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Project Summary

The Fund provided support to the Health Services Research Group, University of Kansas
to better understand problems of access to dental services by Medicaid beneficiaries
(children) in Kansas. The research examined access issues from the following
perspectives.

Assessed the current access Stuation in the State

Canvassed other states both from literature searches and on-Ste visits

Used amail survey of dentists in Kansas dong with followup focus groups to
understand the supply perspective

Conducted atelephone survey of Medicaid beneficiaries with additional focus
groups to assess access from the user perspective and

Interviewed policy makers about their perception of the problems and possible
solutions.

The research found a substantia demand by Medicaid children for denta services and an
undersupply of service opportunities. More particularly:

Current stuation

- Although the number of Kansas dentists per 100,000 residents is comparable to
national (50 per 100,000) and Medicaid norms (one dental provider per 2,000
enrolless), thisratio is not meaningful as a measure of dental access for Medicaid
beneficiaries because of the smal number of dentists that accept Medicaid enrollees
and the even smaler number that serve sgnificant numbers of Medicaid enrollees.
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Theissuein Kansasisless one of the number of dentists and more one of how they
are distributed within the State (see Chart 11.2).

Chart 11.2 Locations of Medicaid Providers
in Proportion to Dentists (by SRS area)
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Other states

The critica issues gleaned from other Sates that may have applicability in Kansas
include improving data, usng dental extenders (hygienists, assistants, nurses, etc.), and
improving education.

Other states demondtrate that there is aneed for data that can effectively assessthe
degree of need for dental services by Medicaid enrollees. Many other Sates are
establishing a data basdline that can then be used to measure the effectiveness of any
policy changes, including the effectiveness of the new CHIP (“HedthwWave’)
program in improving dental service access.

To improve screening and access to preventive care, severd states have used
extenders (primarily hygienists) to bring clinica servicesto underserved (mainly
rurd) aress through existing hedlth care providers such as WIC, Head Start, and
Parents as Teachers. Because Kansasis arural state and because most of the
Medicaid dentists are in urban or densdly settled rurd areas, the problem of access
can in part be addressed by enhancing some form of dental extender.

Many states provide greater focus to Sate dentd issues and more particularly for
education through a state dentd office.

Dentist survey

The important issues identified from the dental survey include the locetion of dental
practices (urban/rurd), the type of practice (genera dentistry and specidization), the
percentage of dentists that participate in Medicaid and, within that number, the
percentage serving most of the beneficiaries. The focus groups provided another means
to identify problemswith Medicaid.

Not too surprisingly, dentists were found to be clustered more in urban than rurd areas
(seeChart IV.1).

Chart IV.1 Locations of Kansas Dentists
Relative to Population
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Frontier and rurd areas of the Sate are underserved and undersupplied, and dental
pecidigts (eg., pediatric dentists) are particularly scarce,

Of the dentists in the State, fewer than 27% participate in Medicaid (see Chart
IV.4). Of those who participate, an even smaler number of dentists serve a
disproportionate number of beneficiaries (see Chart IV.5). Thirty five dentists provide
sarvices to hdf of the beneficiaries in the State.

Chart 1V.4 Proportion of Kansas Dentists
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Beneficiary survey

The beneficiary survey provided information from the perspective of the user. Important
issues are why they have or have not visited a dentist, what istheir current need for dental
services, and whether they could or could not access services.

Over hdf of the beneficiaries surveyed thought that their child currently needed dentdl
care (see Chart V1.2).

Chart V1.2 Do you fedl that your child
currently needs dental care?

O Needs dental care B Doesn't need care
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The overwheming type of service needed is primary—cleaning and checkup. These data
argue strongly for primary denta services need in the State (see Chart V1.4). For dmost
one-third of the beneficiaries, the mgor problem in accessing dental services was the
inability to find a dentist who would accept Medicaid patients (see Table VI1.1).

Chart V1.4 Type of Care Neaded (n=211)
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TableVI.1 Medicaid Beneficiaries Problemswith Access

Some Not a
Problem Problem
Q10a Couldn't find adentist who would take a 31.1% 68.9%
Medicaid patient
Q10b Didn't have transportation 9.0% 91.0%
Q10c Couldn’t get off work 11.3% 88.7%
Q10d Child was afraid to go to dentist 16.6% 83.4%
Q10e Had to travel too far to see dentist 11.6% 88.4%
Q10f Couldn’t find adentist of my own 3.7% 96.3%
cultura/ethnic background
Q10g Had to wait to get an gppointment 29.7% 70.3%
Q10h Child wouldn't cooperate for dentdl care 11.4% 88.6%




A risk andysis to determine which demographic factors put Medicaid beneficiaries a
greater risk in accessng dental services pointed to just one factor. When adjusting for
family 9ze, the age of children, and the educationd leve of parents, achild livingina
rurd area of the State faces a greater risk of having difficulty in accessng denta services
than does an urban child.

Policymakers

The issues mentioned in the policymakers interviews clugtered into the following aress.
Many policymakers saw the problem as provider supply. Access to dentd services
has been compounded by the ample supply of patients, which gives dentigs little
incentive to open their practicesto additional patients for lower reimbursement.
Many policymakers commented that if the number of dentists cannot be increased,
the numbers of aternative providers should be examined. More particularly, health
care clinics around the state should be encouraged to provide dental servicesto the
Medicaid population.
Many policymakers commented that the Legidature may find changesin dentd
funding attractive if there is an emphass on prevention and the possibility of
redigtributing funding rather than a cdl for increasing funding.

Policy options
Improving access to denta servicesis a complex issue not easily addressed by single,
discrete changes. The changes that were recommended from the research:

1. Changetheddivery structure
Thereis aneed for additiond public clinics in cooperation with private dentists
that can serve an additional demand.
Clinics and private dentists need to extend hours to better serve this population.

2. Change rembursement
Three tiered reimbursement with higher rembursement for preventive services
Capitation with competitive bidding for bundled services
Incresse fees

3. Increasethe supply of dentists and dentist extenders
. Create aschool of dentistry
Incentives for dentists to practice in rurd areas and improved recruitment
drategies
Explore use of tlemetry (remote supervision of dentd extenders)
Negotiate role for hygienists

4. Re-engineer a new Medicaid dental program
Privatize services
Bidding process for proposed new system



5. Expand prevention and education efforts
Coordinate school, public hedth, and Medicaid education efforts
Create an Office of Dental Health in KDHE seeded by foundation support
Improve implementation of EPSDT

Change cannot be accomplished without negotiation and consensus building.
Recommendations are:

Each of the recommendations needs to be reviewed by a pand of experts for
feasbility.

The recommendation of the panel should be implemented under the direct
authority of the Governor.

The United Methodist Hedlth Ministry Fund should continue to play aleadership
rolein denta policy initiatives

The underlying framework should rest on prevention and promotion.

EPSDT provides the adminigtrative home for improved service delivery for dentd
servicesto Medicaid children.

Greater cooperation between KDHE and SRS-Medicaid isrequired if EPSDT is
to work effectively.



Part |. Description of Grant

The United Methodist Hedth Ministry Fund, seeking to improve denta hedlth in the
State of Kansas—especidly among children-has contracted with the Hedlth Services
Research Group (HSRG), University of Kansas to better understand Medicaid children’s
access to dental servicesin Kansas. More particularly, the Fund has asked the group to:
1) assess the present environment in the State; 2) survey Kansas dentists about their
views of the access problem and their suggestions for improvement; 3) explore the access
problem from the viewpoint of the beneficiary and those who observe beneficiaries
closdly; 4) assess experimenta approaches that have succeeded in other states; 5) obtain
policymakers views of the access problem and what changes are possible and probable;
and 6) suggest options for improving dental access for children.

The HSRG conggts of Ray Davis, Ph.D. principd investigator, and co-principa
investigators Michadl Fox, Sc.D; Jocelyn Johnston, Ph.D.; Barbara Langner, Ph.D.; and
Rod McAdams, Ph.D. Assgting the research from the University of Missouri School of
Dentigtry are Michad McCunniff, D.D.S,, and Karen Williams, A.B.D. The Group’s
research director is Jan Moore, L.M.SW., M.B.A., assisted by research assistant Tim
Redmond, B.A.



Part |1. Review of Present Environment

The Problem of Access

Ensuring Medicaid-dependent children access to adequate ora hedlth careis
recognized nationdly as amgor public hedth chdlenge. Despite federa requirements
that al Medicaid children receive periodic dental screenings as part of their ongoing
hedlth care, avariety of barriers exist that discourage regular and comprehensive dental
follow-up.

Medicaid dental claims records in Kansas show that only 29% of dligible enrolled
children (39,820 of 137,424) received dental servicesin 1998—a rate that, unfortunately,
istypical of the low rates of service across the nation. A recent analysis of the North
CarolinaMedicaid program indicated that between 1984 and 1992, hdf of the sate's
child enrollees never used dentd services (Robinson et. d., 1998). The Health Care
Financing Adminigtration (HCFA) reported that in 1996, under twenty percent of the
nation’s Medicaid enrollees received dentd care (HCFA, 1996). Ancther nationa study
of Medicaid dental usein 1993 concluded that on average, less than 30% of Medicaid
children received denta services, and that in dl Sates, fewer than haf of al Medicad
children received dentd services (Celniker et d, 1996). However, it isimportant to
recognize that Medicaid dentd utilization rates may mirror low use among the overal
population. Thereis evidence that the mgjority of Americans—over fifty percent—do
not receive annua dentd care (Manski et d, 1987).

The Problem of Provider Participation

There are two primary explanations of low Medicaid denta utilization rates.
According to one nationwide study, those explanations include “alack of dentists willing
to serve Medicaid bendficiaries, and the low priority many Medicaid families place on
obtaining dental care’” (Kaye and Pernice, 1998). The lack of willing providers gppears
to be an important factor in Kansas, according to state Medicaid officias. The Kansas
denta provider/population ratio (defined as the number of dentists per 100,000 residents)
is 50, indicating that there are 50 dentists for each 100,000 residents.* Among statesin
the centrd plains region, the Kansasratio is comparable to the dental provider retio for
Missouri (50), lowa (53), and Oklahoma (49). There are higher provider ratiosin
Nebraska (64) and Colorado (66). These ratios compare to a nationa average of 58
dentists for each 100,000 residents (HRSA, 1999). Severd dates use variations of these
ratios to determine whether Medicaid access problems exist. The most commonly used
standard requires one dental provider for each 2,000 Medicaid enrollees (Kaye and
Pernice, 1998.) By that standard, Kansas' ratio of 1 dentist to119 Medicaid enrollees
might seem even abundant. However, the presence of dentistsin and of itself does not
guarantee access to denta care, Snce dentists participation in the Medicaid program is
veay limited—even more limited than the list of registered providers might suggest. SRS

! Kansas has guidelines that designate areas that have dental shortages. In addition, the Department of
Health and Human Services has revised its procedures for designating shortage areas by calculating
provider supply in full-time-equivalents. Their formulatakesinto account not only the total number of
dentists but al so the number of dental extendersin each practice and a number of other factors.



records show that 676 of Kansas 1,229 dentists have a Medicaid provider number?;
however, only 330 (plus 29 dentists from surrounding states) filed Medicaid clamsin
1998, and the number of dlamswas generdly smdl. The number of children who
actualy received treatment may, indeed, have been somewhat larger: severd dentists
who responded to the Medicaid dentdl survey indicated that they occasondly see
Medicad patients without filing claims because of ther frustration with adminidrative
clams processes. However, it isimpaossible to determine the extent of this practice since
no hilling records exist. For those who filed Medicaid clamsin 1998, the vast mgority
saw very minimal numbers of patients. The median casdload was 41, meaning that half
saw 41 or fewer Medicaid enrollees, while the mean was 111. The latter figure is Skewed
by afew high-volume providers, the highest three of whom saw 1,200 to 1,600 patients.
Kansas officids provide severd reasons for low provider participation in the Medicaid
program. These reasons tend to reflect explanations offered by other states with low
participation rates. According to previous research, dentists tend to blame their
reluctance to serve Medicaid patients on the following factors (Kaye and Pernice, 1998;
Damiano et a., 1990; Milgrom and Reidy, 1998):

low Medicaid rembursement rates
high adminigtrative burdens associated with Medicaid
high rates of missed gppointments among Medicaid patients

Medicaid reimbursement rates to denta providersin Kansas were raised in 1997
to 50% of the usud, customary, and reasonable (UCR) dentd fee rates (up from 28%)
with no discernable increase in participation. While reimbursement may explain part of
the providers reluctance to serve Medicaid patients, it should be noted that many states
use dternative rembursement Strategies, primarily as aresult of incduding dentd carein
managed care plans. One study indicates that among neighboring states, only Colorado
uses the UCR gpproach, rembursing dentists at 65% of the UCR rate (American Denta
Association, 1998). Reimbursement rates tend to be heavily scrutinized by dentists. One
sudy notes that “unlike physcians, dentists are usudly in solo practices with high
overhead and may have little ability to *cost shift” to reduce the financid burden” of
caring for patients who pay lower fees (Spisak and Holt, 1998).

