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Session 8

In Session 8 entitled, Exploring Policy Solutions that Support the

Delivery of General Anesthesia for Dental Treatment, we will hear from

five speakerswho will share their experiences regarding Medicaid policy

for General Anesthesia support services. Elizabeth Pitts will provide an

overview of the research initiative MSDAhas been working on this past

year, including early findings. Devin Larson and Dr. Brian Schloss will

discuss their respective anesthesia models that have increased access

to GA services for Medicaid members. Dr. Chelsea Fossewill showcase

the AAPDõsprovider toolkit ; and Dr. Charlie Czerepak will close the

session focusing on safety as the primary objective . 
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      Session Objectives 

Participants will gain knowledge and understanding of: 
     

Purpose and Goal

Methodology

Advisory Committee Charge

Preliminary Findings
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through evidence-based policy development.

5



6

To explore:

1. Recent trends in dental associated General Anesthesia (GA).

2. Medicaid dental policies associated with dental GA.

3. Potential impact of dental GA policies on access to care.

To: 

1. Identify Best Practices  

2. Develop recommendations for state Medicaid program policy and 

improvement.  

Purpose
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Goal A ~

To gain knowledge and understanding of existing Medicaid 

dental  policies related  to GA for  dental  treatment  

services. 
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Goal B~

To assess the impact of existing Medicaid dental GA policies 

on:

1) Access to dental treatment services; 

2) Use of GA by dental providers across various types of 

treatment locations; and 

3) Reimbursement of GA associated with medically 

necessary dental services. 



9

GOAL C~

To identify best practices regarding Medicaid policies and 

best practice approaches for promoting and supporting 

medically necessary GA for dental treatment services. 

services. 
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GOAL D~

Develop a report that includes policy recommendations 

for State Medicaid programs and health plans that 

support the use of GA for medically necessary GA and 

dental treatment services. 



11

1. Does Medicaid policy impact  (increase/  decrease) access to  care and the 

use of  services (GA and/or  dental)  for  Medicaid enrollees?

a. Policies content  to be explored will  include provider  type; location ; 

reimbursement ; benefits,  coverage; frequencies; and limitations

2. What Medicaid dental  policies and/or  best practice  approaches exist that  

promote and support access and use of GA for  dental  care for  members 

demonstrating medical  necessity?

3. What alternatives  have state Medicaid agencies and/or  providers identified  

that  reduce access barriers and facilitate  dental  care for  

members/patients  requiring  GA?

Study Questions
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Methodology

1. Literature Review

2. Four Subcommittees Developed Four Survey Tools

3. Data Collection

3. Analysis

4. Research Advisory Team

5. Representative Sample: All states 

6. Report Development
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Location of Services Scope of Practice Medical Necessity Reimbursement Models and Rates

Å Private Dental Office

Å Hospital OR

Å Ambulatory Surgical 

Center

Å Other?

Å Based on State Licensing 

Regulations

Å Based on Medicaid Program 

Enrollment and 

Credentialling

Å Provider Types:

Å General Dentists

Å Oral Surgeons

Å Dental 

Anesthesiologists

Å MD  

Anesthesiologists

Å Certified Registered 

Nurse 

Anesthesiologists

Å Other?

Å Eligibility criteria for GA 

Services

Å Based on State Medical 

Necessity Criteria

Å Age

Å Disability

Å ASA Categories

Å Authorities

Å Multiple

Å May Include: 

Å Professional Fees for Services

Å Anesthesia Fees

Å Facility Fees

Å Other?

Å Based on provider or providers

Å Based on State

Å Based on Location of Services

Å Benefit

Å Covered services

Å Frequencies

Å Limitations

Policy and Literature Review Identified Four Themes



Key Authorities 

& 

Professional 

Guidelines
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u American Society of Anesthesiologists

u American Academy of Oral and 

Maxillofacial Surgeons 

u American Academy of Pediatric 

Dentistry

u CMS

u State Medicaid Agencies 

u Others
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https://www.asahq.org/standards-and-practice-parameters/statement-on-the-medical-necessity-of-anesthesiology-

services#:~:text=Whether%20anesthesiology%20services%20are%20medically,type%20of%20procedure%2C%20the%20potential

ASA: Medical Necessity



1. 

Medical 

Necessity 

Committee 

Charge
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u What is the impact of medical necessity policies 

on access to GA and access to care AND COSTS?

u To explore medical necessity policies/criteria 

associated with general anesthesia for the delivery 

of dental care services; 

u Identify 

1. CMS definition of Medical Necessity

2. Impact of definition on GA services and 

coverage

3. Limitations associated with GA medical 

necessity

4. Medicaid Policies associated with medical 

necessity

5. Common themes, common practices, strategies; 

or policies to consider as they relate to medical 

necessity or eligibility criteria

u Define the models; conduct a comparative analysis; 

consider access and use of services; and which 

models have a greater impact on access.



