Welcome to Learning Module #6- Principles of Case Management. This course will
focus on information gained from state Medicaid dental programs and other case
management experts over the last several years.
As you may know, the move to managed care by so many states has changed the way
in which many states fulfill federal obligation and subsequent responsibilities to
beneficiaries.
What we have come to realize is that all stakeholders in the delivery system are trying
new strategies to achieve better access and health outcomes for their beneficiaries,
clients, and patients.
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Since this training program was developed to advance the knowledge, competency
and skills of the dental workforce, a number of state-wide entities are responsible for
its creation and implementation.
The curricula is made up of 6 training modules which have been made available
through the generous support of the following organizations and agencies:
Rhode Island Department of Health
Rhode Island Executive Office of Health and Human Services
Rhode Island Dental Association
Medicaid|Medicare|CHIP Services Dental Association
Health Resources and Services Administration
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Let’s review the overarching goal of the training series. The course serves to educate
and expand skill sets for dental professions to improve both the quality of oral
healthcare services and to improve the oral health outcomes of everyone. Also, of
great importance it is to lower costs of lower oral healthcare across the healthcare
delivery system.
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Next, let’s take a look at the Overview of the Course:
I.

Introduction

II.

Learning Modules:
1.

Principles of Quality Improvement

2.

Principles of Medicaid Dental Practice Management-Part 1

3.

Goal Setting

4.

Process and Outcome Measurement

5.

Principles of Medicaid Dental Practice Management- Part 2

6.

Principles of Case Management
Module Post-tests

III.

1.5 Continuing Education Units (CEU) will be granted upon completion of
each module and submission of the respective post-test.

IV.

