The Medicaid, Medicare, CHIP Services Dental Association 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
education 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 presentation includes Learning Module #2 entitled, Principles of Medicaid Dental
Practice Management; Part 1.
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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 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; and Health Resources and
Services Administration.
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Improving the Quality of Oral Healthcare through Case Management is a course
consisting of six learning modules. Each module has a slightly different focus, yet
collectively provide a foundation 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.

3

This course consists of an Introduction, six Learning Modules and series of Post-Tests.
The titles of the Learning Modules are:
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

1.5 Continuing Education Credits will be awarded to those student learners who
complete each module and submit the respective Post-Test.
Rhode Island EOHHS Certification will be granted to students upon completion 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 representatives from the
national and state dental, professional education, Medicaid, and public health
communities. The slide lists all of those individuals who assisted with curriculum
development and the implementation of the RI Learning Collaborative.
Robert Bartro, DDS
Paul Calitri, DMD
Marty Dellapenna, RDH, MEd
Jeff Dodge, DMD
Mary Foley, RDH, MPH
Deborah Fuller, DMD
Mary Ann Heran, RDH, BS
Marie Jones-Bridges, RDH
Laurie Leonard, MS
Beth Marootian
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Timothy Martinez, DMD
Lynn Douglas Mouden, DDS, MPH
Joan Pillsbury
Renee Rulin, MD
John Verbeyst, DMD
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Upon completion of Module 2, participants will gain understanding, knowledge, skill, and
competency regarding (the):

•

Current economics of the dental healthcare delivery system

•

Changes in Medicaid dental programs

•

New opportunities for dental practices

•

Specific considerations for the delivery of dental care to adult Medicaid
beneficiaries

•

Dental office capacity

•

Why setting goals is important for dental office sustainability

•

Barriers that might prevent the achievement of goals
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Economic forces have been used to demonstrate trends in the supply and demand for
dental care.
In dental practices, as well as in all healthcare delivery, economic forces play a
significant role in the provider’s administrative and clinical decision making process.
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This slide demonstrates the consumer change observed between 2000 and 2009. As
you can see, there was a steady decline in consumer spending on dental care during
this time period. This is important to the practicing dental provider who largely
depends on consumer spending to meet the demands of running a dental practice.
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Between 2004 and 2010, commercial dental plans demonstrated a decline in billed
charges as well. On this slide you can also see the steady decrease in the percentage
of change per year in dollars spent.
With this type of subtle decline going on, dental providers may need to reconsider
their business models and with that, their patient pools to determine the best mix of
patients and insurance benefits that will assure them a steady income.
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In 2010, the Affordable Care Act (ACA) changed eligibility standards for Medicaid
children and adults across the states. This led to an increase in the number of eligible
Medicaid adults. It also led to an increase in the demand for and use of dental
services.
Many dental providers don’t see Medicaid adults in their practice. However, as a
result of the economic and other environmental forces in play, many providers are
reconsidering their “patient pool” and are now including Medicaid adults in their
“patient mix”.
These next few slides will show you how and why incorporating Medicaid adults in
your patient mix is a good strategy for your dental practice management and bottom
line.
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Between 2004 and 2009, the only sector that demonstrated a growth in dental
spending was Medicaid.
As you can see from the slide, with the exception of 2007, out-of-pocket and private
health insurance dental expenditures have either stayed the same or gone down.
During this time, Medicaid dental expenditures have grown significantly.
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Economics plays a role in the dental office as well.
In the next few slides we are going to consider four areas that impact dental office
economics.
• Office Capacity
• Goal Setting
• Process and Outcome Measurement
• Practice Exercises
Each dental provider should consider these concepts in the context of designing and
operating a quality driven, efficient and effective dental practice.
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• Every dental office needs to know its maximum capacity and manage to that
capacity.
• Underachieving and overachieving capacity are both problematic.
• Effective dental offices focus on outcomes- clinical, financial, and access.
• Providers need to have goals to effectively achieve these outcomes.
• Providers need to understand how these kinds of goals are developed and hold
everyone in the office accountable for goal attainment.
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Every dental office has a finite capacity.
Capacity depends on the number of “type” of staff, number of dental chairs and
hours of operation.
While most dental offices have more demand than can be met, that is not always the
case.
Many factors can negatively impact an office’s ability to maximize its potential
capacity.
It is very important to manage capacity strategically.
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The followinfg factors may be used to determine DENTIST CAPACITY:
•
•
•
•
•
•
•
•