1. 

Medical 

Necessity 

Committee 

Discussion
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Eligibility criteria for General Anesthesia 

Services

ÅBased on State Medical Necessity Criteria

ÅAge i.e. Under age 6

ÅDisability i.e  Individuals with I/DD

ÅASA Categories

ÅInfluenced by a variety of different 

authorities
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Section 14059.5 - Medically necessary or medical necessity

(a) For individuals 21 years of age or older, a service is

"medically necessary" or a "medical necessity" when it  is 

reasonable and necessary to protect  life,  to prevent  

significant  illness or significant  disability,  or to alleviate  

severe pain.

Medical Necessity: Federal Legislation



CMS Regulation: Medical Necessity
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"Medically Necessary" or "Medical Necessity" means health care services that a 
physician, exercising prudent clinical judgment, would provide to a patient. 

The service must be for the purpose of evaluating, diagnosing, or treating an 
illness, injury, disease, or its symptoms.

Services must be under accepted standards of medical practice and 
considered to be specific and effective treatment for the patient's condition. 

The amount, frequency, and duration of the services planned and provided 
must be reasonable.



Code Sets Defining Medical Necessity

Sedation and General Anesthesia 

for Dental Services

Å ICD-10

Å CDT

Å CPT

20
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https://www.cms.gov/medicare -coverage-database/view/article.aspx?articleId=57361

ICD-10 Codes Associated with Sedation and General Anesthesia

https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=57361
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=57361
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=57361
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=57361
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=57361


CDT Codes 

Associated with 

Sedation and 

General 

Anesthesia
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CDT Code: D9222:

Covers the first 15 minutes of Deep Sedation and 

General Anesthesia

CDT Code: D9223:

Covers each subsequent 15-minute increment of Deep 

Sedation and General Anesthesia

Are there other CDT codes that need to be investigated?

What about Facility Codes? 41899 & G0330



CPT Codes Associated with 

Sedation and General Anesthesia

u CPT Code: 00179: 

u Current Procedural Terminology (CPT®) code 00170 as maintained by 

American Medical Association, is a medical procedural code under the 

range - Anesthesia for Procedures on the Head. 

Å Anesthesia on mouth for CDT procedures D0100-D9999 

u CPT Code: 41899: 

u Current Procedural Terminology (CPT®) code dental surgery.

23
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Refer to Federal Legislation: Medical Necessity

Refer to CMS Regulation

Refer to notable authorities: American Society of Anesthesiologists; ADA; 
AAPD

Refer to language in Code Sets: ICD-10; CPT; CDT

Create Policy = Benefits/Coverage with defined Criteria; Exceptions & 
Limitations 

How do State Medicaid programs define Medical Necessity?
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Medical Necessity Assignment: Investigate Medical Necessity 

as defined by ICD-10; CDT; and CPT Codes per State 

Medicaid Program. 

These include: 

Å Codes for Professional Services

Å Codes for Sedation and General Anesthesia 

Å Codes associated with locationñ>Facility Codes
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State

MD 
Anesthesiologist

Licensed to 
administer GA 

for Dental?  Y/N

OR-Y/N

ASC-Y/N

Dental Office 
Y/N

Other?

Limitations

Certified RN 
Anesthesiologist

Licensed to 
administer GA 

for Dental?  Y/N

OR-Y/N

ASC-Y/N

Dental Office 
Y/N

Other?

Limitations

Dental 
Anesthesiologist

Licensed to 
administer GA 

for Dental?  Y/N

OR-Y/B

ASC-Y/N

Dental Office 
Y/N

Other?

Limitations

Oral Surgeon

Licensed to 
administer GA 

for Dental?  Y/N

OR-Y/N

ASC-Y/N

Dental Office 
Y/N

Other?

Limitations

Other

Other Type of Provider 
Licensed to administer 

GA for Dental?  Y/N

OR-Y/N

ASC-Y/N

Dental Office Y/N

Other?

Limitations

Scope of 
Practice 

2. Scope of Practice 

Committee Charge
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2. Scope of Practice Tool 
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2. Scope of Practice 

Committee Members investigated the following: 
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2. Scope of Practice

All State Report was Developed
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3. Location of Services Committee Charge 
      Survey Tool
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State Medicaid Policies 

Dentist

CDT

CPT

Oral Surgeon

CDT

CPT

Dental  
Anesthesiologists

CDT

CPT

MD

Anesthesiologist  

CPT

Contracted Rate  
with                 

Provider or MCO

CRNA

CPT

Contracted Rate  
with                 

Provider or MCO

Ambulatory 
Surgical 
Center

Facility Fee 

CPT: G0330

Other?

