The Medicaid, Medicare, CHIP Services Dental Associa9on is pleased to present
Improving the Quality of Oral Healthcare through Case Management.
Improving the Quality of Oral Healthcare through Case Management is a professional
educa9on and training program designed to advance the knowledge, skill, and
competency of the dental workforce. The curricula is made up of 6 training modules.
This presenta9on contains a brief Introduc9on and includes the Learning Module #1
en9tled, Principles of Quality Improvement.
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Improving the Quality of Oral Healthcare through Case Management has been made
available through the generous support and guidance of the following organiza9ons and
agencies: Rhode Island Department of Health; Rhode Island Execu9ve Oﬃce of Health and
Human Services ; Rhode Island Dental Associa9on ; Medicaid|Medicare|CHIP Services Dental
Associa9on; and Health Resources and Services Administra9on.
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Improving the Quality of Oral Healthcare through Case Management is a course
consis9ng of six learning modules. Each module has a slightly diﬀerent focus, yet
collec9vely provide a founda9on for dental providers to gain knowledge, skill, and
competency aimed at improving access to quality oral health care services.
The overarching goals of this course are to:
1.
2.
3.

Improve the quality oral healthcare services;
Improve the oral health outcomes of all;
Lower the costs of oral healthcare across the healthcare delivery system.
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This course consists of an Introduc9on, six Learning Modules and series of PostTests.
The 9tles of the Learning Modules are:
1.

Principles of Quality Improvement

2.

Principles of Medicaid Dental Prac9ce Management-Part 1

3.

Goal SeXng

4.

Process and Outcome Measurement

5.

Principles of Medicaid Dental Prac9ce Management- Part 2

6.

Principles of Case Management

1.5 Con9nuing Educa9on Credits will be awarded to those student learners who
complete each module and submit the respec9ve Post-Test.
Rhode Island EOHHS Cer9ﬁca9on will be granted to students upon comple9on of all
modules and post-tests; and submission of all post-tests.
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The expert faculty and advisory team are made up of representa9ves from the
na9onal and state dental, professional educa9on, Medicaid, and public health
communi9es. The slide lists all of those individuals who assisted with curriculum
development and the implementa9on of the RI Learning Collabora9ve.
Robert Bartro, DDS

Paul Calitri, DMD

Marty Dellapenna, MEd Jeﬀ Dodge, DMD
Mary Foley, RDH, MPH Deborah Fuller, DMD
Mary Ann Heran, BS

