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AMA Quality Strategy

Vision:

To optimize health outcomes of Medicaid beneficiaries by

* Improving clinical quality

* Transforming the health care delivery system for Alabama
Medicaid

* Reducing costs
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Commercial Medicaid” Both Commercial and Medicaid

e Reports:
e 70% of ACO with Dental Have Medicaid Contract
e 30.2% of ACO without Dental have Medicaid Contract
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e Reports:
e 70% of ACO with Dental Have Medicaid Contract
e 30.2% of ACO without Dental have Medicaid Contract
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MNote: Note: ACOs were asked about dental services in the total cost of care in commercial contracts in both survey waves and in
Medicaid contracts in the second wave. Payer categories are not mutually exclusive. An ACO may be held responsible for dental
services by a commercial contract, a Medicaid contract, or both. Results presented are pooled across eligible ACOs (those with a
commercial contract in either survey wave and those with a Medicaid contract in wave 2). *p<0.05.

Claim: 45% of ACOs with dental operate in the South
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Figure 2: Inclusion of Dental Se 5 in Accountable Care Organiz:
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e total cost of care in commercial contracts in both survey waves and in
Medicaid contracts in the second wave. Payer categories are not mutually exclusive. An ACO may be held responsible for dental
services by a commercial contract, a Medicaid contract, or both. Results presented are pooled across eligible ACOs (those with a
commercial contract in either survey wave and those with a Medicaid contract in wave 2). *p<0.05.

MNote: Note: ACOs were asked about dental services in

e Only 9 of 126 RCO operating in South
e 17 Southern RCOs do not have dental
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* No examples of ACOs
functioning across entire state
« One ACO operating In
Washington/Oregon since 1970s.
e Part of Kaiser
« Has NOT been rolled out to
Kaiser across country
« ACOs operating with FQHCs or
Public Health Clinics seem to
function best



Evidence from the literature:

AMA Quality Strategy m J
1. Hope for improved care
Vision: coordination
2. Multiple ACOs express
. e on
o To optimize health outcomes of Medicaid beneficiaries by f%%gﬁi%i\é%f ACO
= Improving dlinical quality mé‘;%l' _ﬁ 'HS_ S
* Transforming the health care delivery system for Alabama 3. "M&felisciplinary
o & Medicaid interactions will take
y Reduciing;costts significant investment in
A electronic records and

interdisciplinary
communication tool




Success of the Current Model

HISTORY OF ALABAMA DENTAL MEDICAID




Success of the Current Model:

A Story of Successful Public-Private
Partnerships

"Only through effective disease reductions that
markedly impact the Medicaid child population’s
disease burden of preventable tooth decay can better

oral health at a lower cost be achieved”
CDHP Issue Brief, 2012

» A successful program controls costs by effectively
reducing disease and emphasizing prevention



Success of the Current Model:

Principles for Building a Successful Program

» Early Risk Assessment and Education
» Fluoride Varnish

» Access to a Dental Home (age 1)

» Early Intervention and Treatment

» Continuous Preventive Measures, Anticipatory
Guidance, Regular Intervals, Dental Home




Success of the Current Model:

Alabama Dental Medicaid Program

1997-98
350 Providers
25.2% Utilization

» Late 1990’s...a broken system

Actions Taken:

» Dental Task Force (DTF)
» Coalition of Public-Private Stakeholders
» Alabama Smile 2000



Success of the Current Model:
Results of Reform

Utilization
Providers 50.00% 45.70%
1000 45.00%
40.00%
800 1t ;
35.00%
600 30.00%
400 350 25.00%
SOl 20.00%
. 15.00%
0]
1998 2010 Bl

5.00%
0 0.00%
121% t 1997 2010



Success of the Current Model:

» Collaboration

» Focus: Prevention and a dental home by age 1

» Trained over 400 physicians and other health
care providers

» Results:

54% of Alabama Two Year olds
have had a dental exam!