Hospital 
Operating 

Room

Facility Fee 

CPT: G0330

Other?

Payment Models and 
Reimbursement 

4. Reimbursement Committee Charge 
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4. Reimbursement: Diagnostic and Payment Codes Identified 

Dental Payment Codes Medical Payment Codes

Medical Necessity ~ Diagnostic Codes 
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51

48
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33

22
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MD Anesthesiologist

Certified RN Anesthesists

Dental Anesthesiologist

Oral Surgeon

Dentists

Certified Anesthiologist Assistant

No. States Recognizing Licensure or Certification 
to Administer GA for Dental Procedures 

Preliminary Findings: Scope of Practice



Preliminary Findings: Scope of Practice
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51

48

50

50

33

22
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MD Anesthesiologist

Certified RN Anesthesists

Dental Anesthesiologist

Oral Surgeon

Dentists

Certified Anesthiologist Assistant

No. States Requiring Licensure or Certification 

to Administer Sedation/GA Services in an 

Ambulatory Surgical Center? 

Preliminary Findings: Scope of Practice



Preliminary Findings: Scope of Practice
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Provider Type
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Oral Surgeon
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Licensed/Certified to Administer 
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33

22

0 10 20 30 40 50 60

MD Anesthesiologist

Certified RN Anesthesists

Dental Anesthesiologist

Oral Surgeon

Dentists

Certified Anesthiologist Assistant

Licensed/Certified to Administer 
Sedation/GA services in Private Dental 

Office?  

Number of States Permitting 

GA Services for various 

Providers by

Location of Services

Preliminary Findings: Scope of Practice by 

Location of Services
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Private Dental Office Oral Surgeon's Office Ambulatory Surgical
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Hospital Operating Room

No. States with Provider Limitations based on 

Location of Services

Preliminary Findings: Location of Services
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35

35

34

35

33.4 33.6 33.8 34 34.2 34.4 34.6 34.8 35 35.2

Private Dental Office

Oral Surgeon's Office

Ambulatory Surgical Center

Hospital Operating Room

Dental Service Limitations  Related to 

Location of Services 

Preliminary Findings: Location of Services



Next Steps

u Consider Safety Across all 4 Themes

u Complete Analysis

u Identify Best Practice Strategies

u Develop Report 

u Include Recommendations for Medicaid Policy 

40



Thank you
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Surgery Center Access for Dental Patients
April 2025



General Anesthesia Access for Dental 

Patients

0

20

40

60

80

100

U.S. pediatric population that receives GA restorative dental procedures in the ASC setting

(2024E)
Percent of U.S. pediatric lives

Needs a 

procedure 

(~55%)

Does not 

need a 

procedure 

(~45%)

Pop. that needs 

a procedure 

(driven primarily 

by dental caries)

Indicated for GA 

(~8%)

Not indicated 

for GA 

(~92%)

% of procedures 

that can benefit 

from GA

Could be safely 

treated in ASC 

(~75%)

Likely needs 

a hospital 

setting 

(~25%)

% of GA

procedures that can 

be treated at ASCs

Receives GA (~3%)

Does not 

receive GA 

(~97%)

procedure with GA

ASC 

(~20%)

HOPD /

in-office 

(~85%)

Pop. that receives a % of GA procedures

performed in an 

ASC

74.6M 41.0M 3.3M 74.6M 2.2M

2.5M

0.4M

2.1M

Source: U.S. Census; OECD; CMS; Medicaid.gov; CDC; AAP; MDPI; NIH; Statista; Michigan Dental Association; Canadian Dental Association; L.E.K. interviews, research, and analysis

Total whitespace procedures
(TAM proceduresïcurrent market procedures)



~0.4M

~2.1M

2024

Significant Opportunity to Shift Site of Care

45

Access Constraints Patient Demand

Growth Drivers to Surgery Centers

~2.5M

Current Total in ASCs (Dental 

Medicaid & Commercial)

85% of pediatric patients 

that require general 

anesthesia for dental 

procedures but do not receive 

in a surgery center
Driven by procedures that: 
Å Patients need, but donôt receive

Å Could benefit from but donôt 
receive GA 

Å Ideal for ASC, but currently 
treated in-office or HOPDs today

Å ~55% of pediatric patients need restorative dental

procedures due to underlying dental caries, gum
disease, and dental emergencies

Å ~8% of these procedures could benefit from GA during

their procedures since it alleviates anxiety and reduces
complication risk, including patients who are:

Aged 18-24 months (pre-cooperative)

Indicated for special needs or comorbidities

Undergoing complex or traumatic procedures

Å ~75% of these procedures could be safely 

performed in an ASC setting while the remaining
~25% must be treated in hospital settings due to

medical necessity

Å Overall, ~3% of pediatric patients receive a GA dental

procedure, of which ~20% of procedures take place in
ASCs since payer coverage, proximity to facilities, and

wait times present access barriers to most of the

population

Source: U.S. Census; OECD; CMS; Medicaid.gov; CDC; AAP; MDPI; NIH; Statista; Michigan Dental Association; Canadian Dental Association; L.E.K. interviews, research, and analysis

Å Medicaid represents ~80% of the current market  demand ,

as Medicaid patients generally have higher need for
restorative dental procedures under general anesthesia due

to their more limited access to dental hygiene education and 

preventive care

Growing patient volume: The pediatric population receiving

dental procedures with GA is expected to grow, due to growing
prevalence of medical comorbidities (e.g., heart abnormalities,

epilepsy), special needs, and dental anxiety, which are key

indicators for GA administration

Increasing penetration of the ASC care setting: The share of

procedures in ASCs is expected to grow, as the supply of
facilities rises (albeit still constrained) to support increasing

interest from patients, physicians, and payers to use this

convenient, safe, and efficient care setting

Reimbursement tailwinds: A new CMS code, G0330, was

introduced which garners higher facility fee reimbursement for
pediatric dental procedures under GA; state Medicaid offices

are beginning to enact this code, which propels revenue for

ASC operators in adopting states



Clear Site of Care Advantage
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Note: ôGAõ refers to general anesthesia and ôORõ refers to operating room

Patient Journey

Initial Dentist 

Visit

In-House vs. 

Outsource
Treatment at Site of Care

(e.g., Hospital, Generalist ASC or Blue Cloud)

Patient visits main dental 
home and it is determined 

they require general 

anesthesia (ôGAõ) 
for their procedure (due to 

case complexity, behavioral 
determinants or other 

health factors)

In-house
Dentists with adequate facilities 

and equipment can contract 

anesthesiologists to perform 

procedures in-house. 

Outsource
Dentists can refer their patients 

to ASCs or hospitals ð both 

facilities are licensed to perform 

general anesthesia procedures 
and are positioned to maximize 

patient safety

Generalist ASC
V High safety  (appropriate 

equipment, policies, staff, etc.)

V Significantly lower cost

O Limited access as Medicaid 
patients are often not accepted

OHigh wait times as Medicaid, 
dental procedures are 
deprioritized even when treated

V High safety  (appropriate 
equipment, policies, staff, 
etc.)

V Significantly lower cost

V Highest access as specialized 
in treating Medicaid dentl  
patients

V Lowest wait times  with 
procedures typically completed 
within 2 -4 weeks from referral

V Site of care specifically 
designed around needs of 
pediatrics patients 

V Rendering anesthesiologists 
with pediatrics expertise

Hospital

V Highest safety (appropriate 

equipment, policies, staff, etc.)

OPatients often wait 6 ð 18 months 

for OR time since dental surgery is 

not a priority

OHighest cost setting

Pediatric 

Dental ASC



Modern Centers Built to Best-in-Class Safety 

and Quality Standards
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1. Turnaway rate refe rs to referrals that are turned away due to potential factors that could complicate general anesthesia ( e.g., patien ts who are  fragile, underwe ight or have other conditions making 
general anesthesia unsafe) ð Blue  Cloud has high established compliance standards and only takes patients for whom procedures un der general anesthesia is the appropriate  course of treatment

Source: ASC provider safety data per Third Party Market Study

Facilities are uniquely tailored towards 
pediatrics to ensure safer pediatric and 
special needs procedures compared to 

in-office alternatives

V Specialized Tools and Supplies

V Life -saving Equipment in Case of 
Emergency

V Pediatric -friendly environment

Main dental home referrals, surgery 
center screenings, and pre -auths ensure 
patients are only treated out of medical 

necessity

16k+ 
Dental Patients Seen 
in Blue Cloud Centers 

Every Quarter

Commitment to medical necessity and 
quality is evident

~15%
Turnaway Rate 1

<0.02%
High-Level 

Incident Report 
Rate

Facilities Created Around

Needs of Pediatrics

Critical Access Point 

For Underserved Populations

Compliance and Safety 

Is a Core Focus

(Key Compliance 
& Safety Measure)

(75% Below 
Industry Avg.)