Another frequently mentioned explanation for low provider participation is that
denta providers prefer to avoid treating Medicaid patients because of the stigma
associated with Medicaid. Only asmall minority of dentists responding to our survey
admitted to unease between Medicaid patients and other patientsin their practice (20%
agreed with the statement “Medicaid patients make other patients in the office fed
uncomfortable’), athough some focus group participants were more willing to disclose
their discomfort with this population. Complaints included too many family members
accompanying the Medicaid beneficiary in the waiting room and parental noncompliance
with supervising ora hygiene and keeping gppointments. Survey questions dso revealed
the generd view of the Medicaid population as difficult to treet. A large mgority of

2 Some dentists have more than one Medicaid number, reflecting multiple practice sites. Kansas dentists
have atotal of 800 Medicaid numbers, with 676 representing an unduplicated count. In addition, a number
of out of state dentists have Medicaid numbers, but their utilization is minimal.



dentists surveyed agreed that “It is difficult to provide comprehensive care to Medicaid
patients’ (83%) and “Ord health problems of Medicaid patients are more severe than
those of other patientsin my practice” (63%). Those who did not provide care to
Medicaid patients in 1998 were sgnificantly more likely to express such sentiments
(Tablell.2).

Tablell.1: Percent of Survey Respondents Agreeing with
Questions Regar ding Difficulty of Treating Medicaid Patients

Medicaid Nor+
Participants Participants
L ow-income patients are more difficult to treat than 34.1% (84) 65.9% (162)
others
It isdifficult to provide comprehensve care to 31.7% (137) 68.3% (295)
Medicad patients
Ord hedth care problems of Medicaid patients are 38.8% (125) 61.2% (197)
more severe than those of other patientsin my
practice

Other research aso suggests that the attitudes of dentists office saffs are
important determinants of access for Medicaid children (Lam et d., 1999). Datafrom the
beneficiary survey suggest thet thisis not a problem for most (87.7%) of Medicaid
beneficiariesin Kansas. However, when the survey is consdered as representing the
total Kansas Medicaid-enrolled population, the 12.3% who rated the respect they
received from denta office staff as*“fair” or “poor” represents a substantial number of
people who fed stigmatized by their status as Medicaid beneficiaries (12.3% of the
137,424 beneficiaries enrolled in 1998 =16,903 beneficiaries). It seems highly unlikely
that private insurance companies would be satisfied with 12.3% of their beneficiaries
reporting that they fed stigmatized by their providers.

The second factor behind low child Medicaid dentd utilization ratesisthe low
priority placed on dentdl care by Medicaid families (Kaye and Pernice, 1998; Spisak and
Holt, 1998). According to the Nationd Academy for State Hedlth Policy, a recent study
by the Office of the Ingpector Generd, (Celniker et d., 1996) concluded that “many
Medicaid families are not aware of the importance of ord hedlth care and are often
unwilling to wait for appointments or arrange trangportation to a dental appointment”
(Kaye and Pernice, 1998). Medicaid families may view denta care as*“€eective,” and
they may focus more on acute care at the expense of preventive treatment (Spisak and
Holt, 1998).

Low utilization of preventive denta care is not limited to Medicad patients. Low
utilization rates are d 0 prevalent among the generd population (Manski et d., 1999) and
among the working poor without Medicaid or other insurance coverage (Rizk and
Chrigten, 1994). Itislikey that the low priority placed on dental care by Medicaid
familiesis reflective of priorities found in the generd population.



The Problem of Geographical Digtribution of Willing Providers

Kansas dentists are concentrated in two regions of the state, Northeast Kansas—
primarily Johnson County—and South Central Kansas—primarily Wichita
Approximately 70 percent of al active dentists are located in thirteen cities, 41% in
Shawnee Mission (Johnson County) and Wichita (Sedgwick County) aone (see Table
11.2 below).

Tablell.2: Kansas Citieswith at least

1% of Total Dentists

(not induding specidists)
Shawnee Misson (including Olathe) 25.9% | (310)
Wichita 15.1% | (173)
Topeka 74% | (85)
Kansas City 41% | (47)
Lawrence 37% | (42)
Hutchinson 24% | (28)
Manhattan 2.2% | (25)
Sdina 20% | (23)
L eavenworth 16%| (18)
Garden City 12%| (14)
Hays 1.1%| (13)
Pittsburg 1.1%]| (13)

Although dentists tend to be concentrated in cities and most Medicaid dentd care
isdelivered in cities (because mogt high-volume providers are there), urban dentists are
lesslikely than rurd dentigts to participate in the Medicaid program. Another way of
saying thisisthat asmaller proportion of dentistsin MSAsthan in rura areas participate
inMedicaid. Viewed by SRS adminigtrative area (see SRS map on page 9 for SRS
adminigrative regions), only two of thirteen regions, both urban, had a smaller
percentage of total Medicaid providers than percent of total dentists practicing in that
region. The Olathe SRS region (Johnson, Leavenworth and Miami counties) includes
nearly 30% of al dentigtsin the state but only 14% who provided Medicaid servicesin
1998. The Wichitaregion (Sedgwick county) includes nearly 17% of dl dentists but only
13% who participate in Medicaid (Chart 11.1). The low participation in Johnson County
is especidly noteworthy—only 37 of 310 (12%) dentists saw Medicaid patients. The
lack of interest in serving Medicaid patients may be at least in part due to the higher
overhead codts of practicing in acity, where red estate and rentd costs are higher.
However, there are exceptionsto the rule. In Kansas City, Kansas, where alarge
proportion of the population is poor and the ratio of dentists to population isrelatively
small, amuch larger proportion of dentists (38%) serve the Medicaid population. This
suggests that those locating thelr practice in low-income areas may have ahigh leve of
commitment to serving the local population.



Chart I1.1 Locationsof Medicaid Providers
in Proportion to Dentists (by SRS area)
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Currently, 3 percent (n=35) of dl Kansas dentd providers serve 49.6% percent of
Medicaid enrollees, indicating that Medicaid dentd patients are concentrated among a
very smal number of providers. These providers tend to be located in metropolitan
datidtica areas, dthough some arein smaler cities. Each of the cities listed below has at
least one dentist participating in Medicad at ardativey high leve—at least 336 patients
(the minimum caseload of Medicaid providers who treat haf of dl Medicaid patients).
Table 11.3 below shows the top 35 Medicaid providers by SRS region and city and the
percentage of the total number of Medicaid beneficiariesthey treat. (Note: Because of
other Medicaid providers in these regions, the percentage of patients treated will not
equa the regiond totas shown esewhere))

Tablell.3:Locations of Kansas 35 Top Medicaid
Providers and Percent of Medicaid Patients
Treated by City and SRS Region
City SRS Region Percent | Number

Medicaid | Medicad

Paients| Dentigts
Treated

Kansas City Kansas City 7.83% 5
Topeka Topeka 5.84% 5
Olathe Olathe 2.23% 2
L eavenworth
Lawrence Lawrence 3.29% 2
Manhattan Manhattan 0.92% 1
Emporia Emporia 1.99% 2
Eureka
Pittsburg Chanute 3.21% 2
Independence
SHina SHina 1.60% 1
Wichita Wichita 15.77% 8
Hutchinson Hutchinson 3.01% 3
Newton
Welington
Hays Hays 1.88% 2
Great Bend
Garden City Garden City 0.98% 1
Joplin, MO N/A 1.02% 1
Totd 49.57% 35

Geographicdly, there is great variation across the state in how dentists are
distributed. This can be expressed astheratio of providersto total residents and Medicaid
providersto Medicaid beneficiaries. The Kansas City SRS region had the highest ratio of
Medicaid providers to beneficiaries (1:250), followed by Wichita (1:194), Chanute
(1:153), Lawrence (1:138), and Emporia (1:137). These ratios—even those of Medicaid

10



providers to Medicaid beneficiaries—are not an adequate measure of access, however,
snce most Medicaid providerstreet rdatively few Medicaid beneficiaries. The
digtribution of the 35 top providersis probably more reflective of the cities where
Medicaid beneficiaries stand the best chance of securing treatment.
Some Medicad beneficiaries clearly have to travel in order to receive services.
Although a detailed analysis of travel distances was not done, an gpproximation can be
obtained by aggregating the total number of beneficiaries living in aregion compared to
the tota number receiving care there (see Chart 11.2). By SRSregion, there was a net
out-migration of patients from mogt regions with higher than average Medicaid provider
to beneficiary ratios, though in many cases the difference was smdl. Mog of the regions
that have few Medicaid providers aso have relatively few dentists, suggesting that the
supply of Medicaid providers to some extent pardlels totd number of dentidts.
However, a plentiful supply of dentists in the region does not necessarily trandate into
access for Medicaid patients, asillustrated by the Olathe region, where the ratio of
dentigts to beneficiarieswas 1 to 8 while the ratio of Medicad-participating dentists to
beneficiarieswas 1 to 58, and the Wichitaregion, where the ratio of dentiststo
beneficiaries was 1 to 44 and the ratio of Medicaid-participating dentists to beneficiaries

was 1to 194.

Tablell.4 Provider Beneficiary Ratios, Medicaid Beneficiariesto Total Dentistsand
Medicaid Beneficiariesto Medicaid Providers*

SRS RegionMedicad Tota Primary |Totd Ratio of Retio of
Beneficiaies |Care Medicaid Medicaid Medicad
Treatedin Dentigts Providers Bendficiaries |Beneficiaries
1998 (without in 1998 to Totd to Medicad
pecidists) Primary Care |Providers
Dentigts
Lawrence 3313 65 24 51 138
Olathe 2593 342 45 8 58
Chanute 4443 71 29 63 153
Kansas City 4990 53 20 94 250
Manhattan 1467 54 23 27 64
Emporia 2887 57 21 51 137
Topeka 3174 89 32 36 99
Sina 1615 43 19 38 85
Hutchinson 2767 72 33 38 84
Wichita 8535 194 44 44 194
Hays 1570 44 19 36 83
Garden City 2465 67 21 37 117
State 39819 1151 330 35 121

*Beneficiariesinclude only those actually treated, not those eligible.