RI EOHHS Certification will be granted upon completion of all modules and
post-tests and submission of all post-tests.
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This is a list of the team that developed the on-line program. The team consists of
both state-based individuals and individuals from national or federal organizations,
giving the group a broad depth of expertise.
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Let’s review the Learning Objectives for this Module. After completing this course,
participants will:
• Recognize the new opportunities for dentistry in delivering patient-centered oral
healthcare across the population;
• Understand key components of case management services and how each effects
the patient experience;
• Describe the role that state agencies, MCOs, and community supports play in
effective communication and care coordination;
• Identify the role and benefits of dental office case management;
• Learn how to document case management services delivered in the dental office
setting to help monitor care
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Now, after having reviewed some of the basic premises that affect CM, we can
explore CM and how it might look in the dental office of the future.
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First, we’ll review a definition of Case Management from the Case Management
Society of America:
Case management is a collaborative
process of assessment, planning, facilitation,
care coordination, evaluation, and advocacy for
options and services to meet an individual's and
family's comprehensive health needs through
communication and available resources to
promote quality, cost-effective outcomes.
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The concept of case management in dentistry isn’t a particularly new one; however, it
is relatively unchartered territory in a private practice setting. We’ll explore a bit of
case management’s history, the outcomes achieved on the medical side and how it
can work in a dental practice setting.
The AAPD defines CM by stating that Case management is not only the customization
of available resources to specific patient and provider needs, but the communication
of, and explanation and support for, good oral health practices.
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Philosophy of Case Management
The underlying premise of case management is based in the fact that when an
individual reaches the optimum level of wellness and functional capability,
everyone benefits: the individuals being served, their support systems, the health
care delivery systems and the various reimbursement sources.
Case management serves as a means for achieving client wellness and autonomy
through advocacy, communication, education, identification of service resources
and service facilitation. The case manager helps identify appropriate providers
and facilities throughout the continuum of services, while ensuring that available
resources are being used in a timely and cost-effective manner in order to obtain
optimum value for both the client and the reimbursement source.
Case management services are best offered in a climate that allows direct
communication between the case manager, the client, and appropriate service
personnel, in order to optimize the outcome for all concerned.
Certification determines that the case manager possesses the education, skills
and experience required to render appropriate services based on sound principles
of practice.
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Please keep in mind that each of these areas or components serves a role in making
the delivery of case management services to the patient as effective as possible.
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As we look at providing case management services in the dental setting, these skills,
strategies and systems provide an approach that when integrated into the proactive,
can greatly benefit the patient by affecting their health outcomes.
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Please note that case management is neither linear nor a one-way exercise. For
example, the assessment responsibilities will occur at all points in the process, and
functions such as facilitation, coordination, and collaboration will occur throughout
the client’s health care encounter.
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The case management process is carried out within the ethical and legal realm of a case manager’s
scope of practice, using critical thinking and evidence-based knowledge. The overarching themes in
the case management process include the tasks described above.
Primary steps in the case management process include (Powell & Tahan, 2008): 1. Client
identification and selection: Focuses on identifying clients who would benefit from case management
services. This step may include obtaining consent for case management services, if appropriate. 2.
Assessment and problem/opportunity identification: Begins after the completion of the case selection
and intake into case management and occurs intermittently, as needed, throughout the case. 3.
Development of the case management plan: Establishes goals of the intervention and prioritizes the
client’s needs, as well as determines the type of services and resources that are available in order to
address the established goals or desired outcomes. 4. Implementation and coordination of care
activities: Puts the case management plan into action. 5. Evaluation of the case management plan and
follow-up: Involves the evaluation of the client’s status and goals and the associated outcomes. 6.
Termination of the case management process: Brings closure to the care and/or episode of illness. The
process focuses on discontinuing case management when the client transitions to the highest level of
function, the best possible outcome has been attained, or the needs/desires of the client change.
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The case manager performs the primary functions of assessment, planning,
facilitation and advocacy, which are achieved through collaboration with the client
and other health care professionals involved in the client’s care. Key responsibilities
of case management have been identified by nationally recognized professional
societies and certifying bodies through case management roles and functions
research.
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There are many case management resources available as this evidence-based
healthcare model continues to take shape.
I have picked a few relevant Standards that can easily be translate to a dental office
setting rom the Case Management Society of America.
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In the myriad of new healthcare delivery models that are emerging across the
country, dentistry has largely remained isolated. We need to work toward an
integrated system, but in doing so, improve healthcare delivery and all health
outcomes.
And in considering the “best” model for healthcare integration, we must be cautious
to not integrate dental with medical to the point where oral healthcare is minimized
and discounted.
In other words, we must be thoughtful of the consequences as we explore new
models of care and delivery.
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This afternoon we are going to discuss the different Case Management Models and how dentistry is
finding its place in healthcare reform.
You’ve all heard, “it takes a village,,,”– well the concept of case management is just that—