Roadblocks & Tailwinds to Access
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1. Comprised of ~$5B TAM in ASC-based pediatric dental procedures and ~$31B TAM in  non-dental procedures in ENT, GI and ophthalm ology based on Third-Party Market Study
Source: ASC provider safety data per Third Party Market Study

Note: ôTCOCõ refers to total cost of care, ôORõ refers to operating room and ôCONõ refers to Certificate of Need

Blue Cloud & other pediatric dental ASCõs help State Medicaid and Managed Medicaid Plans 

achieve lower costs while providing critical high -quality care to underserved populations

Roadblock:
Unclear or Inadequate 

Reimbursement

Á 30 states have not adopted 
G0330

Á 20 states do not reimburse 
enough to cover the cost of 
the procedure

Á 4 states do not cover dental 
procedures at all  in an 
outpatient setting

Tailwind:
CON Laws Relaxing

Á Recognizing the need for 
specialized surgery centers, 
states are now considering 
repealing CON laws or 
creating carve outs for 
providers focused on serving 
specific underserved 
populations

Á North Carolina and 
Tennessee have both 
announced the end of CON 
laws

Roadblock:
CON Laws

Á20 states currently have CON 
laws in place

ÁCON laws delay a providerõs 
ability to efficiently and 
affordably provide access to 
new markets

Á1 stateõs CON laws are 
written in a way that it would 
be impossible to prove need 
for dental cases

Tailwind:
G0330 Adoption

Á G0330 was created in 2023 by 
CMS, and updated to include 
ASCs in 2024

Á Since 2023, 8 new dental 
surgery centers have been 
opened or announced as a 
direct result of state Medicaid 
agencies and/or MCOõs 
adopting the code and pricing 
appropriately

Á 7 out of 8 new centers were 
built in states that previously 
had no outpatient access for 
dental

Created by Radhika Studio
from Noun Project Created by kang somad

from Noun Project



Access to Pediatric Dental Surgery Centers 

Continues to Expand
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1. Blue Cloud is the Management company of one center in Nashville, which is not owned but reflected in the number of states and locations
2. Center expected to open in 2025, either opening soon, under construction, or term sheet signed with additional opportun iti es in 2025 underway

Overview of National Pediatric Dental ASC Footprint Recommendations

V Transparent claims data for payors that 
aligns with CMS

V Simple for providers to use and 
appropriately priced 

Adopt G0330

V Where surgery center ORs are available, 
patients should not be seen in a hospital 
OR without proving medical necessity 
beyond an outpatient ASC

V Regular meetings with providers to 
better align are key

Work with Providers on Site of 
Care Choices

V 41899, EAPG, and D code methodologies 
can work, but must ensure pricing aligns 
with G0330 recommended rates

V Sustainable pricing in an ASC will result in 
net savings by keeping patients out of 
emergency departments and hospital ORs

If other methodology, price to 
G0330 CMS Rates

State with 11+ competitor facilities

State with 1-10 facilities

State with no pediatric ASC facilities

Blue Cloud center (31 total, includes 

advanced 2025 pipeline centers)3

75+
Total Pediatric Dental ASCs 

Stockton 

Atwater

Visalia 

Santa 

Maria

Las

Vegas 

Flin t 

Detroit 
Cleveland 

Columbus3

Milwukee2

Cincinnati3

Grand Prairie Dallas 

Houston 

Austin 

San Antonio 

Houston South 

Kansas 

City
Raleigh 

St. Louis

Jacksonville 

Orlando 

Tampa 

Ft. Myers 

West 

Palm Beach

Miami

Nashville1

Omaha2

Pensacola2



Thank you
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Session Objectives

Gain knowledge and understanding of:

ü The problem for pediatric dental patients requiring general anesthesia

ü The negative sequalae of inadequate access to general anesthesia

ü The growth of office -based anesthesia

ü The reasons why medical procedures are moving towards the office space

ü The safety of office -based anesthesia

ü Office-based anesthesia as a solution for inadequate operative dental access

52



Extreme wait times are denying pediatric dental patients 

access to the operative care they need.

Long Wait Times

Hospitals and surgery 

centers wait times span 6-18 

months; some completely 

refuse Medicaid dental 

surgeries

Negative Impacts on Children

The impact of these delays on children 

and their families is severe

ÁIncreased school absences leading 

to lower academic performance 

ÁNutrition issues 

ÁPoor psychological development 

ÁParents missing work 

Expensive Outcomes

In addition, this population relies on 

expensive and inefficient options for 

managing symptoms

ÁIncreased visits to urgent care and 

emergency departments 

ÁIncreased use of pain medications and 

antibiotics

ÁMost oral health issues continue to 

worsen if not treated

Jackson SL et al. American journal of public health. 2011 Oct;101(10):1900 -6.Guarnizo-Herreño C, et al The 
Journal of pediatrics. 2019 Jun 1;209:183 -9.Guarnizo-Herreño CC, Wehby GL. The Journal of pediatrics. 2012 Dec 
1;161(6):1153-Ashok M, Lumsden C, Myers A, Yoon R. Journal of Clinical Pediatric Dentistry. 2023 May 1;47(3).
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SmileMD surveys our patients to gather community health 

data, giving us valuable insights into our patientõs struggles.