Children Under 3 Receiving Dental Care



Success of the Current Model:

2010 Task Force on Program Improvement

» Initiated by Provider
» Commissioner formed committee of provider

» Task: Find cost neutral savings and make recommendations for
reinvestment for program improvement

» FEB-JUL 2010, Comprehensive Review of all covered procedures
» Scientific literature, provider surveys, academia

» Standard of care, efficacy, age appropriateness, success rate



Success of the Current Model:

2010 Task Force Results

» 21 Evidenced based Recommendations:

» 13 codes eliminated, 4 fee reductions, 4 fee increases

» Examples:

»Eliminated rubber cup prophy for under 3y

» Reimbursement reduction to multi-surface
restorations:

»41% reduction in this poor outcomes procedure



Success of the Current Model:

2010 Task Force Results

» Analysis by Lister Hil 2011 2012
Center, SEP 2010 it afeetls of
projecteed S"a";‘i,igs $4,977,372 $5,730,305
» Approved by NPT
Medicaid and DTF et totals o
SEC oo Ol $3,314,282 $3,546,694

expenditures

» Implemented FEB Diff b
2011 ifference between

projected savings $1,663,090 $2,183,611

and projected
expenditures




Success of the Current Model

AMA Quality Strategy

Vision:

To optimize health outcomes of Medicaid beneficiaries by

+ Lmproving/clinical gzalily

* Transforming the health care delivery system for Alabama
Medicaid

* Reducing costs




Use of Dental
Services in
Medicaid and
CHIP

January 2015

January 2015

Centers for Medicare & Medicaid Services

Medicaid/CHIP

Health Care Quality Measures




Table 1. Preventive Dental Services: Percentage of Eligible Children Ages 1 to 20,
Enrolled for at Least 90 Continuous Days, who Received Preventive Dental
Services, as Submitted by States for the FFY 2013 CMS-416 Report (n = 49 states)

Percentage

45.0 (Meang
47.5 (Mg
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Indiana
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Nevada
w Hampshire

Marth C
Marth O
Ohio

Source:

Motes: - cludes the 50 states and the District of Columbia. Florida and Missouri did not repeort
final data for this measurs for F 12 as of August 4, 2014,

Alabama 51.7%

« Ranks #10 in hation!

e #2 1IN South
e Behind TX at 52.7%

.eventive
Dental Services



Table 1. Preventive Dental Services: Percentage of Eligible Children Ages 1 to 20, °
Enrolled for at Least 90 Continuous Days, who Received Preventive Dental S ‘I' G ‘I' e S N O ‘I' < O n ‘I'r G C ‘I' I n
Services, as Submitted by States for the FFY 2013 CMS-416 Report (n = 49 states)

Denom rcentage

swe  pememmator  percenage | .
= with Managed Care:

Alabama 538,297 E17
Alaska 52,544 .
Arizona 728,715 455
Arkansas 371,415 0.2
California 4887231 368
Colorade 459 763 50.5 0 E
Connecticut 315,582 g0 5 A) Preven'“ve
Delawars 93 673 458.3
D.C. 38817 408 E
Ceorgia 1,084,128 50.1 SerV|CeS
Hawaii 146,156 4325
ldaho 131,043 EEd
llingis 1,568,087 521
Indiana 540,232 383
lowa 285,918 495
Kansas 245 895 458
Kentucky 490 234 42 8
Louisiana 757,670 451
Maine 133,001 k=l
Maryland 501,951 52.9
Massachusetts 539,294 L
Michigan 1,115,872 40.1
Minnszota 435,736 8.2
Mississippi 376,413 478
Montana 83,874 475
Nebraska 176,152 522
Nevada 223,322 449
MNew Hampshire 93,733 5549
New Jersey 701,710 470
MNew Mexico 345 22 51.4
MNew ork 2,130,292 40.53
Marth Caralina 1,054,704 45.5
Marth Dakota 43 098 259
Ohio 1,275,085 7
Cklahoma 538,893 465
Oregon 342 262 6
Pennsylvania 1,122.519 40.0
Rhode Island 104,856 412
South Carclina 827,725 50.3
South Dakota 36,159 40.9
Tennegses 757 647 487
Texas 3,111,289 527
Utah 191,741 516
“Yermont 57,739 588
Yirginia 526,932 45.2
VWashington 753,036 55.0
West Virginia 195,554 460
VWiscongin 522,082 253
Viyoming 52,077 40.8
Mathematica analysis of FFY 2013 CMS5-416 Reporis (annual EPSDT report), Lines 1k and 12k, as of
August 4, 2014,