For years we have observed outreach services being delivered by state Medicaid agencies; Case
Management services being delivered by Managed Care Organizations and medical providers; and
family support services being delivered by Community and Social Service Agencies.
Well now, dentistry is entering this ring as a partner in the healthcare delivery system to not only
deliver dental care, but to help assure that all patients receive the care they need.
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In many of the healthcare models, dentistry is clustered in with the broad category of
Medical practices --- dentists are healthcare professional.
The ADA has called on dentists to take a more active role in the healthcare continuum,
expanding their duties beyond the prescribed scope of practice.
Later in this presentation you’ll gain more information about how this may be
operationalized in the dental office.
According to Dr. Michael Glick, one of the world’s foremost experts on the medically complex
dental patient. “We need to figure out how to not marginalize ourselves as a profession, but
integrate ourselves into the health care of our patients.”
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But beyond the dental office, “first generation case management services” were
termed, “outreach services”.
By and large these were managed “in house” by Medicaid agencies, until, states
started contracting with social service agencies and more recently with managed care
organizations (MCOs).
These health plans are under contractual obligation to not only deliver CM services,
but are also held accountable of the outcomes of those services through
performance measurement.
Outcomes of interest include: Coordination of healthcare; Increased access to
specialty services; increased utilization of healthcare by members; improved health
outcomes; and if all of this is accomplished, then lowered costs across the system.
In the next few slides we will explore the roles and responsibilities of the states,
health plans, community social service agencies, and finally dental practices in
providing case management services.
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The use of case management services in government programs has been found to
improve health literacy, treatment compliance, and increase beneficiaries’ use of
services.
For dentistry, the outcome of effective case management services would ultimately
be increased use of the dental delivery system so to improve oral health outcome for
all Americans.
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Medicaid’s role in CM is to be a purchaser of services by contracting with 3rd party health
plans.
The State monitor’s the performance of the health plans using key health markers. Reporting
results show increased preventive services and decreased high-cost care.
RIte Care Health outcomes for enrolled populations have been documented for nearly 20
years! Case management contributes to these outcomes by connecting the most vulnerable
to services and supports in a timely, yet cost-effective way.
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This is a good example of one Health Plan’s Case Management Care Continuum
Model that considers all levels of needs exhibited by the population they serve.
As you can see from the pyramid, those services provided by the provider and in the
home have the “highest touch” and potentially greatest impact.
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Listed here are RIteCare’s Case Management Responsibilities- Rite Care is the dental
Medicaid program in RI.
Conduct health risk assessments - determine member’s health care needs are and identify
barriers to achieving them
Develop care plans - to address their goals related to needs and barriers
Regular follow up - to optimize access and health care and to minimize or remove barriers
Coordinate care - with providers, families and others on members behalf
Achieve outcomes – focus on connecting members to a medical home and improving quality
and reducing unnecessary utilization (e.g., emergency department use)
Staff composition – RNs, Social Workers, Community Health Workers, Care Coordinators,
Housing Coordinators, Physical Therapy (home safety assessments)
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Listed here on this slide are the seven (7) “key Areas” of Health that are incorporated
into Case Management services for “assessment”.
• Health Assessments may be used for both individual and population based health
measurement:
• Baseline or “point in time data” – Prevalence or health status of a population
• Baseline serves as an indicator of current health status
• These measures however may also serve to monitor health status over time,
including improvements or declines in health
• They may also be used with patients for personal goal-setting and outcomes
assessment
• And of course may be used over time to assess the effectiveness of interventions
on the individual or population
Note– dental is not on the list.
With this critical gap – here lies the opportunity
Dental offices can provide the Case Management services themselves and/or engage
and coordinate with Health Plans or community social service agencies to make oral
health the “8th key health area” to include on assessments.
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Every state and community has social service agencies. Their roles are changing and
expanding as a result of healthcare reform to include case management services. In
RI for example, there are several and some are very specific such as
Translation and transportation services.
But they are all interconnected to support each other.
If such services remained isolated the costs would be astronomical
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Let’s look at some things that can be done in the dental practice setting that can directly implement
case management services for your patients in need:
• Expanding the Dental Exam to include a Case Management “selection process”
• Use motivational interviewing to communicate with patients
• Understanding cultural diversity in the community
• Collaborate with health plans
• Communicate with PCPs and other health professionals
• Engage community supports to minimize barriers to care
This role can align well with that of a primary care physician or other community support service
agencies that may also be working to overcome some of the treatment barriers that exist in healthcare
service delivery.
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So what is that dental office’s can do under this concept of “Case Management”?
Getting started….
There are three fundamental building blocks- that all dental providers must learn and
understand.
These include:
• Oral Health Literacy
• Cultural Competency
• The skills of Motivational Interviewing
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Oral Health Literacy is the degree to which individuals/patients/beneficiaries have the capacity to
obtain, process and understand basic health information needed to make appropriate health decisions
and services needed to prevent or treat illness.
The term health literacy was introduced in 1974 in a paper calling for minimum health education
standards for all grade-school levels in the United States (US) (National Library of Medicine, 2000).
However, widespread attention to the concept did not emerge until the publication of the 1992
National Assessment of Adult Literacy (NAAL).
Some of the most widely accepted definitions of health literacy have been developed by the World