ÁData collection started 8 months ago

ÁEach nurse provides the parent/guardian 
with a QR code

Á2 minutes average completion time

Á Data is representative of:

ÅOhio

ÅKentucky

ÅTennessee

ÅIllinois (Chicago)
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24% of children have missed at least 1 day of school as 

the result of dental pain.

129

94

13 8 0 3

1 2-4 5-6 7-8 8-10 More
than 10

Has your child missed school for these 

dental problems in the last 6 months?

If yes, how many days of school were 

missed?
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123

87

12
4

0 0

1 2-4 5-6 7-8 8-10 More
than 10

24% of parents have missed at least 1 day of work as the 

result of their childõs dental pain.

Have you missed work due to your 

childõs dental problems?
If yes, how many days of work were 

missed?
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7% of children have been to the emergency department 

or urgent care as the result of dental pain.

If yes, how many times?
Have you missed work due to your 

childõs dental problems?
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33% of children have required use of antibiotics and/or 

pain medication as the result of dental pain.

Has your children needed antibiotics or 

pain medication for dental problems?
If yes, how many times?
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Itõs a national problem and the foremost pediatric and 

dental associations are sounding the alarm

Source:

òòDenial of access to 
hospital operating rooms 
for pediatric dental care 
is a growing problem in 

the U.S.ó

Source: òòAcross the countryé 
pediatric dentistsõ access 

to hospital operating 
rooms has been curtailed 

or eliminatedó

Source:

òòThe health of 
children is impaired 
more than ever by a 
lack of OR accessó

Source:

òòPoor and minority children 
covered by Medicaid are 

disproportionately affected, 

making healthcare inequities 

worseó

Keels MA, et al. Pediatric Oral Health Research and Policy Center, American Academy of Pediatric 
Dentistry, Chicago, IL, April, 2021.
American Academy of Pediatrics. Letter to CMS. January 20, 2022.

American Academy of Pediatric Dentistry. American Dental Association. American Association of Oral and 
Maxillofacial Surgeons. Letter to CMS. September 21, 2021.
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Conclusion #1

ÁAccess to hospital operating room time is extremely 

difficult for pediatric dental patients

ÁThe need far outweighs the supply of operating room 

time in this country

ÁPatients are objectively suffering due to lack of care

ÁOpening avenues to non -hospital options is of critical 

importance

ééBut where else is there to go?
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The Evolution of Anesthesia Locations

Å1960s

ÁAll anesthesia care done in a hospital setting

Å1970s

ÁThe first ambulatory surgery center (ASC) opens

Å1980s

ÁThe number of ASCs in the United States reaches 1,000

ÁOffice based anesthesia slowly starts increasing

Å2005-2010

ÁThe number of ASCs in the Unites States exceeds 5,000

ÁOffice based procedures estimated at ~10 million annually in 

the US
Curr Opin Anaesthesiol 16:421ð427
òHistory of ASCsó obtained from: https://www.ascassociation.org/50yearsofascs/timeline?utm_
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òCan your hospital survive the growing dominance of ASCs?ó Obtained from: https://www.ormanager.com/can-hospital -survive-growing-dominance-ascs/

Prominence of Ambulatory Operative Procedures by Locations 
(2005)



Future Projections of Office -based Anesthesia Volume

ÁòThe number of outpatient procedures in the US is 

expected to increase from 129 million procedures in 

2018 to 144 million procedures by 2023 with offices 

comprising about 24%-35% of the volume.ó

ÁòThis represents an approximate tripling of growth 

from the 10 million office procedures performed in 

2005 as estimated by the American Society of 

Anesthesiologists.ó

Shaprio et al. J Healthc Risk Manag. 2022 Apr;41(4):27-35 63



Why are so many procedures shifting to office -based 

models?

ÁòOur analysis of national Blue Cross Blue Shield data found that allowed 

costs for common outpatient services were consistently higher in the 

hospital outpatient setting than for those rendered in an ASC or office 

location. 