The lack accessto anearby dentist may also account for the fact that 296 of
beneficiaries (897) |eft the dtate for treatment. The vast mgority of these (70% or 620)

11



sought treatment in Joplin, Missouri. Mogt were from Southeast Kansas. Forty-five
percent of dl out-of-gate vidts (n=407) involved a sngle Joplin-based provider, with
213 other beneficiaries receiving care from seven other Joplin dentists. The remaining
beneficiaries sought care in Kansas City (n=193), St. Joseph (n=36) and Maryville
(n=29), Missouri; Bestrice (n=1), Franklin (n=2), and Hastings (n=6), Nebraska;
Bartlesville, Oklahoma (n=3); and Pueblo, Colorado (n=7).

Over dl, for most Medicaid beneficiaries, travel does not seem to be amagjor
access barrier (at least for primary care). Data from the beneficiary survey showed that
11.4% of patients experienced some delay because of the distance they had to travel to
get care. Only 14.4% reported traveling more than 30 minutes to reach the dentist. As

Chart 11.2 Where Medicaid Patients Lived and
Where They Receved Dental Carein 1998
(by SRS Region)
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with the perception of stigma, however, 11.4% to 14.4% of Medicaid consumers, when
considered as a percentage of the 137,424 digible enrollees, represents alarge group—
15,666 and 19,789 beneficiaries with geographica barriersto access.

*Includes only beneficiaries who actually received service. The number who lived in region and
did not receive service is unknown.

A Summary of Current State Effortsto Improve Access

States have adopted a variety of strategies designed to enhance the access of
Medicaid children to dental care. One strategy which attempts to dedl with both
utilization factors discussed above—provider willingness to serve Medicaid patients and
the low priority placed on denta care by Medicaid families—is the use of managed care
arrangements for dentd care (Kaye and Pernice, 1998). As of 1998, nineteen states had



adopted some form of managed care for their Medicaid dental programs:® Three types of
managed care programs predominate. First, dental services are delivered through a
comprehensive Medicaid managed care plan; second, dental services are delivered
through a dental-only Medicaid managed care plan; third, dental services are ddivered on
afee-for-service basis through a primary care case management (PCCM) program. Of
the nineteen sates using managed care ddivery systems for the Medicaid dental services,
Sxteen gates use a comprehensve Medicaid managed care plan mode of ddivery.

The potentia benefits of using a comprehensve managed care modd include
using the health and/or dental plans to provide outreach and education to Medicaid
clients. In the managed care Sates, plans are required to reach some threshold (usualy
80% or higher) of required EPSDT (Early, Periodic Screening, Detection and Treatment)
encounters. In addition, this Strategy may be more successful in terms of increasing
provider participation, according to the Nationd Academy for State Health Policy.
However, to date thereislittle empirica evidence available to indicate that this strategy
is effective in reducing barriersto care.

Other state strategies that will be discussed in more detail in Part 111 include
reduction/smplification of provider administrative burdens (e.g., paperwork, adjustment
of reimbursement rates), enhancing transportation dternatives for Medicaid patients
seeking dental care, and education/outreach efforts directed at Medicaid enrollees (Kaye
and Pernice, 1998). In Kansas, a number of strategies have been discussed, including a
state-operated mobile denta “van” for low provider areas. However, Kansas Medicad
officids interviewed for this study seem to place their greatest hope for increased access
in the comprehensive plan modd; they note that their Children’s Hedlth Insurance
Program (CHIP, known in Kansas as Heal thwave) plans appear to be relaively
successful in terms of persuading denta providersto treet CHIP digible children.

Kansas Medicaid officids aso continue their ongoing “dialogue’ with denta providers
concerning reimbursement and other issues that may hinder access.

3These states include Arizona, California, Connecticut, Florida, Hawaii, Indiana, Maryland, Minnesota,
Missouri, New Jersey, New Y ork, Ohio, Oklahoma, Oregon, Pennsylvania, Tennessee, Virginia,
Wisconsin, and the District of Columbia.
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Part |1l Learning from Other States

States have devel oped a variety of approaches to address Medicaid access
problems. These include forming stakeholder groups and establishing state-level dentd
officesto plan and coordinate policy, developing better data systems for monitoring the
datus of children’s ord hedth, targeting particular at-risk populations, usng hygienists
as dentist extenders in underserved areas for routine cleaning and examinations, and
greamlining adminidrative practices to make Medicaid more user-friendly. The
following sections outline severd innovative gpproaches.

State Examples

Nebraska

Nebraska used a multi-step approach that was aimed at eiminating the barriers of
Medicad, including the “Medicaid sigma’, administrative barriers, and unwillingness of
dentists to provide denta servicesto this population. In an effort to destigmatize the
Medicaid program, Nebraska formulated a single program gpproach to providing hedlth
care to children cdled the Kid's Connection. This program represents a seamless
gpproach to gpplication for and provison of hedth care for children digible for Medicad
and CHIP programs. A single card is used for children, and providers are unaware of
whether funds for provided services come from Medicaid or CHIP monies. Additionaly,
public service announcements and a video “Children’s Hedlth Insurance” have been used
to inform the public about the Kid's Connection program.

Specificaly, the saverd steps were implemented and resulted in an increased
participation rate for dentists to approximately 63% Statewide, with 33% of 150,000
beneficiaries receiving care (compared to a 26.9% participation rate for Kansas, with
29% of 137,424 beneficiaries receiving care).

Players from Medicaid, organized dentistry, academia and the State Dentd Hedlth
Director participated in atask force to examine current funding structures and policies
regarding ord hedth services. It was determined that the existing policies were outdated
and no longer served to improve the ord hedlth of this population. From this consortium,
severd changesin policy were implemented.

Aninterna decision was made to increase reimbursement rates from 53% to 80%
UCR.

The Medicad Policy Manud was rewritten and is currently undergoing public
review. Specificaly, policy changes included the decision to use new ADA codes
for billing of services, aswell as changing coverage to include more preventive
sarvices, such as dlowing dental sedants on primary teeth and for non-coronal
aress like centra and laterd incisor pits.

An active “educationd” program was implemented to provide dentists with
informeation about the Medicaid program, beneficiaries within their region, and
answers to common questions regarding billing and reimbursement. Medicad
personnd attend aregiona denta meeting, have a booth at the Nebraska Dental
Association State Meeting, and have an ongoing newd etter that goes out to
dentistsin an effort to reduced adminidrative barriers.

A recognition program is being devel oped to showcase humanitarian efforts,
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including showcasing peopl€ s activities in a Public Health Week Showcase,
presenting plagques and awards at the sate leve, enlisting the governor’ s office to
recognize individuas, and having gift certificates to bed and breskfasts,
restaurants, etc.

lowa

Aswith other states that have effectively enacted changes to improve access to
care for Medicad digible children, lowa has formed a statewide committee charged with
addressing access to care and dentdl serviceissues. The Ord Hedth Action Committee,
composed of individuas from the State Board of Hedlth, lowa Dental Association, Public
Hedlth researchers from the University of lowa, private practice dentists, and lowa
Medicaid personnel, has worked to identify problems and propose solutions. Initidly, the
committee anecdotally identified accessissues in order to make recommendations to the
State Department of Hedlth. Additionaly, the State Denta Director surveyed each early
childhood hedlth center and Head Start program to roughly assess the need for preventive
and restorative services for lowa children. Thisled to alegidative report on Title XIX
with specific policy recommendations. Recommendations related to children’s ora
hedlth included increasing rembursemert levels for dentists who provide routine care,
including EPSDT screening to young children, and developing dternative methods of
providing dental screening, education and referrds to Title X1X-enrolled children under
age 3. Subsequently, severd initiatives were undertaken to increase reimbursement for
Medicaid dental services, increase education for dentists regarding Medicaid procedures,
and change Medicaid policy to dlow dental hygienists to provide screening and care to
children in underserved aress.

Specific Actions:

Medicaid service codes were changed to ADA service codes, and an eectronic
submission process for reimbursement was implemented to improve timeliness of
reimbursement.

The Department of Public Health meets regularly with dentists at dental society
meetings to inform practitioners about Medicaid procedures and be available to
answer questions.

Medicaid reimbursement for children’s preventive denta services has been
increased, and thereis a second round effort to increase fees for restorative
sarvices. Data obtained from a Department of Human Services Ad Hoc
Committee were used to stimulate change in reimbursement rates for preventive
services.

In 22 of the 99 counties in lowa, an “Exception to Medicaid Policy” has been
granted to alow denta hygienigtsto bill for children’s ora hedlth screenings as
part of the Early Periodic Screening Diagnosis and Treatment program (EPSDT)
in public hedlth dlinics

The EPSDT program encourages eaxrly regular ord hedth screening and referrd
in order to prevent significant problems from developing. Ord screening for Medicaid-
eligible children is mandated by federd law. The state of Cdiforniawas successfully
sued for failing to provide the EPSDT services, making this the landmark case to which
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al other sateswill be held. Although the lowa Dentd Association was not initialy in
favor of the program, it has grown to support it.  The lowa Legidature recent adlocated
$50,000 as part of the annua budget to fund a pilot project that gives denta hygienists
more training to provide additiona servicesin the “Exception to Policy” program. This
pilot program will provide for assessment of risk indicators for early childhood caries that
includes assessment of S. mutans, plague on incisors, and presence of white spot lesions
or caries, especidly on anterior teeth. Those children determined to be at high risk will
receive fluoride varnish applications 3 times a year, and parents will be enrolled ina
preventive educationa program.

Washington State

Washington state has been very proactive in implementing novel programs to
address the ord health needs of the medically underserved population. Two e ements that
have been cited as critical to the state’ s success have been a state ora hedlth survey on
3rd graders that provided the data needed for legidative support and the formation and
actions of the Washington State Oral Health Codlition, a group of stakeholders from
Medicad, the Washington Dental Foundation, the University of Washington, state and
regiona dentd associations, and the Washington Department of Hedth. The Codition
has been ingrumenta in using amulti-faceted, proactive approach for improving access
to care for Medicaid children in the State.

The following actions have been successful:

Three studies were undertaken to provide information on the ora hedlth status of
children and characterize problems related to dental demographics and
digtribution of dentists and Medicaid beneficiaries. Data from these surveys aong
withthe ESPDT lawsuit from California were used to get the attention of
legidators. Subsequently, the Washington Legidature increased Medicaid
funding from 35% UCR to 75% UCR. More criticdly, they weighted the funding
for Medicaid services to favor prevertion for children less than 6 years of age and
to favor restoration for children older than 7. Additiondly, they dlocated
$5,000,000 to fund community projects aimed at improving access for this
population.

Medicad personnel vist community coditions every 6 months and have hired 4
trainers who go out to providersin the Sate to work with dentistsin their offices
to reduce the adminigtrative barriers to providing Medicaid services. They have
assumed a “business gpproach” rather than * philanthropic approach” to enlisting
dentd participation and are teaching dentists how to increase income by efficient
provison of sarvices to individuas with high need.

Medicaid has reduced barriers related to authorization for care by expediting the
claims process and establishing exemptions to prior authorization for certain
procedures.

An adminigtrative match program between the Washington Dentd Service and
Medicaid has been used to fund public agencies to provide care in underserved
areas..