The term “states” includes the 50 states and the District of Columbia. Florida and Missouri did not repeort
final data for this measure for FFY 2012 az of August 4, 2014,
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Medicaid Dental Utllization by Age
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Children Receiving Restorative
Care

 Fewer Alabama children require f
restorative care (lower 1/39)

 Next to lowest in South
(Only Kentucky is lower)



Alabama 3'Y graders caries prevalence:
Changes over fime

Treated or Untreated Decay. Untreated Decay.
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ADPH Dental Surveys
2006-2007 & 2011-2013



Alabama 2013 report on caries
prevalence in 3'“ graders

Alabama 3r U.S. 6-9 Year Olds,

Grade, 2011-2013

2009-2010

Alabama Department of Public Health Data Brief <= February 2013

The Oral Health of Alabama’s Kindergarten and Third Grade Children
Compared to the General U.5. Population and Healthy People 2020 Targets

Dala from the Alabama Oral
Health Survey, 2011-2013

® About half of Alabama’s
kindergarten and third grade
children (50%) had a history of
decay in their primary or
permanent teeth, compared to
A45% of §-9 year old children in the
general L5 population,  The
Healthy People [HP) 2020 for 6-9
year olds target is 49%.

About one-fifth of Alabama's
kindergarten and third grade
children (20%) had untreated
decay. This compares to 17% of -
9 wear-old children in the general
WS population and a HP 2020
target of 26%.

Mare than one out of four [29%)
third grade children in Alabama
had at least one dental sealant an
a permanent tooth; similar to the
prevalence among the general
U5 population and the HF 2020
target for 6-9 year olds (32% and
28% respectively).

Some oral health disparities still
exist in Alabama with low-incorme
children hawing the highest
prevalence of decay experience
and untreated decay.

Good oral health is important to a child’s social, physical and mental
development. Even though tooth decay can be prevented, maost
children in Alabama still get cavithes. To assess the current oral health
status of Alabama’s elementary school children, the Alabama
Department of Public Health coordinated a statewide oral health
survey of kindergarten and third grade children in Alabama's public
schools. A total of 8,057 children received a dental screening at 68
schools during the 2011-2012 and 2012-2013 school years, The
sampling frame for the survey consisted of all public schools in
Alabama with 20 or rmore children in thind grade. This data brief
presents information on the prevalence of tooth decay in the primary
and permanent teeth of Alabama's kindergarten and third grade
children compared to 69 year ald children in the general U5
and the targets for Healthy People 2020, It also describes
f dental sealants, a plastic-like ing applied to the

chewing surfaces of children’s teath to prevent tooth decay.

PFrevalence of decay experience and untreated decay.

Figure 1. Prevalence of dec rience and untreates in the primary
third gr
the Healhy P

Percent of Children




Alabama 2013 report on caries
prevalence in 3'“ graders

 Alabama starts with 13%
higher prevalence than
national average

e Only has 4% more untreated
decay

Alabama 3r U.S. 6-9 Year Olds,
Grade, 2011-2013 2009-2010




Alabama 2013 report on caries
prevalence in 3'“ graders

Alabama Restorative Care:
37% treated

National Average
Restorative Care:

Alabama 3U.S. 6-9 Year Olds, 28% .I'reallled

Grade, 2011-2013 2009-2010




Alabama Dental Medicaid 2003-2014
Preventive v Restorative Care
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Children Recelving Restorative
Care

« Why are fewer Alabama
children requiring restorative
care:

Prevention programs
are working! o i
4



Health equity

Dental sealants (3™ grade only)
Non-Hispanic white
Non-Hispanic black
GE 50% FRL
LT 50% FRL

Untreated decay (K & 3rd)

Mon-Hispanic white

Non-Hispanic black “There WaS no dlfference

GE 50% FRL

LT 50% FRL In the prevalence of
Decay experience (K & 3rd) decay experlence or

Non-Hispanic white

Mon-Hispanic black untreated decay among

GE 50% FRL

LT 50% FRL racial/ethnic groups.”