ÁFor all examined proceduresé allowed costs also grew faster in the 

hospital setting.ó

ÁòOur findings suggest that if commercial payers implemented site-

neutral payments across settings, then employers, employees, and 

patients would realize substantial savings through lower premiums and 

out-of-pocket costs.ó 

Blue Health Intelligence. (2023). 

How the site of care impacts cost and outcomes in outpatient procedures.
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Insurers are now actively promoting the office setting for medical 

procedures.

òWe will not  require precertification for these services if performed in an 

ambulatory surgical facility or an office.ó

ÅBreast tissue excision

ÅComplex wound repair

ÅCystourethroscopy

ÅSeptoplasty

ÅSkin tissue transfer or rearrangement

ÅTenodesis of long tendon of biceps

ÅTurbinate resection

Aetna. Site of Service for Outpatient Surgical Procedures Policy.
https://www.aetna.com/health -care-professionals/outpatient -surgical-
procedures.html#tab_content_section_responsivegrid_1824944717_responsivegrid_tabs_copy_link_tabs_copy_2
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ÁOffice -based anesthesia is a legitimate and rapidly growing 

area of care

ÁCost benefits, avoidance of overcrowded operating rooms, 

and patient preference are all driving more procedures to 

the office space

ÁMedical procedures rendered in an office are being 

encouraged by insurers

ééBut is this safe?

Conclusion #2
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Office -based Anesthesia  Safety Data

ÁOsman et al. performed a comprehensive literature review of office -based safety 

and outcomes. 

ÁFinding: Vastly improved safety record over last 25 years. Contributing factors:

ÁAccreditation 

ÁProper credentialing of practitioners

ÁAppropriate patient selection

ÁAdherence to national guidelines

ÁProliferation of safety checklists

ÁòWithin accredited practices, complication rates are no different than ASCsó

67
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Evaluation of Dental Office -based Anesthesia Cases 

(1996 ð 2015) 

ÁSample: 3.7 Million cases

ÁTotal of 3 deaths: 0.00008% 

ÁComparison to other òlow riskó events:

ÅTraffic deaths = 1:8,000 (0.0125%)

ÅAccidental death in home = 1:11,000 (0.009%)

ÅLightning strike = 1:10,000,000 (0.0000001% ) 

ÁòThe risk of serious morbidity was found to be low and similar to other 

studies investigating morbidity in office -based dental anesthesia ó

Anesth Prog. 2019 Fall;66(3):141ð150
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SmileMD Safety Data presented to Society for Ambulatory 

Anesthesia Conference (SAMBA)

Á31,936 Office-based dental anesthetics cases

ÁComprehensive review to identify complications

ÁResults

V0 Deaths

V0 Cardiac arrests

V0 Cases of permanent harm

V5 total cases of unanticipated emergency room evaluations  (0.0156%_
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SmileMD Example: Safely Improving Access to Anesthesia

ÁAAAHC accredited 

ÁFully staffed preadmission testing department

ÁProper patient selection 

ÁDedicated 3-person Anesthesia Team

ÁAnesthesiologist

ÁParamedic

ÁNurse

ÁSafety checklists and protocols

ÁEmergency drills done regularly
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Ç Office based anesthesia is a safe option when emphasis is 

placed on

ṉAccreditation

ṉGuideline adherence

ṉSafety practices

é. What are the barriers to growing office-base anesthesia 

access?

Conclusion #3
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Setting Priorities to Increase Access at the State 

Level

72

States lack incentives 

for payers to improve 

access to care for 

pediatric dental 

patients requiring 

general anesthesia.

òWe are meeting 

network adequacy 

requirements.ó

Create language to 

promote office -based 

anesthesia.

Suggest states 

incorporate into 

administrative 

contracts

Such requirements do 

not track anesthesia 

access for this 

population.
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Assess 

Access Data 

including 

Network 

Adequacy 

for GA 

Services:

Number, 

Type, and 

Location of 

GA 

Providers

-Wait Times

Set 

Improvement 

Benchmarks 

-

Determine 

baseline and 

level of 

expansion:

 - Number or 

Type of 

Locations 

 - Number of 

GA providers 

Create 

Incentives 

for Vendors 

to 

Expand 

Number and 

Type of GA 

Locations 

and 

Providers 

Create 

Performance 

Incentives in 

Contracts 

Measure 

Compliance 

Steps for State Administrators to Increase Access to 

General Anesthesia:



Thank you
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MSDA National Medicaid, Medicare and 

CHIP Oral Health Symposium 

State Efforts to Expand Access to 

Operating Room Dental Care via G0330
Session 8

Chelsea Fosse, DMD, MPH
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Session Objectives