Marie Jones-Bridges, RDH

Laurie Leonard, MS

Beth Maroo9an

Timothy Mar9nez, DMD Lynn Douglas Mouden, DDS, MPH
Joan Pillsbury

Renee Rulin, MD

John Verbeyst, DMD
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Ms. Martha Dellapenna is the MSDA Center Director. In this role, Ms.
Dellapenna provides oversight to the projects and ac9vi9es of each the ﬁve divisions
within the Center. She is the former Project Manager for the Rhode Island Oral
Health Access Project. Ms. Dellapenna joined the RI Department of Human Services
in the Center for Child and Family Health in 2003 through its project management
contractor, Xerox. Ms. Dellapenna’s primary role at that 9me was to manage the
development of RIte Smiles, the state’s ﬁrst managed care dental program for young
children. Ms. Dellapenna is also the current Chair of the Center for Medicare and
Medicaid Services (CMS) Oral Health Technical Advisory Group
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Ms. Mary E. Foley is the Execu9ve Director of the Medicaid|Medicare|CHIP
Services Dental Associa9on (MSDA). Ms. Foley is a dental hygienist and holds a
Masters Degree in Public Health with a concentra9on in Epidemiology and
Biosta9s9cs from the University of Massachusegs School of Public Health and Health
Policy. Earlier in her career, she served as the Director of the Massachusegs
Department of Public Health, Oﬃce of Oral Health. In this role she had oversight of
state dental public health programs addressing surveillance; access; preven9on; and
educa9on. Just prior to her current posi9on, Ms. Foley served as the Dean of the
Forsyth School of Dental Hygiene at the Massachusegs College of Pharmacy and
Health Sciences in Boston, Massachusegs. Since joining the Medicaid|Medicare|CHIP
Services Dental Associa9on, Ms. Foley has been instrumental in broadening na9onal
stakeholder collabora9on, and advancing state program policy and protocols to
improve the health, health care and costs for all Medicaid programs and their
beneﬁciaries.
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Timothy S. Mar9nez, DMD, is the Associate Dean of Community Partnerships
and Access to Care at the UNE College of Dental Medicine. Dr. Mar9nez recently
relocated to the New England area ajer spending six and a half years developing the
community-based dental programs for Western University of Health Sciences College
of Dental Medicine in Pomona, California. He served as program evaluator at the
Forsyth Ins9tute from 2010 to 2011; state dental Medicaid director at the
Commonwealth of Massachusegs, Execu9ve Oﬃce of Health and Human Services
from 2006 to 2009; and dental consultant at the Oﬃce of Public Protec9on, Board of
Registra9on in Den9stry, Massachusegs Department of Public Health from 2005 to
2009. Dr. Mar9nez also served as dental director for Harbor Health Services Inc. from
1999 to 2003 and dental director at Boston Healthcare for the Homeless from 1994
to 2003. He earned a Doctor of Dental Medicine degree from the Harvard School of
Dental Medicine.
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The Medicaid, Medicare, CHIP Services Dental Associa9on is pleased to present
Improving the Quality of Oral Healthcare through Case Management. This
presenta9on includes Learning Module #1 en9tled, Principles of Quality
Improvement.
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Upon comple9on of this learning module, learners will:

•

Gain knowledge of the Dental Quality Alliance (DQA)

•

Understand what is meant by quality improvement (QI) and why it is
important in den9stry

•

Understand the diﬀerence between quality assurance and quality
improvement

•

Understand how to use data to assess quality improvement goals.