Innovative community-based projects have been implemented as part of the
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gatewide codition to improve the ord hedth of children. Most notable isthe 5
year old ABCD program, a collaborative project between local denta groups, the
Washington Dentd Service, Medicaid and the University of Washington. The
program targets children ages birth to 5 and emphasizes prevention through the
development of good ora hedlth habits. The program has seen an increase from
20% to 42% of Medicaid-digible children recaiving at least one dentd vist. The
program involves an active recruitment component to enroll Medicad digible
children in the program through hedth fairs, food banks, WIC programs, Head
Start programs and anywhere el'se Medicaid parents might frequent.

The program aso targets removing a frequently cited barrier to dentists
willingness to provide Medicaid services—parental compliance in kegping
gppointments and in appropriate denta office behavior. Parents receive basic
education on ord health habits for their children and are trained on proper dental
office protocol. To encourage dentists participation, Medicaid pays add-on fees
for ABCD services, making fees close to 70% UCR. Dentists are also provided
with additiond training in managing very young children and in providing
preventive and atraumatic denta care. Of particular interest, recent research
(Lam, 1999) suggests major factors affecting practices participation in Medicaid
were office policy on seeing Medicaid-insured patients, staff members persona
connection to Medicaid-insured patients, staff members attitudes about Medicaid-
insured patients, and staff members perceptions of Medicaid-insured patients
barriers to care. This suggests a heed to educate staff as well as dentists on issues
related to Medicaid. While no long-term data are available on overal program
effectiveness, anecdotd information from dental providers and Medicad
adminigrators suggests the program is effective in a least reducing common
barriers and encouraging provider participation.

The Washington Recruitment Group (Department of Hedlth, Office of Rurd
Hedlth) has implemented aloan repayment program for newly graduating dentists
that links them with private offices in underserved aress, rather than FQHC' s or
330 clinics, with the hope that they will remain in the area once the repayment
phase has expired. New dentists must provide a certain percentage of servicesto
Medicaid children.

Currently, denta hygienists can provide denta hygiene services at 330 clinics and
FQHC swithout denta supervison. Again, like the lowa project, the purposeis
to improve access to care where dentists are either unwilling or unavailable to
provide services.

[llinois
An inherent barrier to dentist participation in Medicaid islow rembursement

rates coupled with very high overhead for provision of dental services. A sx-month
needs assessment in Bureau County indicated ared need for dental servicesin the region.
In response, Illinois opened a state-supported dental clinic to provide dental care for
Medicad digible children ages 3to 21. The building and dental equipment were donated
by the family of a deceased dentist asamemorid. Loca dentists have overwhe mingly
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volunteered to provide some time to see patients. Seven other projects are being
conddered to address the ora needs of medicaly underserved populationsin the Sate.

Additiondly, Illinoisis in the process of securing a Hedlth Professond Shortage
Areadesignation for the clinic that would dlow dentists and dentd hygienists to work at
the dinic while paying off their loans.

New Mexico

In New Mexico, there was a great awareness among legidators and other hedth
agencies regarding the unmet ora hedlth care needs of New Mexicans and much pressure
for aremedy. Thus, the New Mexico Hedth Policy Commission proposed a solution
based on usng well-qudified denta hygienists to provide the much needed preventive
services and educationa and therapeutic interventions in unsupervised settings. On April
8, 1999, HB265 was signed into law by New Mexico's governor as a proposed solution
to the critica shortage of Medicaid providers and the need for preventive services for
underserved populationsin the state. This legidation established anew category of
dentd hygiene licensure cdled “ Collaborative Dental Hygiene Practice,” whichiis
defined as the science of the prevention and treatment of oral disease through the
provison of educationd, assessment, preventive, clinica and other thergpeutic services
in a cooperative working relaionship with a consulting dentistry but without genera
supervison.

California

Cdifornia employs atiered reimbursement plan with the first $400 per
beneficiary going for abundled group of services (cleaning, sedants etc.) and dlows up
to $400 for restorative care. Dentists receive payment for thistier of services at 80% of
the reasonable and customary rate. Restorative costs exceeding $400 would require
preauthorization. Total dental costs up to $1000 would be paid at the 80% rate and for
costs exceeding that annua amount the reimbursement rate would be at 60% of the
reasonable and cusomary rate. Eligibility for dental careisto include indigent adults.

Recommendations Based on Other States

Establish Stakeholder Group/State Dental Director to Over see Policy

Staes that have been mogt effective in improving care to Medicaid-digible
children have created infrastructures of critica stakeholdersto comprehensively assess
problems and pose solutions that meet the specific needs of the target population. Many
dtates have established a state denta director or officia state gppointed committee
(standing committee, not ad hoc) charged with overseeing ord hedth issuesin the Sate.
This dso represents a recommendation from Hedlthy People 2010.

As such, acodlition of stakeholdersin Kansas needs to be formalized. Among
other tasks, the group should be charged with undertaking a study of Kansas Medicaid
policy to determine what areas can be streamlined and/or improved. Currently, Medicaid
personnd in Kansas do attempt to educate dentists about the program. Additiona funds
should be requested to replicate the type of program Nebraska usesto increase dentist
participation. In aignment with recent research, educationd efforts should include
dentists as well as office Saff.
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Improve Data on Children’s Oral Health Needs and Care Outcomes

Thereisacritical need for vaid data on ora hedlth needs of children in order to
effectively assess red needs, plan programs, and have benchmarks for measuring success
of interventions. An Ord Hedlth Surveillance program should be implemented to survey
the oral hedlth status of WIC-enrolled children, children covered under the ESPDT
program, and school age children statewide in order to provide cross-sectiond data.
Without data to assess need and distribution of problems, posing effective solutions and
assessing effectiveness will be impossible. Some states are using the state' s Healthy
People 2010 initiative to achieve this god. However, these states have included the
Hedthy People 2010 in past initiatives and have a preexiging infrastructure.
Unfortunately, Healthy Kansans 2000 did not address ord issues, and Hedthy Kansans
2010 has targeted four cross-cutting priorities but has not included ord hedith.

A data example is the need to establish and monitor the effectiveness of Title XIX
dental program. lowa uses specific utilization rates, such as percentage of children who
receive an initia exam or recelve treetment in a hospita operating room. Smilarly, snce
aprimary focus should be related to very young children (under the age of 3), denta
utilization rates dong with other indicators such as immunizations and prenatd care rates
should be evaluated regularly.

Use Dental Hygienists as Dentist Extenders
Use denta hygienisis to improve access to care by providing screening,
preventive, and clinica servicesin underserved areas using ether the “Exception to
Policy” example from lowa or the New Mexico modd for Service Ddlivery.

Target At-Risk Children Through Cooperative Programs
Target existing programs (WIC, Head Start, Parents as Teachers) to identify
Medicad-digible children and increase accessto care. The ABCD program provides a
template for meeting the needs of those identified while addressing many of the concerns
related to non-participation voiced by Kansas dentists.

Integrate Medicaid and CHIP to Destigmatize M edicaid.

Encourage the development of a seamless program between Medicaid and CHIP
with the intent to destigmatize Medicaid. Such amovement would hopefully encourage
parents of eigible children to enrall their kids. The program should include asingle
gpplication process with funds dlocated to providers without indication of which
program is funding the child.
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Part IV. Dentist survey summary

Survey M ethodology

In spring 1999, the KU Health Policy Research Group mailed a questionnaire to
al dentigts identified by the Kansas Dentd Association as Kansas practitioners. Except
for dentists with out-of- state addresses and those associated with military bases or
veterans hospitals, the sample was as close to universa as possible. The fina sample of
n=1337 included generd practitioners, pediatric dentists, public hedth dentigts, ora
surgeons, and other specidists. However, those speciaists who have little or no contact
with Medicaid patients, i.e., orthodontists, endodontists, periodontists, etc., were asked
only to indicate their area of practice and return the form without completing it.

Because the intent was to measure perception as well as practice, providers were
asked to respond whether or not they actudly had any experience with the Medicaid
program and whether or not their experience was current. For those areas in which they
did not fed knowledgeable enough to answer, they were instructed smply to skip the
question. Retired or nonpracticing dentists were not excluded from the sample, dthough
al but one of the respondents (n=34) declined on the grounds that they had limited
knowledge of the current Medicaid program. Dentists with multiple practice Stes were
asked to answer the questions in the survey as they pertained to their primary practice
location.

The @ght-page instrument, replicated from a Missouri study conducted in 1998,
asked about the dentist’ s participation in, and opinions of, the Kansas Medicaid dentd
program for children aswell as current treetment protocols for al children in their
practice. Questions covered issues commonly believed to be problematic for Medicaid
providers. the severity of dental disease, patient noncompliance with trestment and
appointments, satisfaction with rembursement levels and program administration,
concerns about being able to deliver quaity care, reasons for participating/not
participating, and the effects on ther practice of treating Medicaid patients. The
questions were framed in multiple choice and Likert-scale formats, with a section for
generd comments at the end of the questionnaire. Providers were informed that the
survey was confidentid (the instrument was marked only with a number to dlow for
tracking and follow-up mailings), but afew demographic questions were asked to
facilitate analysis by subgroup. Severa respondents sgned their questionnaire (although
no space was provided for asgnature) and even invited follow-up phone cdlls.

Preparation for engaging provider cooperation began well before the mailing of
the questionnaire. An articlein anissue of the KDA journa announced the survey and
encouraged participation. 1nmid-January, a postcard was sent out to al dentistsin the
gate announcing that they would be receiving asurvey and the reasons for the survey.
The postcard was signed by KDA executive director Kevin Robertson and UMKC
assstant professor Michael McCunniff, DDS, M S, the questionnaire' s author and
Principd Investigator of the Missouri survey. The ingrument was mailed January 29,
with acover letter so Sgned by the two, and yielded an immediate response rate of
22.2% (297 forms) within the first week and 33.1% (443) within the first month. A
follow-up, second mailing on March 5 produced an additional 14.1% (189) responses, for
atotal response rate of 47.3% (632) by April 5, the survey cutoff date. Of these 632
questionnaires, 597 (94.5%) were completed, 34 (5.4%) were returned blank by retired or
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inactive providers, and 1 (0.2%) was returned blank with no explanation. Three of the
completed surveys proved to be Missouri practitioners with Kansas mailing addresses
and were diminated, for afind total of 594 completed questionnaires (response rate of
44.4%).

The completed questionnaires further broke into two groups. those completed by
the primary survey group, with al variables answered (n = 516), and those completed by
specidists with who were only to indicate their area of practice (n = 78). Despite the
latter ingtruction, 12 other specidists and one retired practitioner actualy completed at
least some portions of the form, for atotal of 529 completed forms (response rate of
39.6%). These questionnaires were the basis of the analysisincluded in this report.

Destriptive anayss

The data collected through a survey of Kansas dentists were collected to answer
three questions: 1) “What does the denta community in Kansaslook like? 2) What do
Kansas dentists think about the Kansas Medicaid dental program? and 3) What
distinguishes those who serve Medicaid beneficiaries from those who do not?” Thefirst
question includes the location of dentists within the State, their areas of practice, their
extent of practice, and their status as aMedicaid provider or non-provider. The second
describes dentists' relationships with, and attitude towards, the Medicaid dental program
and its beneficiaries. It includes dentist’ s views on problems with the program, fee and
reimbursement issues, services provided to children, and service access. The third
compares dentists who participate at different levelsin Medicaid with those who do not.
The purpose of thisarea of inquiry isto investigate how greater participation in Medicad
might be enhanced.

Please note that the survey yields much more data than can be reported here. A
summary of the data frequenciesis in the appendices for those who seek more detailed
informetion.
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Kansas Dentist Array

Dentigs in Kansas tend to be located where the population is, dthough thereis an
under-representation of dentistsin frontier and rurd areas (Chart 1V.1). These data
reinforce the findings that large scde Medicaid dentd providers are much more
prominent in urban than frontier and rural aress of the state. Rurd Medicad
beneficiaries problemsin accessing dental speciadists would gppear to be even greater.