ü Identify the federal, state, and local levers that can be 

used to improve operating room (OR) and ambulatory 

surgical center (ASC) access for dental cases for those 

with high need

ü Discuss how states have navigated implementation of 

various billing and coding mechanisms (e.g., G0330, 

41899) to improve access to dental care in hospital ORs 

and ASCs
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The Problem: Operating Room Denial or 

Increased Wait Times
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The Root of the Problem

uLack of access to ORs has been caused in 

significant part by two key concerns:

u Insufficient payment for the hospital facility services 

involved; and

uExclusion of dental procedures from the ASC covered 

procedures list
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Building a Community of Support
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Policy Pathway

Federal State Local

80

CMS establishes a 

payment 

mechanism to 

ensure dental cases 

are financially 

viable for hospitals: 

G0330 HCPCS code

State Medicaid 

Agency (SMA) 

adopts the G0330 

HCPCS code OR 

establishes another 

coding and billing 

mechanism to 

address this issue in 

the state

Hospitals and ASCs 

are apprised of the 

availability of the 

coding and billing 

mechanism, use/bill 

the code, and can 

preserve ð or improve 

ð the time available 

for dental cases in 

ORs



Brief History

2023 2024 2025

81

- CMS created new 

HCPCS G0330 

(APC5871) code

- Available for use 

in hospitals

- Ancillary 

services list

- Not applicable 

for ASCs

- National average 

fee $1722.43

- Assigned new APC

- Added to ASC 

covered 

procedures list 

(CPL)

- 234 reimbursable 

CDT codes in 

hospitals, 26 in 

ASCs

- $3080.91 for ORs

- $1318.93 for ASCs

- Addition of some 

CDT codes to the 

ASC list

- $3243.07 for Ors

- $1394.45 for ASCs



Monitoring State Implementation

82

https://www.aapd.org/research/policy -center/rpc -publications/dental -rehabilitation -in-operating-rooms/  

https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/


83

https://www.aapd.org/research/policy -center/rpc -publications/dental -rehabilitation -in-operating -rooms/  

April 2025

https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/


84

https://www.aapd.org/research/policy -center/rpc -publications/dental -rehabilitation -in-operating -rooms/  

Ambulatory Surgical Centers (April 2025)

https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/
https://www.aapd.org/research/policy-center/rpc-publications/dental-rehabilitation-in-operating-rooms/


State Detail (Excerpt)
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Next Up: Evaluation Considerations
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Measures 
ÅPatient wait times

ÅProvider block time

ÅASC/hospitals 

billing

ÅPatient encounters

Å?

Methodology
ÅClaims (state? 

national? private?)

ÅSurveys (provider?, 

hospital?, patient?)

Å?

Challenges
Å inconsistency 

code use

Åcode nascency / 

lack of 

familiarity and 

awareness

Å?



Toolkit
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Thank you
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MSDA National Medicaid, Medicare and CHIP 

Oral Health Symposium

Reporting of Adverse Events in Dental Offices 

Session 8 

Charles S Czerepak DMD, MS 
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Session Objective

Gain knowledge and understanding of 

systems thinking as applied to safety in the

dental office.
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RISKðBENEFIT RATIO
Å Very early in my medical training, I learned about the risk -benefit ratio and that 

became my guiding light in medical decision making. It is a fundamental concept in 

healthcare. 

Å So, what is the risk -benefit ratio?  

Å You calculate it by considering all the risks like side effects or adverse outcomes of a 

medical intervention and all the potential benefits or positive outcomes and then using 

that result to decide whether that treatment is a good idea. I used that in all my 

medical decisions. 

Å The risk-benefit ratio calculation must be based on facts, data, and evidence to have 

the maximum impact. 

Å It must be based on established science and knowledge. 

Å This is no place for opinion. 

Å As medicine has become more expensive, I have expanded this concept to include cost 

as an important part of the risk -benefit thought process. 

Å Cost considerations have become critical as medical expenses strain budgets at every 

level.

93

William H. Bestermann Jr MD
November 14, 2024



RISKðBENEFIT RATIO
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Å The risk-benefit calculation has become even more important as our knowledge 

base in scientific medicine has grown. 

Å We are learning more about aging and chronic diseases and how they are related. 

Å That knowledge base is very extensive. 

Å To make an informed decision, you must understand that knowledge base and that 

is the reason that I write. 

Å I work to help you understand the risks and benefits of treating chronic diseases so 

that you can make an informed decision. 

Å Remember, the risk -benefit ratio is a dynamic concept. It's crucial to continuously 

evaluate and adjust treatment plans based on individual patient needs and the 

latest medical evidence. 

Å Open communication and shared decision-making are essential for ensuring that 

you fully understand the risks, benefits, and costs of your healthcare choices.



95