Health Organization (WHO), the American Medical Association (AMA), and the Institute of Medicine
(IOM).
A 2004 IOM Report discusses Health Literacy as the interaction between the skills of the individual
and the demands of the healthcare system.
Literacy influences one’s ability to access information and to navigate the highly literate
environments of today’s society..
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The term Oral Health Literacy is defined by Healthy People 2010 as the degree to which
individuals/patients/beneficiaries have the capacity to obtain process and understand basic
oral health information and services needed to make appropriate health decisions.
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Studies examining the relationship between low literacy and adverse health outcomes generally found
that patients with low literacy had poorer health outcomes, including knowledge, intermediate
disease markers, measures of morbidity, general health status, and use of health resources. Low
literacy is associated with several adverse health outcomes, including low health knowledge, increased
incidence of chronic illness, poorer intermediate disease markers, and less than optimal use of
preventive health services.
Interventions to mitigate the effects of low literacy have been studied, and some have shown promise
for improving patient health and receipt of health care services. Future research, using more rigorous
methods, is required to better define these relationships and to guide development of new
interventions.
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There are several widely accepted OH Literacy measures or tools the Rapid Estimate of Adult Literacy
in Dentistry and the Test of Functional Health Literacy in Dentistry
Other widely regarded tools cover a range of oral heath practices, beliefs and knowledge levels.
OHLI (Oral Health Literacy Instrument)2
Includes passages on dental caries and periodontal disease
OH-LIP (Oral Health Literacy Inventory for Parents)3
Combination of word recognition and comprehension of pediatric oral health terms
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One of the most difficult challenges healthcare providers may need to overcome when speaking with
persons having low health literacy is gaining their trust. When the provider is different from the
patient in terms of age, ethnic background, education, and socio-economic status, it may be difficult
for the patient to feel comfortable asking questions or disclosing personal health information.
In fact, many patients work hard to hide the fact that they have trouble understanding something they
are told or given to read because they are embarrassed and/or do not want to appear to challenge the
healthcare provider in any way (Barrett & Sheen Puryear, 2006). To make matters worse, many
persons low in health literacy often do not see the same provider each time they seek care, making it
even more challenging for providers to develop and maintain good relationships.
http://archive.ahrq.gov/clinic/tp/littp.htm
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There is no one definition of cultural competence. Definitions of cultural competence have evolved
from diverse perspectives, interests and needs and are incorporated in state legislation, Federal
statutes and programs, private sector organizations and academic settings. The work of Cross et al in
1989 offered a definition of cultural competence that established a solid foundation for the field.
The definition has been widely adapted and modified during the past 15 years. However, the core
concepts and principles espoused in this framework remain constant as they are viewed as
universally applicable across multiple systems.
The word culture is used because it implies the integrated pattern of human behavior that includes
thoughts, communications, actions, customs, beliefs, values and institutions of a racial, ethnic,
religious or social group. The word competence is used because it implies having the capacity to
function effectively.
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Racial, ethnic and cultural disparities exist in all aspects of society, but nowhere are they more clearly
documented than in health care.
Disparities or inequities in the US healthcare system are so significant that a nationwide systematic
approach is being taken to address them. Keep in mind that poor health outcomes, including poor oral
health, contribute to our ever-growing healthcare expenditures! Simply put, we’re spending more
per person than any other developed country and our health outcomes are not the best.
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This often requires the re-examination of mission statements; policies and procedures; administrative
practices; staff recruitment, hiring and retention; professional development and in-service training;
translation and interpretation processes; family/professional/community partnerships; health care
practices and interventions including addressing racial/ethnic health disparities and access issues;
health education and promotion practices/materials; and community and state needs assessment
protocols.
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These five elements should be manifested at every level of an organization including policy making,
administrative, and practice. Further, these elements should be reflected in the attitudes, structures,
policies and services of the organization.
At the individual practice level, there are several things groups can do to cultivate cultural
competence:2
1. Value diversity. In other words, do not merely tolerate people of differing backgrounds and
viewpoints, but consider differences as strengths.
2. Conduct a cultural self-assessment. One example of a fairly comprehensive cultural competence
self-assessment tool is shown below. It was developed by Tawara D. Goode of the Georgetown
University Child Development Center.
3. Be conscious of the dynamics when people from different cultures interact. Diversity can cause
conflict and force individuals out of their comfort zones, but it need not cause division.
4. Institutionalize cultural knowledge. Its importance must be emphasized by those at the top of the
organization, and it should be evident in the group's policies and practices.
5. Adapt service delivery to reflect an understanding of cultural diversity. In other words, move beyond
theory and into practice by carrying out changes to meet the needs of your diverse patients.
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At the individual level, this means an examination of one’s own attitude and values,
and the acquisition of the values, knowledge, skills and attributes that will allow an
individual to work appropriately in cross cultural situations.
The overall goal of cultural competency is to improve communication, recognize
differences that may impact oral health, and develop skills to provide high-quality
dental care to all patients.11,25,26
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The results of self-assessment are used to enhance and build capacity
The intent of the self-assessment process is neither to render a score or rating nor to label an individual or an
organization. Rather, it is intended to provide a snapshot of where an individual or organization is along the
continuum at a particular point in time. Results should be used to plan strategically both short- and long-term
objectives to enhance the organization’s cultural and linguistic competency at all levels.