Chart 1V.1 Locations of Dentists
Relative to Population
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Not too surprisngly, the mgority of dentists practice in ether metropolitan or
densdly settled rurd (86.5%) areas, with only 13.5% in rurd or frontier counties. The
implications for dental health, however, are that not only are most dentists in urban aress,
but so als0 are Medicaid providers and denta speciadigts. In rurd aress of the State the
important factor is the availability of Medicaid dentists, specidists, and/or denta
hygienists (in the absence of services by dentists) within reachable distances for pecific
careissues and basic dental services.

Another way of showing this rurd/urban split is by SRS adminidrative region. As
Chart 1V.2 demondtrates, not only does the Olathe region (Johnson County) have the
largest concentration of dentistsin the state, it aso has a disproportionately large share
relative to the population. One other urban area, Topeka, dso hasardatively high
concentration, while Kansas City and Wichita both have relatively lower concentrations
(though in the case of Wichita, the differenceisdight). The relationship between the
presence of dentists and Medicaid access to dentistsis not aclear one. Although the
presence of dentists does not mean that Medicaid beneficiaries have access to them, a
relative shortage of dentistsis likely to exacerbate access problems since dentists dready
have full casdoads. Interestingly, we saw in Chart I1.2 that Kansas City and Wichita
were the only two SRS regions where more residents |eft the region for service than were
served there (0.3% out-migration for Wichitaand 0.7% for Kansas City).



Chart 1V.2: Location of Active Kansas Dentists Compared
to Location of Total Population
(n=1151, does not include "other specidists’)
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Most (80.6%) dentists report that they are in generd practice (Chart 1V.3)
and practice done (71.7%) (Chart 1V.7). These data are significant for a number
of reasons. The problem of access as reported by the survey of dentists and
reinforced by the focus groups suggests that a mgjor problem in accessis the
paucity of saff in asolo practice to ded with administrative and reimbursement
complexity. In addition, solo practice dentists have less ability to offset low
reimbursement to other payers. The percentage of dental specidigtsisaproblem
in the state because of the unmet demand. Solo practice dentidts cite the difficulty
in getting access, in atimely fashion, to specidigts, especidly pediatric dentigts.

Chart 1V.3 Dentists by Practice Type
(Survey Respondents Only, n= 591)
(source of nationa datac American Dental Association)
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Only aminority of dentigts participatesin Medicaid. Thisproportionisin
keeping, in generd, with other Sate participation rates. The reasons why many
dentists do not participate in Medicaid will be explored later in Part IV. The
smdl percentage of providersis, in turn, an even smaller number because of the
tiny fraction of dentists who serve a digproportionate share of Medicaid
beneficiaries (just under athird of the 330 dentists who participate serve 80% of
children). Thisrdatively smdl number of providers suggests asgnificant
dimension of the problem of children’s access to Medicaid services.

Chart 1V.4 Proportion of Kansas Dentists
Who Participate in Medicaid
(n=1151, does not include "other specialists")
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Rdaivey few dentigts are involved in the care of Medicaid children. Among
those who have Medicaid provider numbers, those who serve the bulk of Medicaid
children are disproportionately smdl in number and tend to practice in urban areas. As
illugtrated, thirty-five dentists serve hdf of dl the Medicaid children in the state. Two
hundred serve virtudly the entire population (95%).

Chart V.5 Number of Dentists Serving
Child Medicaid Beneficiaries (FY 98)
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It isinteresting to look at how the casdoad is distributed among the Medicaid
dentd providersin the gate (Chart 1V.6). The vast mgority of dentists have relatively
light casdloads of Medicaid children. Of the 330 Kansas providers, the median casdload
was 41 Medicaid patients. The mean was 111, athough it is skewed by asmall number
of large-volume providers, the top three of whom saw over 1,000 patients.

Chart 1V.6 1998 Caseload Size of Kansas Dentists
Participating in Medicaid (n=330)
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Dentigts by a clear mgjority suggest that more dentists would participate in Medicad if
reimbursement were closer to one-hundred percent of the usud and customary rate.
Dentists who participated in focus groups were more optimistic that an increase in rates
would increase participation. However, past experience with rate increases suggested
that they have had margind effects*

As Chart 1V.7 shows, dentists are overwhelmingly in solo practice (71.7%),
which contrasts sharply with physicians, who left solo practice for group practice 35
years ago. Theimplications of a solo practice pattern tend to be twofold. Dentists have
to bear adminigrative and other overhead costs on their own, with little ability to cost
shift. Dentigtsin solo practice dso are very concerned with any change that impinges
upon their independence and prerogatives.

Chat V.7 Dantigs Rdea Rimay Padice Location
(survey repondirisanly, r=50)
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* |t should be noted that the decrease in dentists participating in Medicaid after SRS increased the
reimbursement percentage of usual and customary to 50% in 1997 was greatly affected by another factor.
SRS changed fiscal intermediaries, and BCBS purged anumber of dentists from the participating list

because of inactivity.
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Medicaid Views

The views of Kansas dentists concerning Medicaid might best be compared by
dividing dentists into groups according to whether or not they serve Medicad
beneficiaries and, within the latter, into subgroups according to whether they serve low,
medium or high numbers of Medicaid beneficiaries. Since the designation of what
condtitutes “low, medium and high” is subjective, the categories were derived by dividing
the total number of Medicaid providers into approximately three equa groups. By
araying the casdoad Sze in numericad order and setting the cutpoint at the case sze of
the firgt third (120 dentists), the first group congsts of dentists with 1 to 20 patients (2%
of 1998 total Medicaid beneficiaries), the second 21 to 90 patients (14 of 1998 tota
Medicaid beneficiaries), and the third at 91 patients and above (84% of Medicaid
patients) (see Table IV.1). While the two lower categories might seem to be set
unusudly low, they can be justified by the fact thet two-thirds of dl Medicad providers
fdl within those ranges. In fact, the median caseload size was 41, meaning that 50% of
al Medicaid providers saw 41 or fewer Medicaid beneficiaries.

Only 197 of the 330 Kansas Medicaid providers returned questionnaires (37.2%
of total questionnaires received). Therefore, data are available only for asample of
participants from each provider level. (The sample sizeswere 53, 64, and 80,
respectively.) The remaining 332 dentists who responded to the survey (62.7% of totdl
guestionnaires received) were not Medicaid providers. The responses of these four
groups to key survey questions are provided in Table 1V.1 that follows.
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Table V.1 Characterigtics of Dentists Serving High, Medium, and Low Volumes of

Medicaid Patients and Those Not Serving Medicaid Petients:

(answers reflect survey respondents only, n=529)

Medicaid Providers Sonifi-
No Low Medium | High cant
Medicad | (1-20 (21-90 | (91+
Patients | paients) | patients) | paients)
(n=332) | (n=53) (n=64) | (n=80)
Median years practice at current 15years |14 years | 18years | 13years | NS
location
Solo practitioner 71.3% 59.1% | 74.2% |785% |NS
Previoudy aMedicaid provider 45.7% N/A N/A N/A N/A
Believe Medicaid patientsin 18.2% 222% | 21.0% |22.8% NS
office make other patientsfed
uncomfortable
Fed ther professond judgment 22.4% 333 40.3% |50.6% |p<.000
IS repected by the Medicaid
program
Beieve Medicad patients ord 57.9% 778% |67.7% [60.8% |p<.003
heslth problems are more severe
than those of their other patients
Believe dentists cannot impact 57.9% 55.6% |58.1% |62.0% |NS
policies of Medicaid program
Say low fees are the most 35.5% 222% |274% |21.5% |p<.000
important problem with the
Medicaid program
Say broken appointments are the 18.3% 178% |258% |[342% |p<.000
maost important problem with the
Medicaid program
Say complicated paperwork isthe | 18.3% 178% | 81% 8.9% p <.000
maost important problem with the
Medicaid program
Bdieve Medicaid children will 31.2% 8.9% 3.2% 2.5% p <.000
get care even without program
Dentists have an ethica obligation 18.2% 422% | 581% |[57.0% |p<.000
to treat Medicaid patients
Recommend greater public hedth 29.0% 22.2% | 8.1% 6.3% p <.000
involvement as solution
Have serioudy considered N/A 89.5% |759% |615% |[p<.015
eiminating Medicad patients
from their practice
Moda age recommended for 3years 3years | 3yeas |3yeas |NS

child' sfirg vidt to dentist

*Categories were constructed by dividing all dent
cohort members who responded to the questions are included in the table (n=197).

stsfiling Medicaid claims in 1998 (n=359) into three equal-szed cohorts. Orly




Discussion

Dentists responses were compared using satistica tests to detect sgnificant
differences in atitude between different levels of providers. Significant differences were
found between groups on severd survey questions.

A number of these findings are difficult to interpret because they could be either a
cause or effect of not participating in the Medicaid program. For instance, more medium-
to high-volume providers say that the Medicaid program respects their professiona
judgment, possibly reflecting a more positive view of the program and, therefore, a
grester willingness to participate—or possbly reflecting a more positive past experience
with the program. More nonparticipants said that low fees are the most important
problem, possibly accounting for their unwillingness to become a participant, or possibly
reflecting a negative past experience—46% of nonparticipants previoudy participated.

Other relationships can be more easly explained. For instance, high-volume
providers rated broken appointments as the most important problem. They are the group
mogt likely to have experienced this problem and aso the group that stands to lose the
most revenue. Low-volume providers, on the other hand, say that complicated
paperwork is most important. They are the group likely to be least familiar with clams
procedures or to have eectronic clams submisson. Dentists with grester patient volume
were dso more likely to favor a fee-for-service reimbursement scheme over apublic
hedlth plan, possbly reflecting their greeter familiarity with the present syssem and dso,
for asmal number, the potentia loss of revenue.

Also remarkable is the contrast in views between participants and non participants
about the role of Medicaid in providing dental access to low-income persons. A much
larger proportion of non-participants said that patients will get care even without the
program, and they overwhemingly disagree that they have an ethicd obligation to
provide Medicaid services (p < .000). Mogt darming isthat amgority of providersin al
three categories (62 to 90 percent) had “somewhat to very” serioudy considered
eliminating Medicaid from their practice in the past year, dthough the frequencies
declined with increasing patient volume.

The only issue upon which there was virtua consensus was the recommended age
for thefirst dentd vist of 3 years. Because of the latter finding, we diminated all
children under age 3 from the beneficiary survey needs analys's as being too young to
need most dentdl services. However, there is still aneed to target very young children for
early screening and prevention.

Andyss

The picture of the access problem that can be drawn from the survey of Kansas
dentists has been concentrated on where dentists are in the State and who tends to provide
most of the dental careto Medicaid children. According to SRS records, 676° of Kansas
1151 primary practice® dentists have Medicaid provider numbers. However, as

® Unduplicated totals. Over 800 are on the books; however, many providers have multiple numbers for
different practice sites. In addition, some out-of-state providers have practice numbers.

® Includes only general practice, pediatric, public health, and oral surgery dentists who responded to the
survey and other active dentists who did not respond, who are presumed to be primarily in general practice.
Another 78 dentists responding to the survey identified themselves as specialists (total n=1229). They are
excluded from the analysis, since they see Medicaid patients only by referral. The remaining dentists who
did not respond to the survey mailing were later identified asretired, inactive, deceased, or out-of-state.
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mentioned before, just 330 (26.8% of primary-care dentists) provided Medicaid services
in 1998. Another 29 dentists who see Kansas Medicaid patients are in adjoining states,
primarily Missouri. The total number of 1998 Medicaid providers, both within and out-
of-state, was 359.

