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Financing Oral Health Care for  
Medicaid and CHIP Beneficiaries:  

What States are Doing 
 



Learning Objectives  

ÅTo understand how states pay for oral health 
services in Medicaid and CHIP programs. 

ÅTo learn the history of oral health 
reimbursement 

ÅTo recognize the options available to fund oral 
health 

ÅTo acknowledge the oversight and limitations 
placed on such arrangements 

 



The Law 

ÅTitle XIX  

ÅCenters for Medicare and Medicaid Services 

ÅState Medicaid  and CHIP Programs  

ÅState Administrative Plans 

ÅEPSDT 

ÅMedical Necessity 

ÅContracting 



History of Medicaid Programs 
Payment Models 

Å¢ǊŀŘƛǘƛƻƴŀƭΥ άCŜŜ CƻǊ {ŜǊǾƛŎŜέ wŜƛƳōǳǊǎŜƳŜƴǘ 

ÅAdministrative Service Only (ASO) 

ά5Ŝƴǘŀƭ .ŜƴŜŦƛǘǎ !ŘƳƛƴƛǎǘǊŀǘƻǊέ ό5.!ύ 

ά¢ƘƛǊŘ tŀǊǘȅ !ŘƳƛƴƛǎǘǊŀǘƻǊέ ό¢t!ύ 

ÅManaged Care  

ÅHybrid 

 



Traditional Model  
άCŜŜ ŦƻǊ {ŜǊǾƛŎŜέ 

Member seeks 
dental care  

Provider delivers 
care 

Provider bills 
Medicaid  directly 

Medicaid agency  

processes  claims   

Medicaid agency 
pays the provider 



Dental Benefits Administrator 
ά¢ƘƛǊŘ tŀǊǘȅ !ŘƳƛƴƛǎǘǊŀǘƻǊǎέ 

Member seeks 
dental care  

Provider 
delivers care 

Provider bills 
Medicaid 

agency directly 

Medicaid 
agency 

contracts with 
vendor to 
administer 

claims 
processing  

Contractor 
pays provider  



άaŀƴŀƎŜŘ /ŀǊŜέ 

ÅTerm used to describe a variety of models of 
administrative health care delivery system 
management 

ïIncludes an assortment of administrative, quality 
and cost management activities 

 



Managed Care Organizations  
(MCOs) 

ÅOrganizations that specialize in health care 
delivery 

ÅImplement a systems approach to 
comprehensive health care delivery 

ÅAim to deliver high quality and efficient care, 
provided in the right setting, to the right 
individuals, for the best cost 

 



Managed Care Organizations 
(MCOs) 

ÅAdminister all programmatic aspects of health care 
delivery for a target population  

ÅFocus on quality ->> Efficient operating system 

ÅOngoing quality improvement mechanisms   

ïCollect and study data 

ïDirect and redirect  financial resources as needed 

ïFocus on evidenced based preventive services 

ïCredentialing providers  

ïManage utilization 

ïPay claims and control costs  

 



Managed Care Organizations 
(MCOs) 

ÅEstablished provider network 

ÅάDŀǘŜƪŜŜǇŜǊέ- physician directing care  



Major Types of Managed Care 
Health Plans  

ÅHealth Maintenance Organizations (HMO)   

ÅPreferred Provider Organizations (PPO)  

ÅPoint-of-Service (POS) Plans 

 



Health Maintenance Organizations 
(HMOs) 

ÅCreated by the Health Maintenance 
Organization Act of 1973 

ÅA health plan to which employers or 
individuals pay a predetermined fee in return 
for a range of medical services from a specific 
group of physicians and healthcare providers 
who participate 



Health Maintenance Organizations 
(HMOs) 

ÅMost restrictive MCO model 

ÅNo out-of-network benefits except for 
emergencies 

ÅBenefits are highly specific 

ÅNetworks are typically smaller than PPO and 
POS 

 

 



Health Maintenance Organizations 
(HMOs) 

Member  

ÅMost restrictive in benefits 

ÅBenefits are highly specific 

ÅNo out-of-network benefits 
except for emergencies 

 

 

 

Provider 

ÅNetworks are smaller 

ÅAgree to treat patients in 
accordance with guidelines 
and restrictions set forth by 
the HMO 

ÅReturn:  Access to network 
of members/consumers  



 
Preferred Provider Organizations (PPOs) 

 
ÅLeast restrictive Managed Care model 

ÅA list of in and out-of-network providers is 
available to members  

ïPreferred status versus non-preferred status 

ÅMembers  may select any provider from list   

ÅAllows access to both providers who 
participate (contract) with the MCO and 
providers who do not. 