The greatest benefit is derived from individual and organizational self-comparisons over extended
periods of time to ascertain the extent to which growth has occurred.
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These organizations are just a few that have developed self-assessment tools that can
be used by dental office staff. You also have access to a number of samples/examples
that may be used as guides. Again, there’s no wrong answer--- self-assessments
generally serve to foster awareness and education.
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The ETHNIC (explanation, treatment, healers, negotiate, intervention, collaboration)
mnemonic (tool to improve memory) helps clinicians provide culturally competent clinical
care by increasing communication while the medical history and physical examination are
completed . The mnemonic prompts questions about health, healing, religion, and symptoms.
ETHNIC mnemonic emphasizes collaboration, and recognizes a patient's need for "nurturers"—family
members or friends who influence health beliefs, attitudes, and actions—to be involved in the
traditional provider-patient dynamic. Patients may decide to include other support persons to help
make dental health decisions and to ensure proper treatment is rendered at home.
Dental Professionals should inquire about the treatments a patient is currently using, and investigate
the safety of any all-natural products, home remedies, and dietary changes the patient has
implemented. Any patient preferences that are not harmful to oral health should not be targeted for
change. The focus should remain on educating patients about harmful habits and promoting healthy
behaviors.
For example, a miswak stick has been used for centuries in parts of Africa, Asia, the Middle East, and
South America as an oral hygiene aid and for religious and social purposes. As it turns out, the
fluoride-impregnated miswak stick is an effective oral hygiene aid with antiplaque and antigingivitis
properties (Figure 1). Clinicians can support a patient's use of the miswak stick while also introducing
other oral hygiene aids, eg, the use of floss can be recommended to clean interproximal spaces and for
subgingival plaque removal where the miswak stick cannot reach.
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Individuals are most likely to cling to cultural values/beliefs during times of pain and anxiety.8,15 Culturally-based
health beliefs influence medical decision making, and all forms of communication (verbal and nonverbal) are
relative. Language barriers can limit patients' abilities to communicate and understand health
information.16 Dental professionals can use interpreters, visual aids, and language-specific educational tools to
maximize preparedness for cultural encounters.9,17 A translator educated in medical/dental terminology is
preferred to explain treatment procedures effectively.
The young children of patients should not be used to interpret treatment plans or procedures.9,10,17,18They may
not understand the terminology or the importance of relaying all information. Also, adults may not be
comfortable sharing certain details in front of their children.
Title VI of the Civil Rights Act obligates medical caregivers to provide interpretation and translation services so
that LEP patients can have access to health care services equal to that of English speakers; this constitutes a
protection against discrimination based on national origin.3
J. Perkins, Ensuring Linguistic Access in Health Care Settings: An Overview of Current Legal Rights and Responsibilities, August
2003,www.kff.org/uninsured/upload/22093_1.pdf (6 January 2005); and Presidential Executive Order 13166, “Improving
Access to Services for Persons with Limited English Proficiency,” Federal Register 65, no. 159 (2000): 50121