Among the 359, just over 10% (n=35) served just under 50% of the Medicaid
beneficiaries in the State, while 200 (60%) served 95%. Dentists tend to see the solution
to improving access as a problem of atracting providers and improving children’s access
in the structure of the Medicaid program. More specificaly, dentists define the problem
as low and dow reimbursement, undue administrative complexity, unresponsive
bureaucracy, and adifficult patient population to manage.

The data suggest an additiond explanation. The access problem isaso afunction
of the rdatively smal number of dentistis who participate in the program and the
difficulty that beneficiaries have in accessing primary care dentists and specidids.

Dentists did express gresat interest in Medicaid issues, however, through their
persond participation in the survey process. 94.2% of respondents completed the eight-
page questionnaire themsaves, rather than delegating it to a staff member. About athird
aso took time to write comments. The predominant themes were economic losses
asociated with including Medicaid patients in thelr practice (discounted reimbursement
levels, missad gppointments); frustration with adminigtrative procedures (unique clam
forms, clams rgjected for minor errors, the need for pre-approva); patient
noncompliance; inability to deliver comprehensive care; and perceptions that many
parents are ungppreciative of their services and/or oblivious to the importance of ora care
as part of their children’s generd hedlth. The andysis of dentists comments (see
Appendix B for acomplete list of comments) lists three predominant issues—
reimbursement, paperwork/management, and patient behavior.

Over dl, the comments reved that dentists are interested in the issue of providing
care for low-income populations, but there islittle consensus on how best to do it.

Table V.2 Summary of Mgor Themes of Dentist Comments
(see Appendix B for full text)

Pogitive/Suggestions Number Negative/complaints Number
Apprecidtive 15 | Reimbursement/funding 72
Better Education 8 | Paperwork/management 70
Accept ADA form 6 | Patient noncompliance 46
Expand program to adults 3 | Program objectives 27
Better Medicaid cards 2 | Accessto specididts 10
Involve more specidists 2

Offer tax credits 1

Privatize insurance 1
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Part V. Summary of Dentist Focus Groups

Introduction

A series of focus group mesetings for dentists was conducted around the State of
Kansasin March to identify issues that affect participation in the Medicaid program.
Sessions were conducted in Garden City, Wichita, Sdlina, Kansas City and Lawrence,
with atota of 22 dentists participating.

Properly conducted focus group interviews can provide researchers and decision
makers with arich understanding of perceptions about the issues being investigated.
Unlike structured survey methods that require strict adherence to a set procedure to
ensure the scientific accuracy of the results, focus group interviewing techniques are less
rigid and concentrate more on reveding issues and underlying reasoning rather than on
quantifying public attitudes and behavior (Mountain States Group, 1994).  Focus group
interaction and smal size alows for discusson, exchange of information, and
clarification about questions being considered.

In each of the focus groups, the facilitators began with a set of 9 or 10 questions
to which the group was asked to respond. After presenting the questions, the facilitators
gave each focus group member an opportunity to respond, ask for clarification, or modify
the question. Through a give-and-take process, participants arrived at a consensus asto
the meaning of the questions and, as defined by the group, a set of acceptable responses.
The facilitators encouraged participants to provide information ontheir experiences,
actively listened to all responses, and recorded the information asit was given. Once a
guestion was presented, participants were given ample time to offer their observations
and opinions. If participants did not respond, silence was used to dicit their comments.
When dlence proved ineffective, a series of probing clarifying questions was asked.

Each focus group lasted between 60 and 90 minutes.

Major Themesfrom Dentist Focus Groups

The mgor themes that emerged from the dental focus groups tended to cluster into four

iSSues.
Fire, dentists say there are problemsin the adminigtration of the Medicaid
program. Dentists complained that they could not get questions answered in
an expeditious manner and that billing is consgtently a problem. They found
the pre-approva process too dow and cumbersome and, in generd, poorly
administered.
Second, dentists complain that the program lacks an effective Strategy to
ddiver comprehensgve care to Medicaid children. Services are piecemed and
fragmented. Thereis no effective way for specialized services to be integrated
into primary care that dedls with unique problems too often found among
children. Specidigts often will not trest Medicaid children because they are
not enrolled in the program.
Third, children often miss gppointments and lack follow up to dentd vigts.
Parents are often ineffective in encouraging good denta cleaning habits as
well as making sure that their children meet regularly scheduled
gppointments. Dentists complain that Medicaid beneficiaries don't vaue
denta services. Denta services have alow priority compared to other hedlth



care needs.

Fourth, dentists see the low relmbursement rates as problematic. A common
themeistha reimbursement is not worth the hassle because of the paperwork
and even dfter the paperwork, payment isdow. Medicaid has high rates of
clam denid often based on minor issues, which are maddening to office
personnd. Dentigts think that rembursement should include some overhead
costsaswel. The reimbursement system treats dentists with suspicion.

See Appendix A for more detailed data



Part V1. Medicaid beneficiaries survey

Survey M ethodology

A telephone survey of Medicaid beneficiaries was conducted between February
15 and February 21, 1999, by the University of Kansas Ingtitute for Public Policy and
Business Research. From a sample of 9,000 families with children enrolled in Medicaid
and digible for dentd services, provided by the Kansas Department of Socid and
Rehabilitation Services, 3,000 names were drawn through random sdlection. The sample
included beneficiariesin 74 of the stat€' s 105 counties, with dight over-samplingin rurd
areas.

The questionnaire was replicated from a mail-administered insgrument used in
Missouri in 1998, adapted for telephone use. The 18 questions used a multiple-choice
and Likert-scale format and covered issues relevant to utilization, accessto, and
satisfaction with Medicaid dental services: history of care, availahility of aregular
provider, ability to obtain an gppointment (including whether an attempt had been made),
potentia barriers to access (Medicaid status, transportation, work schedules, distance to
provider, child' sleve of cooperation, etc.), perceptions of current dental needs, and
rating of overal denta hedth. Participants were asked to answer the questions for their
oldest child. Although the survey was confidential, minimal demographic informetion
was gathered, such as number of children in the household and their ages, respondent’s
age and leve of education, and respondent’ s relationship to the child for which they were
answering.

From the sample of 3,000 families, 1,231 (41%) of the telephone numbers proved
unusable for reasons ranging from disconnected lines to wrong numbers. Of the
remaining 1,769 families, 622 (35.2%) were contacted within ten telephone cals. Of
those respondents contacted, 499 agreed to complete the survey, for aresponse rate of
80.2%. The margin of error for the survey isless than 4%.

Descriptive Analyss

Demographics

For confidentidity reasons, little demographic data was available on the
beneficiary sample. The information obtained included number and ages of children, age
and educationd level of respondent, relationship of respondent to the child beneficiary,
and city and county of residence.

Family sze wasrdaively smdl. On average, there were 2.5 children in each
household, with most families having two children. The number of children ranged from
1 to 8, and the aggregate number of children represented by the 492 households was
1217. The number of adults in the household was not asked.

The children’s ages ranged from afew monthsto 21 years, with amean and
median of 9 yearsfor the “oldest child” about whom the survey questions were asked.
Only 1.4% (7) of the 492 “oldest child” beneficiaries in the sample were over 18, while
9.6% (47) were one year or less.

Eighty-eight percent of respondents were related to the beneficiary as parents.
Ten percent were other relaives, predominantly grandmothers, aunts and step-parents.
The parent (or caregiver’s) average age was 32.8, with a median of 31 and a mode of 27.



8.2% (39) of caregivers were under 21 and 6.5% (36) were over 50, including 7 people
over 65, two over 70, and one over 80.

Twenty-one percent of caregivers (102) had completed |ess than high schoal,
38.6% (185) high schoal, 26.5% (127) some college, and 13.6% (65) at least two years of
college. 2.1% (10) had more than a four-year degree.

Nineteen percent (93) of the sample lived in frontier or rural communities, 35.7%
(175) densdly settled rurd areas, and 45.3% (222) metropolitan Satistica aress.
Respondents represented 160 cities and towns of various Sizesin all geographica
regions.

Survey Content

The survey of Medicaid families with children beneficiaries was concerned with
learning about the characteristics of at-risk families with children who are Medicad
denta services beneficiaries. The andys's examines severd dimensions drawn from the
survey: the behavior of children surveyed (e.g., how long since they’ ve seen adentist, do
they go regularly, etc.); the parent/caregivers views of the barriers they experience when
attempting to access services, and the characteristics of the population subgroup that is
mogt “at risk” of having access problems. This last section draws on sophisticated
datistical tools, such aslogistic regression, to attempt to identify risk factors and
caculate the reative risk ratios. For example, ayoung, unemployed mother with two
children under age three who is uncertain when she should seek denta care and who has
had problems finding a provider may be at much greater risk of not recelving services
than an employed mother with one child who has some knowledge of where to seek care.



Bendficiary behavior

One of the prominent questions asked of Medicaid beneficiaries was about
barriersto care. The most significant reason that parents with digible children have not
been to the dentist is that their children are not old enough—athough there is ambiguity
among parents about what age children need to make thair firg vist to the dentist. In the

Chart V1.1 Which of thefollowing BEST describesthereason your child hasnot been to the dentist
(n=135)

70%

60.6%

60% 1

50% -

40%

30% 1

Percent of respondents

20%

10% T

0% -

Not old enough yet Doesn't need care yet | couldn't find a dentist Other reason Don't know
who would see my child

policymakers' interviews, there were questions from well-educated respondents about the
appropriate time to take a child to a dentist. What this question gppears to suggest is that
thereis a need to educate not only Medicaid beneficiaries but aso the population in

generd on this subject.
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Related to why children do not access dental careis parents’ attitudes about need.
The survey asked parents/others about the current denta needs of their children. The
response to this question was that well over amgority (58.4%) of children currently
needed care. However, this question was asked only of children who had had previous
dentd vigits (n=350). Of the 135 who had never been to the dentist, the most common
reason (71.5%) was that the parent considered them too young or not in need of care.

Chart VI.2 Do you feel that your child
currently needs dental care?

l Needs dental care

41.6% —]

O Doesn't need care

—58.4%




60%

50% -

40% T

30%

20% -

10%

0% -

As Chart V1.4 shows, for those children that caregivers consider in need of
sarvice, the type of care needed isfairly basic. The clear mgority (55%) need a check-up
and cleaning. These data are interesting because of their relationship to access. The
greatest need is for maintenance and prevention visits, while, as reported in Table V1.1,
the mogt sgnificant accessissue is finding a dentist who will see aMedicaid child.

Chart V1.4 Type of Care Needed (n=211)

55.0%

23.2%

14.2%

4.7%
2.4%

Cleaning or check-up A few fillings Many fillings Tooth pulled Other (primarily
orthodontia)
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Views about access

Questions about access suggest that the most serious problem facing Medicaid
children isfinding adentist who will take them (31.1% have some form of problem) and
waiting (29.7% faced some form of problem). Againg that issue, the problems of
trangportation (91% not a problem), getting off work (88.7% not a problem), child afraid
(83.4% not a problem), too far to travel (88.4% not a problem), cultural and ethnic match
(96.3% not a problem), and child would not cooperate (88.6% not a problem) appear to

pde.

A separate survey of HedlthWave participants (Kansas' version of the children’s
hedth initiative, CHIP), found early in that project’ s history that 34.5% of its survey
population children needed but were not able to find dentd care (the highest area of
unmet need).” Thisisadightly higher percentage than found in this survey.