Preferred Provider Organizations 
(PPOs) 

Member  

ÅLeast restrictive MCO 

ÅMay have higher out of 
pocket costs  

Provider  

ÅάtǊŜŦŜǊǊŜŘ ǇǊƻǾƛŘŜǊέ ƻǊ ƻǇǘ 
ƻǳǘ ƻŦ άǇǊŜŦŜǊǊŜŘ ǎǘŀǘǳǎέ 

ÅHigher rate incentives to 
participate as a preferred 
provider 

ÅNon- preferred provider: 
receive a lower 
reimbursement, but may 
balance bill up to full charge  

 



Point of Service (POS)  

ÅModerately restrictive model for the Member 

ÅMembers must choose a Primary Care Provider (PCP) 
within a prescribed provider network 

ÅMember must obtain specialist referrals from PCP 

ÅServices  obtained outside-of-the provider network 
are covered at a lower level of reimbursement 

ïProvider may not receive the higher rate because he/she 
are not preferred; they accept the lower fee schedule, but 
not as payment in full- and they may balance bill the 
Member  

ÅMembers may need to submit their own claims  

 



Hybrid 

ÅBlended model 

ÅUsed when a single 
model is insufficient to 
meet special state 
specific needs. 

 

Fee for Service 

Dental 
Benefits 

Administrator 

Managed 
Care 



Hybrid 
Example #1 

Å Used by states to transition from Fee-for-
Service to another model. 

 



Hybrid 
Example #2 

ÅUsed when a state chooses to retain 
responsibility of strategies that are successful, 
but transfer management of other 
responsibilities to a contractor to improve 
quality. 

 



Hybrid 
Example # 3 

States may seek to: 

Åshare risk up to a certain level; or 

Åretain payment management but introduce 
utilization management, network development, 
and or case management by a contractor. 

 



Transition to Managed Care  

ωRecognized need for quality improvement 

ωHealth  

ωHealth Care -> Prevention 

ωLowered costs 

ω{ǘŀǘŜǎ ŀǊŜ ǘŀƪƛƴƎ ŀ άǎȅǎǘŜƳǎέ ŀǇǇǊƻŀŎƘ 

ωStates are moving from a payer of claims to 
purchaser of services  

ωBuying the delivery of health care  



Purchasing Health Care Delivery 
Services  



Health Care Delivery Domains  

Health Care 
Delivery 

Process  

Access 

Outcomes  

Structure  

Patient 
Experience 

Related 
Health Care 

Delivery  

Member 
Health State  

Management  

Use of 
Services 

Cost  

Agency for Healthcare Research and Quality; National Quality Measures Clearinghouse  

  

Clinical 
Efficiency  

Efficiency  



Risk Based Managed Care  

ÅModel within the healthcare delivery system whereby 
states contract with MCOs to deliver benefits in 
exchange for a predetermined capitation ratio 

ÅApproximately  30 states participate in risk based 
programs 

ÅFinancial arrangement contracts consider: 

ïHealth outcomes of members  

ïCost of services 

ïCost of program administration 

ï [ƛƳƛǘƛƴƎ ǘƘŜ ǎǘŀǘŜΩǎ ŦƛƴŀƴŎƛŀƭ ŜȄǇƻǎǳǊŜ 

ïPotential profit and loss 



Risk Based Programs 

 

 

ωMCOs are paid (by the state) a fixed monthly 
fee per enrollee (capitation) 

ωMCOs agree to and assume the financial risk 
for delivering a set of predetermined services 

ωRisk may be full or partial  



Profit Management  

ÅA limitation in profit margin 

ÅMCOs assume risk and accept the financial liability 

ÅStates pay a predetermined amount to MCO 

ÅMCOs apply business models that emphasize 
preventive care 

ÅSome state contracts allow managed care 
organizations to keep all profits; others cap profits at 
a certain percentage. 



Waivers 

ÅA waiver is an agreement between CMS and a 
state to exempt the state from a particular set 
of federal Medicaid regulations. 

ÅVehicles states may use to test new or existing 
ways to deliver and pay for health care 
services  

 



Waivers 

ÅSocial Security Act contains waiver authorities 

ïIncrease state flexibility 

ï/ŀǘŜƎƻǊƛȊŜŘ ŀǎ άǇǊƻƎǊŀƳέ ƻǊ άǊŜǎŜŀǊŎƘέ ǿŀƛǾŜǊǎ 
ŀƴŘ άŘŜƳƻƴǎǘǊŀǘƛƻƴ ǇǊƻƧŜŎǘǎέ  

ïCŜŘŜǊŀƭ ǎǇŜƴŘƛƴƎ ǳƴŘŜǊ ŀ άǿŀƛǾŜǊέ  Ƴŀȅ ƴƻǘ 
ŜȄŎŜŜŘ ǿƘŀǘ ǘƘŜ Ŏƻǎǘǎ άǿƻǳƭŘ ƘŀǾŜ ōŜŜƴέ ǿƛǘƘƻǳǘ 
the waiver. 