http://content.healthaffairs.org/content/24/2/435.full - Good article on the law, prevalence of coverage…
Visual aids may be helpful when verbal communication is limited. Use patient education aids with pictures or
translate them into the patient's first language. Professionals can also enroll in language classes to overcome
verbal communication barriers most prevalent in their communities.9
Nonverbal communication includes culturally acceptable gestures, etiquette, eye contact, physical contact, and
methods of listening.9,11,16,17 Clinicians should remain aware of eye contact, maintain a professional physical
proximity, and avoid unnecessary bodily touching.9
Documentation of language barriers, the need for an interpreter at subsequent visits, and use of languagespecific materials should be included in patient records.
Different cultures place varying levels of value on punctuality.10 Addressing appointment time expectations with
patients is necessary to avoid missed or rescheduling of appointments. Holidays and religious observance periods
of patient populations most commonly seen in a practice should be noted in order to improve scheduling. Also,
not all patients wear timepieces, thus medication instructions should be provided based on how patients gauge
time change to ensure compliance.
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These are just a few of the many resources available as reference on cultural
competence. The NIH site in this link has a much more comprehensive list…
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Motivational interviewing (MI) refers to a counseling approach in part developed
by clinical psychologists Professor William R Miller, Ph.D. and Professor Stephen Rollnick,Ph.D. The
concept of motivational interviewing evolved from experience in the treatment of problem drinkers,
and was first described by Miller (1983) in an article published in Behavioural Psychotherapy. These
fundamental concepts and approaches were later elaborated by Miller and Rollnick (1991) in a more
detailed description of clinical procedures. Motivational Interviewing is a method that works on
facilitating and engaging intrinsic motivation within the client in order to change behavior.[2] MI is a
goal-oriented, client-centered counseling style for eliciting behavior change by helping clients to
explore and resolve ambivalence. Compared with non-directive counseling, it's more focused and goaldirected.
Motivational interviewing is non-judgmental, non-confrontational and non-adversarial.[6] The
approach attempts to increase the client's awareness of the potential problems caused,
consequences experienced, and risks faced as a result of the behavior in question. Alternately,
therapists help clients envision a better future, and become increasingly motivated to achieve
it.[7] Either way, the strategy seeks to help clients think differently about their behavior and
ultimately to consider what might be gained through change.[8]
?- Motivational Interviewing- A Communication Style:
• Motivation to change is elicited from the patient, and is not imposed from outside forces
• It is the patient's task, not the counselor's, to articulate and resolve his or her ambivalence
• Direct persuasion is not an effective method for resolving ambivalence
• The counseling style is generally quiet and elicits information from the client
• The counselor is directive, in that they help the patient to examine and resolve ambivalence
• Readiness to change is not a trait of the client, but a fluctuating result of interpersonal interaction
• The therapeutic relationship resembles a partnership or companionship
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The RULE mnemonic is easy to remember:
Resist the righting reflex. (Correcting or offering alternatives rather than providing
guidance to patients is a common flaw that I’m certainly guilty of.)
Understand the patient’s motivations.
Listen to your patient.
Empower your patient.
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The “Righting Reflex” is a reflex that people have to correct someone/something. To
offer advice/info/tips, etc. to correct whatever is “wrong” or “help by offering advice
you would preferably do”.
This is a struggle providers go through…”to correct” their patients vs. assessing what
patients are really wanting for themselves. For patients to come up with their own
goals and for them to be accountable. This in a sense, the providers “guide” patients
vs. correcting them.
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I included this example of a real-world conversation to illustrate each of the four
principles of MI. You can easily imagine this scenario to be one of many in a dental
practice setting…
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The practice of Motivational Interviewing involves the skillful use of certain techniques for bringing to life the MI
spirit, demonstrating the MI principles, and guiding the process toward eliciting client change talk and
commitment for change. Change talk involves statements or non-verbal communications indicating the client may
be considering the possibility of change.
OARS
Often called micro-counseling skills, OARS is a brief way to remember the basic approach used-in Motivational
Interviewing. : Open-Ended Questions, Affirmations, Reflections, and Summaries are core counselor behaviors
employed to move the process forward by Establishing a therapeutic alliance and eliciting discussion about
change.
• Open-ended questions are those that are not easily answered with a yes/no! or short Answer containing only a
specific, limited piece of information. Open-Fended questions invite
Elaboration and thinking more deeply about an issue. Although closed questions have their place and are at times
valuable (e.g., when collecting specific information in an assessment),
Open-ended questions create forward momentum used to help the client explore the reasons for and possibility
of change. Patients should do most of the talking (avoid “yes/no” questions) Useful earl y pp p in session to
build rapport & provide direction Ask for “both sides of the coin” The general pattern in MI is to ask an open
question, setting the topic of exploration, and then follow with reflective listening.
• Affirmations are statements that recognize client strengths. They assist in building rapport
And in helping the client see themselves in a different, more positive light. To be effective they must be
congruent and genuine. The use of affirmations can help clients feel that change is possible even when previous
efforts have been unsuccessful. Affirmations often involve reframing behaviors or concerns as evidence of
positive client qualities. Affirmations are a key element in facilitating the MI principle of Supporting Self-efficacy.
• Reflections or reflective listening is perhaps the most crucial skill in Motivational Interviewing. It has two
primary purposes. First is to bring to life the principle of Expressing Empathy. By careful listening and reflective
responses, the client comes to feel that the Counselor understands the issues from their perspective. Beyond this,
strategic use reflective listening is a core intervention toward guiding the client toward change, supporting the
goal-directed aspect of MI in this use of reflections.
• Summaries are a special type of reflection where the provider recaps what has occurred in all or part of a
counseling session(s). Summaries communicate interest, understanding and call attention to important elements
of the discussion. They may be used to shift attention or direction and prepare the client to move on.
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These are some great resources that can be used for staff training and professional
development.
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Case management is a collaborative process of assessment, planning, facilitation, and
care coordination to meet an individual’s and family’s comprehensive health needs
through communication and linkage to available resources.
Case Management Society of America
Standards of Practice for Case Management
2010
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Making the Dental Home more accessible by
Helping to secure transportation
Assisting with Medicaid eligibility applications
Scheduling appointments
Providing culturally and linguistically appropriate preventive education
information
Follow-up with after-care instructions
Correcting oral health misinformation and lack of knowledge
Ensuring care is coordinated across providers and payment systems
Aiding in the successful referral to other providers
Understanding family preferences and cultural beliefs