Table V1.1 Medicaid Beneficiaries Problemswith Access

Some Not a

Problem Problem
Q10a Couldn’t find a dentist who would take a 31.1% 68.9%
Medicaid patient
Q10b Didn't have transportation 9.0% 91.0%
Q10c Couldn’t get off work 11.3% 88.7%
Q10d Child was afraid to go to dentist 16.6% 83.4%
Q10e Had to travel too far to see dentist 11.6% 88.4%
Q10f Couldn’t find a dentist of my own 3.7% 96.3%
cultura/ethnic background
Q10g Had to wait to get an appointment 29.7% 70.3%
Q10h Child wouldn't cooperate for denta care 11.4% 88.6%
Problems

The survey data suggest that the issue to Medicaid children is gaining access.
Oncein the system, satisfaction rates rise significantly. After finding a dentist who will
accept Medicaid children and waiting for an appointment, Medicaid beneficiaries are
farly stisfied with their care.

1. Health Services Research Group, University of Kansas, Survey of HealthWave beneficiaries, 1999.
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TableVI.2 Beneficiary Experience with Medicaid Program

Excdle | Vey Good Far Poor

nt good
Q12b Satisfaction with care (n=348) 31.0% | 21.0%| 33.3%| 10.3% 4.3%
Q12c Treated with respect by office staff 35.8% | 21.2%| 30.7% 8.3% 4.0%
(n=349)
Q12d Overdl qudity of care (n=349) 33.0%| 22.6%| 36.1% 6.9% 1.4%
Q12e Amount of time waiting in office 23.8% | 20.3%| 29.9%| 21.2% 4.9%
(n=345)
Q12f Ahility to get an appointment when 26.1% | 195% | 29.0%| 15.8% 9.5%
needed (n=348)
Q15 Child' s overal dentd hedlth (n=469) 22.6% | 224%| 36.9% | 14.1% 4.1%

These data strongly suggest that access to care is the key problem. Onceinto the

dental hedlth system, the qudity and treetment leve of care in the view of the
parents/others of beneficiaries is quite high. In other words, once into the system, most
beneficiaries are very satisfied with the care they receive. It isworth noting, however,

that 12.3% of Medicaid beneficiaries who did not fed that they were treated with respect

by dentdl office staff equates to arather large number of people when considered as

representative of the Medicaid population as awhole. (For 1998, the number is137,424 *

12.3% = 16,903.)

Bendficiaries are less than satisfied with gaining access to a provider and
managing waiting times. The problem remains one of getting into the dental heelth care
Ssystem.

Risk Retios
Risk andydsisaway of asking which beneficiaries are most likdly to be at risk.

A risk andysis to determine which demographic factors were associated with greater risk

in accessing denta services pointed to just one factor. When adjusting for family size, the
age of children, and the educeationd level of parents, achild living in arurd areaof the
dtate faces a greater risk of having difficulty in accessng dental servicesthan doesan
urban child.

What these data suggest is the importance of rurd issuesin dentd service
deivery.

Discusson and Andysis

Medicaid beneficiaries report that about athird of the time they have problems of
one type or another in accessing dental services for children. The overwhelming reason
for difficult in accessisfinding a dentist that will accept Medicaid patients. Most obtain
care from private dentists and go there for primary dental care—cleaning and a checkup.

Those who appear to be agrestest risk arethose who livein rurd areas. However lower

levels of education and difficulty in understanding how to obtain access complicate this.
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Part VII Summary of Beneficiary Focus Group and Pediatrician Feedback

A bendficiary focus group was held in Garden City, with 6 individuds
participating. Participants included not only Medicaid beneficiaries, but aso advocates
and directors of medical and denta clinics. Logigtics prevented us from convening the
second beneficiary focus group (planned for April in Kansas City), aswell asa
pediatrician focus group. However, feedback was sought from pediatricians by way of a
written survey and telephone interviews. From the perspective of these beneficiaries and
those who work most closdly with them, the following issues emerged.

There is a serious under-service problem in the Sate, epeciadly in rurd areas. With a
steady demand for denta services, it isdifficult for dentists to be attracted to
Medicad, with its comparatively cumbersome dligibility/reimbursement procedures
and unpredictable patient behavior (e.g., missng appointments). In the view of
many, the dental profession isinterested less in access problems and morein
Medicaid reimbursement and management.

It isdifficult to identify participating providers from year to year. Only asmall
number of dentists accept Medicaid, they tend to limit the number of Medicaid
beneficiaries they are willing to see, and they have very full practices. This creates
long waiting times for an appointment.

The stigma of being a Medicaid beneficiary deters some people from seeking care.
Medicaid should be rolled into atraditiond insurance package so that providers
cannot differentiate beneficiaries from the privately insured.

The gtate needs to inform beneficiaries about preventive dental services and how to
access them. Many people do not view ord hedth asimportant to their overdl hedth
datus. In the words of one participant, “Individuas do not assgn the same
importance to dental health care asthey do to other types of physica hedlth, such as
immunizations”

The state should creste program incentives to encourage dentists to provide more
preventive and educationa services.

The law prohibiting dentists who work in clinic settings from serving anyone over the
200% of poverty leve prohibits clinics from becoming financialy viable because
there is no opportunity to cogt shift. In addition, the provision of the law that requires
hygienigsto be under direct supervison of adentist restricts the ability of clinicsto
provide basic preventive and cleaning services that are most in demand.

In some rural areas of the State, there is very limited access to denta services and
oftentimes no specidid sarvices a dl. The seeming only solution isto attract a Public
Hedlth Service Corps dentist, but they are hard to find and tend to stay only for short
periods.

An dternative system is needed in order to address the needs of many of Medicaid
families. The private system cannot be relied upon to provide services, even if
reimbursement rates are improved. Many solo providers do not have additiona
sarvices needed by some Medicaid beneficiaries, such as bilingua reception and
assistance in transportation.

Clinics should offer extended hours to accommodate those who do not have daytime
trangportation or cannot get off work..
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There is dways ademand for developing dternative ways of delivering hedth care.
But there are redtrictions that limit competition that tend to maintain the status quo
rather than adlowing the development of dternative, complementary systems. The two
most prominent dternatives are the development of denta clinics and dentist
extenders with greater authority to improve accessto dental services.



Part VIII. Policymakers Views

Summary of the Legidative Interviews

Legidators from both mgority and minority parties with membership on Senate
and House committees with jurisdiction over hedth reated legidation or the funding of
that type legidation were interviewed. In addition, the legidative research andysts
gaffing the health committees were dso interviewed.

Each person was asked for his’her opinion on the following questions about dental
care access for Medicaid recipients Medicad recipients in the state have difficulty
accessing dental services: what are the barriers they encounter in accessing dentdl
services, how might these barriers be minimized or diminated; what policy approaches
would reduce these access barriers? Those interviewed acknowledged that barriers
exiged that prevented children with Medicaid coverage from accessing the denta care
services included in the benefit package. Those interviewed stated that prevention and
dentd hedlth promotion services were the category of dental services most underutilized.
This underutilization was dtributed to avariety of factors, including failure of parentsto
seek dental carefor their child, unwillingness of dentists to provide services to Medicad
beneficiaries, and a times an inhospitable environment. Most respondents indicated that
they perceived the supply of dentists to be adequate but that the distribution statewide
could be a barrier to access, particularly in sparsaly populated counties. The required
paperwork was repeatedly mentioned as being a deterrent to increasing provider
participation.

Saverd of the legidators noted that this issue lacked vighility within the
legidature, with the mgjority of members having limited understanding of the problem.
Policy solutions suggested by legidative respondents sorted into three primary categories:
provider workforce, delivery of services, and payment mechanisms.

Increases in provider workforce: Increase the pool of denta hygienists through
expanson of training programs. Denta hygienists can provide preventive care under
the supervison of dentists but in locations physicdly disparate. Develop reciproca
educationa dots with states having denta schools and dlocate those to individuas
willing to provide care to the underserved population for a stipulated period of time.

Ddivery of services. Provide grants to Startup clinicsto provide dental servicesto the
indigent and modify the dental practice act to dlow employment of dentistsin these
grant supported clinics. Improve the deivery of dentd servicesto Medicaid clientsin
ways utilized in the Hedlth Wave program via contract community grants to foster
local solutions to improve access to dentd services. Expand the educational campaign
for beneficiaries to emphasize the importance of dental hedlth care and patient
regpongbilities in acquiring services

Payment: Provide mechanisms to improve the dollar amount paid for preventive
services.

A dtate approach that seems to be working in Cdiforniaemploys atiered
reimbursement plan with the first $400 per beneficiary going for a bundled group of



services (cleaning, sedants etc.) and alows up to $400 for restorative care. Dentists
recaive payment for thistier of services at 80% of the reasonable and customary rate.
Restorative costs exceeding $400 would require preauthorization. Total dental costs up to
$1000 would be paid at the 80% rate and for costs exceeding that annual amount the
reimbursement rate would be at 60% of the reasonable and cusomary rate. Eligibility for
dentd care to include indigent adults.

Summary of Association Interviews

Improving denta care for children has an gpped to the Legidature. Right now
the Legidature is sympathetic to children’s issues, dthough the initiaive for change
might be well received if it comes from athird party rather than from the dentists. Part of
the reason the Legidature is interested in dental servicesis becauseit is an efficient use
of date dollarsin ddlivering beneficid services that are effective...”it is good bang for
the buck.” The problem of underserviceisared problem and one that needsto be
addressed redligtically. One way to address the problem isto bring dental servicesto
children through other means, schools as one answer. At leadt, the schools ought to be a
place where kids can get fluoride treatments or rinses. EPSDT’ s screening requirement
for kids might include licensed day care centers. A sgnificant issue is how to staff these
clinics. Dentists will be concerned because they want to maintain the independent
practice modd and thus are not receptive to the possibility of losng patients. But
dentigts, at the same time, want to be part of the solution. There would appear to be
aufficient leverage to serve as the basis for a compromise—on hygienigts, for example. It
iscritica that the dentists are involved in any change.

Another issue is education. Dentists need to do a better job of educating the public
asto when is an gppropriate time for children to vigt the dentists. Parents need more
information about when to schedule a visit and what problemsto look for. A related issue
is educating parents that dental services may be less urgent but they are no lessimportant.
If there are compelling data that suggest thet there is a problem in the supply of dentids,
there could be some interest in the Legidature, but it would al depend on cogt. In
addition, if it were an issue that is part of the development of primary carein the State, it
would be well received.

The issue of fluoridation is probably better received now than in the padt,
dthough it is gill aloca control issue and will need loca support.

Summary of Government Interviews, Including
Kansas Medicaid Officials

Medicad officiasin Kansas characterize current Medicaid child accessto dental
sarvicesas “poor.” The common theme that emerged from interviews was the frustration
in finding away to address the access problem. Dentists are a difficult group to entice
into the ddlivery system in part because of their practice in non-group arrangements and
their inability to shift overhead and treatment cogts of the uninsured onto other payers.
(Spisak and Holt, 1998).

When asked to provide explanations of low access, Kansas Medicad officids cite
the fallowing:



| nadequate provider supply, which isdriven in part by the absence of a dentd
schoal in the state, by the fact that in Kansas, most dentists can “pick and
choose patients,” and by the absence of a*“charity” care interest, relative to
other providers.

Low reimbursement rates. As of 1997, Kansas reimburses dentists at 50% of
the usud, customary, and reasonable (UCR) dentd fee rates (up from 28%),
but mogt officias note that there has been minima increase in provider to
patient ratios since the rate increase,

The stigma associated with Medicaid patients and the frustration of dentists
with Medicaid patients who fail to keep appointments.

