




Fixed Bridge




Partial Denture




Denture

Edentulous Upper Denture




Dental Implants

(© PBHS 2001



Orthodontics




ADA Council on Scientific Affairs

dX6Of )\Y)\C')I-f | yFVQ LJI2 f A C
based on the best available evidence about
the effectiveness of the interventigrand

on knowledge of the epidemiology of dental
caries (isk factors and patterns of diseas&P&

JADA, Vol. 139 http://jada.ada.org
March 2008 Association Center for Evidethesed Dentistry and Prevention.
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Question and Answers

. Using your mouse, place your curser In the
aYSaal3aS o02E¢ 2y GKS f 2
screen and left click

. Specify to whom you wish to address your questior
A Presenter 1: Martha Dellapenna
A Presenter 2 or Host: Mary Foley

L CRLIS @2dzNJ ljdzSadAzy Ayd?2
. Questions will be taken in the order received
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Participant Poll
Post-Event Survey
{SS ¢gKI(G &2dz2QQ

compare your current selection to
your pre-event responses.



Congratulations!
2 dzQ@dS 0O2 YL
Webinar
Oral Health and Dentistry 101
Thank you™

>



Join Us!

‘‘‘‘

S DN ‘-c_/{,::g__“ e a-_:%ﬁ':":"

2011 MSDA National Medicaid and CHIP

Oral Health Symposium
June 21-28", 2011
Washington Marriott Wardman Park
Washington DC 20008
www.medicaiddental.org
Email: mfoley@medicaiddental.org
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Contact Information

Martha Dellapenna, RDH, Med

RI Dept. of Human Services

74 \West StreetHazard #74Lst Floor
Cranston RI 02920
mdellapenna@dhs.ri.gov
Telephone: 40462-6362

Mary E. Foley, RDH, MPH Executive Director
Medicaid/SCHIP Dental Association

4411 Connecticut Ave NW, Unit 302
Washington DC 20008

Telephone: 202482315
mfoley@medicaiddental.org
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Martha M. Dellapenna, RDH, MEd

Martha Dellapenna is the Project Manager for the Rhode Island Oral Health
Access Project. She joined the RI Department of Human Services in the Center fo
Child and Family Health in 2003 through its project management contractor, ACS
{GFGS | St OGKOFNB {2ftdziAzyad 61 - SNRE |
GAYS ¢61a (2 YIylr3aS (KS RS@St2LISyil 2°
dental program for young children. Ms. Dellapenna now performs oversight and
monitoring for the Rlte Smiles Program, in addition to various project managemen:

functions for the Department.

A registered dental hygienist with clinical practice and clinical instruction
background Ms. Dellapenna also has extensive experience in the managed care
arena. In addition, she has worked with numerous national organizations that
specialize in healthcare industry compliance and risk management, program

development and practice management. 7



Mary E. Foley, RDH, MPH

Ms. Mary E. Foley is the Executive Director of the Medicaid/SCHIP Dental
Association (MSDA). Prior to her appointment, she was the Dean of the Forsyth
School of Dental Hygiene at the Massachusetts College of Pharmacy and Health
Sciences (MCPHS). Ms. Foley is a licensed dental hygienist in Massachusetts and
holds a Masters Degree in Public Health with a concentration in Epidemiology and
Biostatistics from the University of Massachusetts School of Public Health and
Health Policy.

Earlier in her career, Ms. Foley served as the Director of the Massachusetts
Department of Public Health, Office of Oral Health, as well as the Region | Head
Start Oral Health Consultant. In 2005, she was named a Fellow by the Bureau of

Health Professions, Primary Health Care Policy Fellowship.
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