 



Waivers Allow Flexibility 

ÅCMS waivers offer states the flexibility to 
deliver services through alternative models  

ÅServices may be provided in an alternate 
format as long as the member has choice and 
is receiving comparable services  

ÅExamples include 

ï Managed care 

ïLong term care 



Advantages of Using Waivers 

ÅProvide alternative methods for states to:  

ïProvide care  

ïControl cost 

ïImprove quality  

ïIncrease utilization 

ïProvide choice or options to members 

ÅAllows states to benefit from efficiencies of the 
private sector 



Single versus Multiple Vendors 

Single Vendor 

ÅSupports ease of 
administration 

ÅSupports program control 

ÅAllows for ease in 
implementing change(s) 

ÅProvides simplicity to 
members   

 

Multiple Vendors 

ÅPromotes patient and 
provider choice 

ÅFoster competition 

ÅAllows access to multiple 
external resources  

ÅAddresses unique needs or 
specific regions 

ÅProvides a safety-net for 
states if a vendor decides to 
leave  

 



Others Issues and Considerations 

ÅProvider Preference 

ÅNot all providers will want to work in alternate arrangements  

ÅGeography 

ÅNot all areas are suitable for managed care  

ÅMedicaid Member Population 

ÅTransitory 

ÅUnstable eligibility  

ÅDifficult to reach 

ÅDifficult to manage health 

ÅDifficult to incentivize 

 



Common Contracting Considerations 

ÅStates must get CMS approval of MCO contract 
before implementation of the MCO delivery system 

ÅConsider authority and cost of the program 

ÅWhat population will be included? 

ÅWhat services will be provided by the MCOs? 

ÅContract structure and procurement method? 

ÅOversight, monitoring and program integrity 

ÅReporting and program evaluation 

 

 



What States are Doing 

Rhode Island 

Martha Dellapenna, RDH, MEd 



Rhode Island 
Å  ñOcean Stateò 

Å  Smallest state in US 

Å  1,057,000 residents 

Å  1,500 square miles 

Å  Five counties 

 

Å 193,000 Medicaid/CHIP enrollees 

Å  CHIP = Medicaid Expansion 

Å  93,000 Adults ages 21+ 

Å 100,000 Children under age 21 

 

 

 



Rhode Island 

Å Two dental delivery systems: 

ÅTraditional FFS (fiscal agent) 

ÅManaged Care 

Å  Limited adult dental benefits 



Rhode Island 
ÅRIte {ƳƛƭŜǎ ƛǎ ǘƘŜ {ǘŀǘŜΩǎ ŦƛǊǎǘ aŜŘƛŎŀƛŘ aŀƴŀƎŜŘ /ŀǊŜ 5Ŝƴǘŀƭ 

Delivery Model 

ÅCurrently has 58,000 children enrolled 

ÅAUTHORITY= 1115 Demonstration Compact Global Services 
Waiver 

ÅProgram was implemented in 2006 for children born on or after 
May 1, 2000 

ÅSingle Program Administrator  (Contractor)   

ÅRemainder of population born before May 1, 2000 currently in 
a traditional FFS delivery system               



Rhode Island 
RIte Smiles Specifics 

Å Contract with RIte Smiles MCO is a multi- year, partial risk-based 

Å Besides typical administrative functions, contract requires value-added 
services: 

    -  Network development & maintenance 

    -  Ongoing member outreach & community support 

    -  Quality Improvement initiatives 

    -  Utilization reporting and HEDIS-like scores  

    -  Develop new program quality measures 

ω Goals of improving access to care for children, increasing preventive 
service utilization and decreasing high cost restorative care have been met  
(See www.dhs.ri.gov  Reports and Publications) and 
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf 

       Dental Care for Kids  

 

http://www.dhs.ri.gov/
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf
http://www.rimed.org/medhealthri/2011-08/2011-08-247.pdf


Rhode Island 

Future Focus 

ÅContinue RIte Smiles Program growth & success 

ÅMaintain adult dental benefits  

ÅAging dental professional workforce  

ÅMedical/Dental Collaborations 

ÅOral Health Literacy 



What States are Doing 

Virginia 

Daniel Plain, BS 



Virginia  

ÅState Population: 

ï8,096,062 

ÅMedicaid & CHIP: 

ï961,094 

ÅEligible for Dental: 

ï653,000 

ïMostly children under 21 

ïLimited adult benefits 

 

 



Virginia  

ÅPre 2005 - Multiple Service Delivery Models  

ïFFS/Multiple MCO Delivery  

ïFew providers (600+) and  few taking new patients  

ïEligibility changes and MCO switching 

ï29% utilization 

ïMultiple payers  

ïRigorous administrative requirements 

ïProvider and MCO frustration  

 



Virginia 

Impetus for change: 