These explanations for inadequate Medicaid dental utilization rates are consistent
with those offered by other states and by national Medicaid officids. On a postive note,
officids seem satisfied with the qudity of care offered by those dentd providers who do
offer care to Medicaid patients.

The state legidature gppears to demonstrate minimd interest in the access issue.
One officid notes that afew dentists are complaining about reimbursement rates, the
Medicaid provider application and renewa process, and other Medicaid issues.

Officias seem to be particularly discouraged by responses to a recent SRS mailed
request that all Medicaid dentd providers update information such astheir provider tax
| D#, contact information (address, phone number), etc. One quarter of the queried
providersfailed to respond to the information request, prompting sate officiasto
gpeculate that these nonrespondents may no longer be willing to provide services.

State Medicad officids maintain regular communication with the Kansas Dentd
Association, and the state’' s Medicaid fisca agent — Blue Cross Blue Shield of Kansas—
engages in ongoing efforts to recruit and maintain denta providers. However, interviews
with dtate officids give rise to the impresson that these communication forums (mestings
with state provider representatives) are a source of ongoing frustration to both sate
officids and providers.

Potential Solutions

Interviewed officids seem to concur that the Child Hedlth Insurance Program
(CHIP, or HealthWave in Kansas) might induce more dentists to provide servicesto
Medicaid children. They note that Heal thWave managed care plans have been
“comparatively successful” in recruiting dental providers, and that the state’ s plan to fully
integrate Medicaid and CHIP children into a* seamless program” (by July 2000) may
mitigate current access problems among Medicaid children.

One of the two HealthWave managed care plans (HMOs) subcontracts with Delta,
adentd plan that enrolls roughly 80% of the stat€' s dentists. The second HealthWave
plan aso subcontracts with another dental plan. These two HealthWave plans reimburse
dentd services on afee-for-sarvice basis. In the view of Medicaid officids, the
HealthWave denta reimbursement rates are probably not dl that different from those
paid to Medicaid denta providers. The plans may be attempting to keep the HealthWave



rates as close as possible to current Medicaid rates in order to maximize the potentia
success of the future * seamless program” approach.

Although state dental providers do provide services through HealthWave, they are
“unhappy . . . with managed care.” Nonethdess, state Medicaid officids note that
“having managed care organizations manage dentd [services hashelped alot.” What
remains unclear is whether such an gpproach will be viable when plans are asked to
provide dental services under a Medicaid-HealthWave capitation rate. Although child
access problems may be better addressed by the “ seamless” Medicaid-HealthWave
program, one challenge facing the state is how to fold Medicaid denta services and
HealthWave into one coherent program.

A vaiety of other potentia solutions have been cited by Medicad officids

Explore options designed to encourage Kansas youths to attend dental school
and then provide services to state Medicaid enrollees.

Consder selective rate adjussments. For example, provide higher
reimbursement rates for sealants and other preventive servicesthat Sate
dentigs prioritize.

Consder the operation of amobile dental van, which can provide services
throughout the state, with afocus on remote aress.

Use dternative funds (such as United Methodist Hedlth Minisiry funds for
fluoride and sedlants) for some current needs.

The views of Kansas Medicad officids tend to reflect the conventiond wisdom
and the empirica evidence found in other states experiencing dental access problems for
Medicad children. In Kansas, low provider supply isdriven in part by areatively low
provider to population ratio (50 per 100,000), and is exacerbated by atradition of
relatively low rembursement rates, the absence of a state dental school, and provider
reluctance to serve Medicaid patients. Although recently increased, provider
dissatisfaction with reimbursement rates continues to dominate discussions between
dental providers and state Medicaid representatives. The perceived “stigma’ of Medicaid
patients and the program’ s adminigtrative requirements further suppress provider
participation.

Asin other sates, Kansas Medicaid officids appear to rely on the potentia
improvements offered by managed care systems.

Summary
Common themes among policy makers are:
Prevention that aso offers cost efficiencieswill be well received by the
Legidature
HedthWave offers possibilities of improved access and merits careful monitoring.
Nothing meaningful heppens without the cooperation of the dental community.
A redtructuring of Medicaid reimbursement that gives grester emphasisto
prevention could be well received in the Legidature.



Part 1 X. Policy Options

The focus of this study is access. The research has been focused on trying to
understand what factors affect Medicaid children’s access to dental services. The research
has been driven by the following questions:

What dentists participate or decline to participate in Medicaid and why? What are
their recommendations for change?

Among those who do participate, what are the access problems for Medicaid
children?

How do Medicaid beneficiaries view access? What specificdly are the barriers to
access seen by the parent and by others?

What changes might be possible in the program by policy makers?

What are the successes in improving access in other states?

Introduction

The present system for providing dentd servicesfor digible Medicad children is
not working. Roughly athird of the children seeking care are finding problems in access.
The degree of the problem is confirmed by other survey datain Kansas (HedthWave) as
well as research in other states. Compounding the problem isthe rlatively few number
of dentists who participate in Medicaid. Even more indicative isthe very smal number of
dentigts (35) who are serving amgjority of the digible population. A third of dentistsin
the State serve less than 2% of dl digible children. As problematic isthe lack of any
viable way for Medicaid childrento gain access to specidized denta care on their own or
through a primary care dentist. Perhaps also compounding the problem isthe lack of
denta coverage for those over 21 and under 65. A mgjority of the states cover adullts,
which may asss in enralling children when their parents are also affected.

The notion that an increase in Medicaid reimbursement alone will solve the
problem appears to be problematic. SRS raised reimbursement in 1997 and the number of
dentists participating from 1997 to 1998 decreased dightly rather than increasing. The
experience that the State had in raisng Medicaid rembursement ratesin 1997-98
suggedts that reimbursement in and of itself is not theissue. It could be that theissueis
reimbursement linked to overdl adminigtrative complexity, delay in reimbursement, or
other related issues, but it appears that reimbursement by itsalf is not a demongtrable
issue.

Medicaid children use hedlth clinics dmost as much asthey use private dentists to
access dental services (49% and 51% respectively). These data suggest that in addition to
private dentists, there needs to be other types of provider networks to serve the children
who are digible for services. Thereis generd support (especialy by dentistsin focus
groups) that some new service system needs to be created to alow greater access and to
forestall more serious dental problems later on. If asystem were to evolve, it would aso
need to include access to dental specidty servicesin order to meet needs.

The research results suggests the following five policy options.



Policy Options.

1. ChangeDdlivery Structure
a. Creation of public hedth clinics

1.
2.
3.

Joint participation of loca health departments and private providers
State funded block grants, both Medicaid and public hedth
Sdaried employees

b. Creation of extended clinic hourswithin private dentd practices

1
2.

3.
4,

Accommodate low income persons through extended hours clinic
Receipt of grant funds from Medicaid to maintain extended hours with
Medicad dients having firgt “priority” for these dots

Improved outreach to maintain better compliance

Reduced paperwork, improved management, faster reimbursement

2. Change Reimbur sement
a  Threetier reambursement

1
2.
3.

100% of cost for expenses up to $400
80% of cost for expenses between $400 - $1,000
60% of cost for expenses over $1,000 per year

b. Capitation

C.

1
2.
3.

Competitive bidding for bundled services for Medicaid dlients

Reimbursement that provides added incentives for prevention and promotion
Actuaridly sound payment estimates that have risk corridor built in during

firg two-three years so that neither Medicaid nor providers have complete risk

Increase fees

1.
2.
3.

Bring al preventive servicesinto identica payments as private payers do
Sdectively contract with specidists for more intensive care

Case management for Medicad clients with especidly high anticipated
resource use

3. Increase Supply of Dentists and Dentist “ Extenders”

a. Legiddivey create anew denta school in Kansas

b. Medicad and KDHE to initiate program to provide financid incentives for
dentists to practicein areas - both urban and rural — of greatest need
Work with KDA and KDHE to increase recruitment of dentists upon graduation
from dental school through better human resource marketing or through a
scholarship thet recruit graduates to underserved aress.
Work with KUMC and KDA to expand telemetry to include denta servicesin
remote or underserved areas
Serioudy undertake negotiations with professona organizations to identify
where and how denta hygienists and technicians may have greeter rolein
providing sdlected services to Medicad clients

C.



4. Undertake Re-engineering Processto Create New Medicaid Dental Program in

Kansas

a

b.

C.

d.

Medicaid to initiate process that would “privatize’ services.

All proposdsfor new dentd system would be solicited by bidding process and
reviewed in a public forum before acceptance/enactment

New system could conceivably be product of consensus process
Adminigrative safeguards would be primary responsibility of Medicaid program

5. Expand Prevention and Education Efforts

a

Expand and improve vishility of dental health statewide through improved

Coordination between schools, public hedth, and Medicaid

1. Externd grant funding to promote denta health among high risk populations
in date

2. Denta screenings at schools with participation and cooperation of loca
hedlth departments and loca denta providers (both dentists and
hygienisstechnicians)

3. Maedicad funding of dentd hedth in school hedlth dinics

Cregtion of an Office of Dental Hedlth within KDHE

1. Two .5 pogtionsthat would oversee information dissemination, assessmernt,
policy development, and assurance functions for dental hedth sate-wide

2. Seed funding for these positions to be sought from Foundation support or
other externd funding

3. A public hedth oriented dental newdetter that would be created in
coordination with KDA and be sent to al dentists statewide

More efficient implementation of Early and Periodic Screening, Diagnosis and

Treatment (EPSDT) for denta screening

1. Useof EPSDT program to more intensvely and comprehensvely screen for
denta hedlth

2. Useof EPSDT funding to provide financia incentives for dental providersto
be more involved in the program.

3. Useof dental extenders where appropriate to provide services

4. Federd assstancein redesigning program to improve dentd health based on
successful moddlsin other states

The problem of Medicaid children’s access to denta servicesistoo complex for this
research to prescribe solutions. Health services research can suggest touch points but
solutions depend on stakeholders participation and consensus. The following processes
are specific suggestions suggesting how the access issue can be engaged.



Policy Recommendations

1.

Each of the above policy options needs to be analyzed and fully discussed in depth by
apane of expertsto assessfor feasbility. Thispand should include representatives
of Foundations, researchers, advocates, consumers, and providers (both dentists and
dental “extenders’). It should be convened at the specid request of the Governor's
Office upon recommendation by the Secretaries of KDHE and SRS, KDA, and
consumer groups and its report to provide specific recommendations.

Recommendations of this expert pand should be implemented by aintergovernmenta
task force directly reporting to the Governor’s Office, with line delegation to both the
Secretaries of the Departments of Health and Environment, and Social and
Rehabilitation Services.

The United Methodist Hedlth Ministry Fund should continue to fund information
needs required to facilitate legidative activity that implements the above
recommendations

The underlying framework on which any policy should be built should be prevention
and promotion, with a specid emphasis on children

EPSDT (KanBe-Hedthy), because of its emphasis on prevention and promotion,
should be utilized firgt as an adminigrative home to improved dentd heslth for
Medicaid children in Kansas.

Grester cooperation between KDHE, Kansas Medicaid, and HealthWave is necessary
in order for EPSDT to be fully implemented in order to meet the needs of Medicaid
children

Because the issues that affect Medicaid children’ s access to dental services are

many and simultaneous, a policy recommendation thet reflects only one dimensionis
fraught with problems. Effective policy change, in complicated environments like this

one requires research, consensus building, and implementation on many fronts in order to
arive a solutions.
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