60

61

In 2014 AAPD and the ADA Council on Access Prevention and Interprofessional
Relations submitted a joint CDT Code addition request:
Comprehensive Case Management
The collaborative process of overcoming barriers to accessing dental
services and overall health care, accomplished through motivational
interviewing, increasing health literacy, assisting in system navigation
and tracking patient compliance or other related approaches
necessary to achieving optimal oral health.
That request was denied (on a 7-13 vote with one abstention) by reason “the
procedure remains ill-defined and lacks sufficient specificity to be understood.”
In November of 2015, the AAPD submitted to the ADA Code Maintenance Committee
(CMC) for inclusion in CDT 2017 request for the addition of a suite of four Dental Case
Management procedure codes containing the desired specificity as follows, which
were accepted by the CMC:
Dental case management – addressing appointment compliance barriers
Dental case management – care coordination
Dental case management – motivational interviewing
Dental case management – patient education to improve oral health literacy
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D9991 dental case management – addressing appointment compliance barriers
Individualized efforts to assist a patient to maintain scheduled appointments by
solving transportation challenges or other barriers.
D9992 dental case management – care coordination
Assisting in a patient’s decisions regarding the coordination of oral health care
services across multiple providers, provider types, specialty areas of treatment,
health care settings, health care organizations and payment systems. This is the
additional time and resources expended to provide experience or expertise beyond
that possessed by the patient.
D9993 dental case management – motivational interviewing
Patient-centered, personalized counseling using methods such as Motivational
Interviewing (MI) to identify and modify behaviors interfering with positive oral
health outcomes. This is a separate service from traditional nutritional or tobacco
counseling.
D9994 dental case management – patient education to improve oral health literacy
Individual, customized communication of information to assist the patient in making
appropriate health decisions designed to improve oral health literacy, explained in a
manner acknowledging economic circumstances and different cultural beliefs, values,
attitudes, traditions and language preferences, and adopting information and services
to these differences, which requires the expenditure of time and resources beyond
that of an oral evaluation or case presentation.
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Please Stop here to take the Post-test for this Module. Cut and paste the blue link
into a browser address line and the Post-test will open for you in Survey Monkey.
Thanks for your participation!
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