•

Learn how to establish an oﬃce plan for seXng improvement goals; collec9ng
data and assessing progress and achievement of QI goals.
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This course is a provider training ini9a9ve.
It is designed to be Quality Improvement Learning Collabora9ve exercise.
Its concept and role in den9stry is derived from the MOVEMENT TOWARD
HEALTHCARE IMPROVEMENT.
AND the impetus for quality improvement ini9a9ves across the WHOLE HEALTHCARE
DELIVERY SYSTEM.
The next several slides are designed to provide the backdrop for this learning session,
and what we mean when we talk about “Con7nuous Quality Improvement”.
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In 1967 a study by Wennberg iden9ﬁed signiﬁcant variability in the u9liza9on of
similar services across three diﬀerent states.
Researchers could ﬁnd no scien(ﬁc research on outcomes of care to demonstrate
that one popula9on was beger oﬀ than the other.
You can see from the slide that u9liza9on data from Vermont, Maine and Iowa
diﬀered dras9cally. But, despite the signiﬁcant variability in care, there was no
scien(ﬁc evidence on outcomes of care to demonstrate that one popula9on was
beger oﬀ than the other.
This got Dr. Wennberg thinking– and it should get all of us in healthcare delivery
thinking too!
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A second study looked at the variability of dental treatment plans, when one pa9ent
traveled to 9 oﬃces and had 9 dental examina9ons.
Again- there was signiﬁcant variability, which raised the ques9on about quality in
dental care.
We introduce this as an example of how we all must work together to IMPROVE CARE
for all popula9on groups.
And the ul9mate goal- to iden9fy the most eﬀec7ve and beneﬁcial treatments for
each individual diagnosis
based on the best available scien7ﬁc evidence
and to
reduce treatment variability
by crea9ng clinical guidelines to ensure consistent quality of care
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In 1990 the Ins9tute of Medicine deﬁned Quality of Care as:
the degree to which health services for individuals and popula9ons increase the
likelihood of desired health outcomes and are consistent with current professional
knowledge.
This prescript contains just two concepts: measurement and knowledge.
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In the last decade two addi9onal reports were released by the Ins9tute of Medicine
that build on the 1990 theme of Quality in Health Care:
1) TO ERR IS HUMAN
2) CROSSING THE QUALITY CHASM
These reports, have provided the plaqorm for legislators, policymakers and
healthcare administrators (including commercial) to begin to rethink and RE-DESIGN
healthcare systems.
The goal remains-TO IMPROVE OUR HEALTHCARE DEIVERY SYSTEM.
They point out that complacency in the delivery system is a problem that must be
dealt with, and eﬀorts must be put in place to assure that error, fraud, waste and
abuse are minimized.
3) THE INSTITUTE FOR HEALTHCARE IMPROVEMENT out of Cambridge has also been
a key leader in this eﬀort. While their ini9al focus was medicine, den9stry is NOW
very much a part of the discussion.
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And out of these reports came the following Recommenda9onsEvidence-based decision making: Pa9ents should receive care based on the best
available scien9ﬁc knowledge.
Care should not vary illogically from clinician to clinician or from place to place
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So as you can see, we are in the Age of Accountability
Up to now, den9sts have been pregy autonomous
Outside of staﬀ, you really haven’t had to account to anyone on a regular basis for
anything you do in your oﬃce.
By and large, you’ve made independent decisions about your oﬃce, your pa9ents,
and the services you are delivering.
THIS IS ALL CHANGING …FOR BETTER OR FOR WORSE, LIKE IT OR NOT, BECAUSE YOU
ARE A HEALTHCARE PROVIDER…. IN THIS NEW AGE OF HEALTH REFORM… YOU WILL
BECOME ACCOUNTABLE.
You ask WHY?
BECAUSE FRAUD, WASTE AND ABUSE HAVE LED TO SKYROCKETING HEALTHCARE
COSTS IN THE US.
The triple aim as you see here seeks to address these issues through quality
improvement and increased accountability by healthcare providers and healthcare

17

And the 6 AIMS for Quality in HealthCare:
The reason these are important is because they provide a framework for measuring
healthcare quality in medical and dental prac9ces, as well as across systems of care.
Safe: avoiding injuries to pa9ents them.
Eﬀec7ve: providing services based on scien9ﬁc knowledge
Pa7ent-centered: providing care that is respecqul of and responsive to individual
pa9ent preferences, needs, and values
Timely: reducing waits and some9mes harmful delays
Eﬃcient: avoiding waste
Equitable: providing care that does not vary in quality
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Also as a result of the IOM Reports, Congress mandated Healthcare Quality
Assessment and Improvement for all government programs.
The Children’s Health Insurance Plan Reauthoriza9on Act of 2009 (CHIPRA),
mandates that quality assessment programs be implemented to assess and
improve the quality of care for children that receive oral health care under the
Medicaid and CHIPRA programs.
In 2009 the CMS proposed to the American Dental Associa9on (ADA) that a Dental
Quality Alliance be established to develop performance measures for oral health
care and that the ADA take a leadership role in its forma9on.
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TRANSITION SLIDE---This project that we are all involved in here is an “Improvement Collabora9ve”.
It is a training program that considers what we already know and experience, and
builds upon it to improve our processes and outcomes.
THE ONLY WAY WE CAN IMPROVE OUR PROCESSES AND OUTCOMES, IS TO MEASURE
WHAT WE DO.
WE NEED TO MEASURE OUR BASELINES
SET GOALS AND OBJECTIVES
ASSESS OUR PROCESSES
AND CONDUCT REGULAR MEASUREMENT OF BOTH TO SEE WHETHER WE ARE ON
TRACK IN ACHIEVING OUR GOALS.
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And the Dental Quality Alliance was formed.
The DQA is made up of over 30 representa9ves from the Na9onal and Federal Dental
Community.
Their charge: To establish Quality Measures for den9stry- (before some other group
does).
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Here we have the diﬀerence between…
Metric is an agribute or a property of something that you’re interested in measuring.
For example, height, weight, IQ, quality.
Measure is an opera9on for assigning a number to something. For example calculate
the percentage of higher risk 6 year olds who received a dental sealant on a ﬁrst
molar.
Measurement is the number obtained from measuring. For example, 25% of higher
risk 6 year olds had dental sealants placed in 2011.
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Quality and Performance Measures
A quality measure is a mechanism that enables the user to quan7fy the quality of a
selected aspect of care by comparing it to a criterion.
•