Level of provider experience
Number of available operatories
Number, type, and experience of dental assistants.
Scope of services provided
Age and type of patients
Effectiveness of scheduling
Failed appointment rate
Number of expected visits/hour can vary from 1 to 2
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In addition, benchmarks related to the number visits per hour/per clinician is also
important to consider.
The following benchmarks are a good place to start. These may help you assess
where you fall on your scheduling of patient appointment visits.
• 1.7 visits/hour for general dentists (at least two operatories and 1.5 dental
assistants)
• 1 visit/hour for general dentists (one operatory/one assistant)
• 1 visit/hour for GP residents (beginning of year)
• 1.5 visits/hour for GP residents (mid-year)
• 1.7 visits/hour for GP residents (end of year)
• 1.9 visits/hour for general dentist with 2-3 operatories, 1 EFDA and 1-2
conventional assistant
• .5 visit/hour for 4th year dental student (one operatory, one assistant)
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In determining your office’s daily visit capacity, consider the variability of staff by days
of the week; hours working; and visit capacity.
For example, it may be that one or two days a week, there are more than one dental
providers in your office. They may work a different number of hours. Each day and
the number of providers working must be included in the formula in order to
effectively determine office capacity.
This chart is a template to determine for you to consider your current visit capacity.
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We will now ask you to move to the next slide; print out the template and use it to
DETERMINE YOUR OFFICE CAPACITY.
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STOP: Exercise # 1:
Use this template to determine your DENTIST office capacity.
Fill in each box as best as possible.
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DENTAL HYGIENE CAPACITY is similar. The level of provider experience and the tasks
that they generally employ should be considered.
• Do they take x-rays? Conventional or Digital?
• Do they work out of more than one room? Do they have a dedicated assistant?
• Responsiveness of dentists for exams- How much time does it take for the dentist
to respond to hygienist request for a dental exam?
• What are the ages and type of patients?
• What kind of services are necessary?
• Effectiveness of scheduling
• Failed appointment rate
• Number of expected visits/hour can vary from 1 to 2
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Below are the dental hygienist benchmarks for your consideration:
• 1.2 visits/hour for hygienist treating mix of adults and children (one operatory, no
assistants)
• 1 visit/hour for hygienist treating primarily adults (one operatory, no assistants)
• 1.5 visits/hour for hygienist with two operatories and an assistant (mix of adults
and children)
• 2 visits/hour for hygienist treating primarily children (two operatories and an
assistant)
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Now determine your dental hygienist capacity.
Fill in each box as best as possible.
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• Total office capacity may now be determined.
• Consider the number of dentist and hygienist visits. See the example above.
•
•
•
•
•
•
•
•

Monday: 26 dentist visits + 18 hygienist visits=44 visits
Tuesday: 38 dentist visits + 18 hygienist visits= 56 visits
Wednesday: 51 dentist visits + 18 hygienist visits= 69 visits
Thursday: 51 dentist visits + 18 hygienist visits= 69 visits
Friday: 26 dentist visits + 9 hygienist visits = 35 visits
Total weekly visit capacity=273
Total annual visit capacity (273 x 46 weeks)= 12,558
12,558 annual visits/ 2.5 = 5,023 unduplicated patients
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Activity Worksheet- Step 1 toward productivity goal setting
Part 1- Creating Productivity Goals- step 1– Later on we will get to Step 2 which deals
with number of procedures.
Goal 1- Visits per week
Goal 2- Visits per Year
Goal 3- Visits per Day
-----------------------------Part 2- Creating Financial Goals
Goal 1- Revenue per Year
Goal 2- Revenue per Day
Goal 3- Revenue per Visit
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Now its time to set your productivity goals.
Insert your numbers into the formula above. This will give you an idea of where you
should be headed. It will also help you assess your current scheduling practices.
Productivity Goal #1 – Number of visits per week.
Don’t forget to use the benchmarks to help determine the best goals for your office.
Once you’re done, move the next slide to set Productivity Goal #2—Visits per year.
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Now set your Productivity Goal #2— Number of Visits per year.
Use the formula above to determine this metric.
Productivity Goal #3—Number of visits per day is equal to the number of visits per
year divided by the number of clinic days per year. Compute this goal as well.
• Congratulations. You have finished Learning Module 2.
• Close out of this PowerPoint and click on the link labeled: Module 2 Post-Test.
• Take the test.
• You’re now ready to move onto Module 3.
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• Close out of this PowerPoint and click on the link labeled: Module 2 Post-Test.
• Take the test.
• You’re now ready to move onto Module 3.
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Ms. Martha Dellapenna is the MSDA Center Director. In this role, Ms.
Dellapenna provides oversight to the projects and activities 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 time 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 Executive Director of the Medicaid|Medicare|CHIP
Services Dental Association (MSDA). Ms. Foley is a dental hygienist 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, she served as the Director of the Massachusetts
Department of Public Health, Office of Oral Health. In this role she had oversight of
state dental public health programs addressing surveillance; access; prevention; and
education. Just prior to her current position, Ms. Foley served as the Dean of the
Forsyth School of Dental Hygiene at the Massachusetts College of Pharmacy and
Health Sciences in Boston, Massachusetts. Since joining the Medicaid|Medicare|CHIP
Services Dental Association, Ms. Foley has been instrumental in broadening national
stakeholder collaboration, 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. Martinez, DMD, is the Associate Dean of Community Partnerships
and Access to Care at the UNE College of Dental Medicine. Dr. Martinez recently
relocated to the New England area after 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 Institute from 2010 to 2011; state dental Medicaid director at the
Commonwealth of Massachusetts, Executive Office of Health and Human Services
from 2006 to 2009; and dental consultant at the Office of Public Protection, Board of
Registration in Dentistry, Massachusetts Department of Public Health from 2005 to
2009. Dr. Martinez 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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