ÅIn 2005 VA Dental Association, Medicaid 
Agency and Agency Director, Governor, MCOs, 
and General Assembly interests converged to 
address issues in the Medicaid program  



Virginia  

ÅChanges in program included: 

ïCƻŎǳǎ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘ   

ïCarved out of MCOs 

ïSingle dental TPA payer reimbursed PM/PM fee  

ïMedicaid assumes risk 

ïImproved fee schedule with provider input on rates 

ïExpanded Utilization Management, Network 
Development, QI, Provider Relations and Member 
Outreach 

ïDental Advisory Committee consisting of dentists to 
provide advice on program 

ïTPA  contract allows for flexibility and change as needed 
 



Virginia  

Results 2012  

ÅNetwork of providers approaching 1700 with 80% 
accepting new patients 

ïIncludes safety net providers (FQHCs, RHCs, Health 
Departments) and private practitioners  

ÅUtilization up from 29% to 56% 

Å97% provider and member satisfaction 

ÅAble to manage quality more effectively 

ÅRecognized by CMS 

 



Virginia 

Challenges and Opportunities 

ÅHealth Reform  

ïInflux of up to 450,000 new adults 

ÅImproving adult network 

ÅAssuring improved oral health in Exchanges 

ÅFunding for safety-net providers  

ÅCost containment 



What States are Doing 

Texas 

Linda Altenhoff, DDS 



Texas 

 

 



Texas 

ÅGeneral Statistics 
ïPopulation = 25 million 

ï254 counties 

ï11 Health Service Regions 
(HSR) 

Note: Each HSR is equivalent to 
ŀƴƻǘƘŜǊ ǎǘŀǘŜΩǎ ŎƘƛƭŘ 
population (0-18) and 
Medicaid (0-18) population 

ÅMedicaid Statistics (FFY 2010 CMS) 

ïFFY 2010 Medicaid/EPSDT 

Å3.34 million enrolled 

ïFFY 2010 Dental Services 

Å1.95 million any dental service 

Å1.87 million diagnostic 

Å1.59 million preventive 

Å1.03 million treatment 

Å410,875 received sealants 

ÅAnticipate 10-15% increase 
with ACA in 2014 

 

 

 



Texas 

ÅFee-for-service (FFS) dental services 
ïFiscal agent 
ÅDental services for children in foster care through 

dental managed care since 2008 

ïLimited emergency adult dental services 
ÅValue added dental services offered by MCOs 

ÅMarch 2012 
ïDental managed care through 3 DMOs 
ÅCapitated PMPM to Plans but FFS to dental providers 

ÅProfit limited to 5% 

ÅDental Dashboard ς quality measures 



Lessons Learned in Financing 
Methodology 

ÅStates are varied and no one solution works for all  

ÅBest practices may include combinations of options 
or pieces of options  

ÅNeed for more professional guidelines for states to 
use 

ÅNeed for performance measurement tools to 
measure against professional guidelines, and to 
assess the inter-relatedness among cost, quality, and 
access dimensions 

ÅNeed for consistency in measurement across 
programs and states for the discipline in general  

 



Quality 

ÅCase Management 

ÅOutcomes Recognition  

ÅReimbursement mechanisms  

ÅNetworks 

ÅFocus on prevention  

ÅPerformance measures- inconsistent  

ÅMore on Quality  

ïWebinar #2- May 2012 

ï2012 MSDA Symposium- June 24th-26th  

 



 
Contact Information 
Website:  www.medicaiddental.org 

  
Martha Dellapenna, RDH, MEd  
MSDA President 
RI Dept. of Human Services  
74 West Street-Hazard #74-1st Floor  
Cranston RI 02920  
Telephone: 401-462-6362  
mdellapenna@dhs.ri.gov 

 
 
 Mary E. Foley, RDH, MPH  
Executive Director 
Medicaid/SCHIP Dental Association 
4411 Connecticut Ave NW, Unit  302 
Washington DC 20008 
Telephone: 202-248-2315 
mfoley@medicaiddental.org 
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Contact Information 
Website:  www.medicaiddental.org 

  

Daniel Plain, BS 
Dental Program Manager  
Smiles For Children 
Department of Medical Assistance Services 
600 E. Broad Street 
Richmond, VA  23219 
804-786-1567 
804-786-0414 FAX 

 
 

Linda M. Altenhoff, D.D.S.  
Manager, Oral Health Branch/State Dental Director  

Family and Community Health Service Division 
Texas Department of State Health Services  
Street Address: 1100 W. 49th Street, Austin, TX 78756  
Mailing Address: P.O. Box 149347, Mail Code 1938  
Austin, TX 78714-9347  
Phone: 512.776.3001  
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http://www.medicaiddental.org/


Become a MSDA Member 
Join Now! 

http://events.r20.constantcontact.com/register/event?oeidk=a07e5hwyib107f174c7&llr=bniva8eab