A subtype of a quality measure is a clinical performance measure.

•

A clinical performance measure is a mechanism for assessing the degree to
which a provider competently and safely delivers clinical services that are
appropriate for the pa9ent in the op9mal 9me period.

23

How Are Quality Measures Used?
Quality measures are used for three general purposes:

• Quality improvement,
• Accountability, and
• Research.
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Understanding your business is important.
We call this Business Intelligence.
Business intelligence relies on data.
When dental oﬃces collect data and use data for quality improvement, that
informa9on builds knowledge which ul9mately informs business decisions
intelligently.
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Quality improvement across the healthcare system, or in this case, the oral
healthcare system involves improvement at several levels—
• Infrastructure
• Access to care
• Processes- both administra9ve and clinical
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We are seeing more and more, clinical quality measures- used to assess the
performance of individual clinicians.
Measures used to assess the performance of individual clinicians, clinical delivery
teams, delivery organiza9ons, or health insurance plans in the provision of care to
their pa9ents or enrollees, which are supported by evidence demonstra9ng that they
indicate beger or worse care.
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Interpre7ng Quality Measures
• Quality measures ojen require summing data about the health care given to many
pa9ents and expressing the results as a rate, ra9o, frequency distribu9on, or score
for average performance.
• The measure result is ojen composed of a number and unit of measure.
• The number provides the magnitude, and the unit provides a context for
interpre9ng the number.
• It is diﬃcult to interpret the result of a quality measure as good or poor unless
there is a standard of comparison by which it can be compared.
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Standards provide a means for measurement.
One cannot improve or aim to be beger if there is not some kind of a “gold” standard
to reach for.
This slide demonstrates where the majority of providers would fall if a popula9on or
group were to be measured against a standard.
As you can see, most would fall under the bell curve. Those to far lej of the bell
curve would be considered “under performing” while those to far right may be
considered over performing.
Those under the curve would be considered “normal” based on the whole group’s
performance.
The percentage reﬂects a por9on of the provider group.
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There are many improvement models- some that public agencies have embraced
Here you see the “Plan- Do- Check- and Act”. The purpose of this model is to help
providers iden9fy the steps necessary to assess and improve their own processes.
The key step in this cycle is the “CHECK”.
Typically- individuals don’t check processes- they implement new ideas as policy or
prac9ce and wait un9l they succeed or fail before changing behaviors. This behavior
can be very costly in the dental oﬃce.
By implemen9ng a quality improvement model like the “Plan – Do – Study – Act –,
new oﬃce policies and protocols may be measured and assessed for eﬀec9veness
and eﬃciency before they are ins9tu9onalized in the dental oﬃce.
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Here- you have a very similar model designed by researchers at MIT- Sloan School of
Management
Design- >Implement/Test-> Observe Experience-> Reﬂect
Here again, note the important assessment/observa9on and reﬂec9on steps.
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We men9oned the Ins9tute for Healthcare Improvement (IHI) earlierThis organiza9on has been instrumental in designing an Improvement Model for
healthcare delivery.
This slide depicts the IHI Plan-Do-Study-Act (PDSA) model that promotes con9nuous
dental prac9ce improvement– based on the assump9on that “we can always do a
beger job”.
By developing oﬃce policies and protocols and then studying them, a dental team
may determine the eﬀec9veness and eﬃciency of their oﬃce’s daily rou9nes.
Then ﬁnally- if the desired “improved” outcome emerges– you con9nue the prac9ce.
If it doesn’t- YOU STOP IMMEDIATELY. Don’t waset 9me and/or resources on a oﬃce
prac9ce that does not yield swij results.
It’s not a failure- it’s just a strategy that didn’t work the way you thought it would.
Here’s an example– Pa9ent Sa9sfac9on- Warm cloth
So- you may want to come up with strategies that address:
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So here- we want to point out the diﬀerence between the old way of thinking and the
new.
Quality Assurance- This principle or prac9ce upholds the status quo and as such
maintains policies and prac9ces at a certain level.
• This is basically a checklist ac9vity.
• Did we do this? Yes/No
• Did we do that? Yes/No
• There is no step to assess the eﬀec9veness of the policy/ac9vity. The individual
assumes the policy/ac9vity is eﬀec9ve and eﬃcient— which in many cases it is
neither.
Con7nuous Quality Improvement- Recognizes that you can always be beger. It is
used in conjunc9on with goals and measureable objec9ves to track performance and
ins9ll accountability. It leads to improved quality against a given standard, and aims
to assure eﬀec9ve and eﬃcient results.
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So all of this suggests a paradigm shij in daily prac9ce.
It’s about changing our underlying assump9ons about Medicaid—
And most importantly, it is a paradigm shij in our aXtude about Medicaid
beneﬁciaries.
-----------------noun: paradigm shiV; plural noun: paradigm shiVs
a fundamental change in approach or underlying assump9ons.

-
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Many people think “you lose money” when you par9cipate in the Medicaid program.
However, contrac9ng with Medicaid to deliver dental care to eligible adults CAN BE
ﬁnancially proﬁtable.
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To achieve this, you need to embrace this paradigm shij
AND
focus on where in YOUR oﬃce may there be room for changes that will yield ﬁnancial
success and improvement.
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PASS OUT INDEX CARDS– independent of each other
WE WANT YOU TO START THINKING ABOUT THE AREAS IN YOUR DAY TO DAY AND
OR BUSINESS OPPERATIONS WHERE YOU THINK YOU MAY BE ABLE TO MAKE
CHANGES THAT WILL INCORPORATE MEDICAID ADULT PATIENTS AND ULTIMATELY
IMPROVE PROFITABILITY.
CONSIDER THE FOLLOWING:
Improve den>st capacity?
Improve hygienist capacity?
Improve daily, weekly, monthly, and annual visit goals?
Is your produc7vity at sustainable or proﬁtable levels?
Improve pa9ent procedure goals?
Improve pa9ent/client mix (children; adults; special popula9ons?
Modify payer mix (including adult Medicaid) to reach sustainable and proﬁtable
levels?
NEXT SLIDE CONTINUES THESE QUESTIONS….
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Ask yourself: Is there room for improvement in your oﬃce?
Think about the following ques9ons:
• Is the pa7ent demand in your oﬃce too low?
• Is it too high?
Do you know your no-show rate?
Is it above 15%?
Do your emergencies visits create havoc in your oﬃce? What could you do to
improve upon this?
STOP – ACTIVITY
Before con9nuing, WE WANT YOU TO WRITE DOWN 3 AREAS FOR IMPROVEMENT IN
YOUR OFFICE
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CONSIDER PRACTICE GOALSWRITE THEM DOWN
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Keep in mind…improvement is dependent upon measurement.
You need to understand where you are today– and where you want to be tomorrow.
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Your whole team needs to be on board.
One or two in the oﬃce is not enough.
IDEAS—
Consider having each member of your team take this course- all six modules.
Consider holding an Oﬃce Training: As a group, study each Learning Module
together and then discuss ways in which your oﬃce can implement these principles.
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• Congratula7ons. You have ﬁnished Learning Module 1.
• Close out of this PowerPoint and click on the link labeled: Module 1 Post-Test.
• Take the test.
• You’re now ready to move onto Module 2.
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