Success of the Current Model

AMA Quality Strategy

Vision:

To optimize health outcomes of Medicaid beneficiaries by
* Improving clinical quality

TRAN SFO R M . I;:;;::Lntng th¢ nedltk care delivery Evdtem fiil Alabivia

* Reducing costs




Interdisciplinary Healthcare

Takea

IstLook

A Healthy Saille = A Healthy Chi

“Early prevention of dental caries will ultimately result in improved
oral health for high-risk Alabama children,” said Medicaid
Commissioner Carol Steckel. “This partnership between Patient 1st
medical providers and the dental community is a win-win effort
that will significantly impact the overall health and well-being of

the children we serve.”



Innovative Health Delivery Systems

SCI.I'I'E" Dental Center

A Non-Profit For Alabama’s Children Forbes

Makingv Medicaid Work: Dentists For
The Poor

DOLLARS AaND DENTISTS "—"
Systematic Screening an | R T\
Assessment of Workforce
Innovations in the Provision of
Preventive Oral Health Services

Forbes

Disruptive Innovation: A Prescription

Evaluability Assessment Site Visit Summary Report
For Better Health Care

Sarrell Dental Program
Anniston, Alabama



Stakeholder Involvement

Dental Task Force/Subcommittee

The Dental Task Force was created in 1997 to review dental program policies and rules
and to make recommendations of dental practice standards for incorporation into the

policies. The Dental Task force also reviews surveys and makes recommendations for

dental program evaluations as well as general recommendations to address misuse, abuse
and fraud.

Oral Health Coalition of Alabama/
Alabama Oral Health Strategic Team

The Oral Health Coalition and The Alabama Oral Health Strategic Team are committed to
the dissemination of Dr:|| health III'fl..IHrI-ltII'II in ur‘IHr’ru hull‘l pllLIlr awareness on ’rhw

tll'l'la| Iwaltlu h- r-ru-.-l-'hng _qual alui tll'l'll-'|-. access

u'l.:'” bemg of thn: l..||||:|.



Success of the Current Model

AMA Quality Strategy

Vision:

To optimize health outcomes of Medicaid beneficiaries by

* Improving clinical quality

* Transforming the health care delivery system for Alabama
Medicaid

« Reducing cogis




Provider Involvement

Dental Task Force/Subcommittee

o review dental program policies and rules
and to make recommendations of denta andards for incorporation mtl the
policies, The Dental Task f =0 1s fo
dental program evaluations as HII s general reco n.rnwnlhtmﬂ to address misuse, abuse
and fraud.

> 2011--$1,663,090 in savings M?dicaid Pesponding. 1'0. the
> 2012--$2,183,611 in savings voice of provnder's within the
system



Cost as % of total budget

* n
* X
* X
* % %k ADA American
* K el
* ok Association® agg g, JEE4E T 912,000
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2004 1.6%

2010 2.2%
2015 28% (projected at 0.13%/y)

2y lower % of
o dentistry

) measurably
ults

2014

1.6%



2010 to 2014
$ Costs per treated recipient:

*$314 to $285
2.4%/year



Dental Services Program Analysis
Annual Growth Rate — 2010 to 2014
Dental Claims Only

FQHC

Amount Paid 2.7% 1.3% 9.3% | 2 2%

Amount Paid Full Rate . 4.0% 26% | 93% | [35% ] |

Amount Paid BCBS Rate . 63% | 43% | 93% | 51%

Presented by Medicaid at August 14 meeting



Current Medicaid Dental Structure:

AMA Quality Strategy m J

Vision:

To optimize health outcomes of Medicaid beneficiaries by

+ Improving dinical qualiity
/ « Tansiesnnt badthiGa®h care delivery system for Alabama

Medicaid
/- Reducing;cosits

0>

b)Y

Nationally recognized,
highly ranked program.

len: ' :
ﬁggﬁ@ﬁ%ﬁg%@ﬁth care

ARAIRDIMG RIPHRRIREW
Reatthdagenodbtsial budget
below national norms
Providers are engaged in

posteper recipient are
coming down

Provider recommendations
are making “smarter” use of
funds



Evidence based predictions for
other models functioning In
Alabama



Rising costs iIn Medicaid due to
iINncreasing eligibles

» Medicaid reported 4.7% increase in unique recipients in 2014
» Cost per recipient went DOWN
» Claims per recipient went DOWN

» Overall costs went up

Bottom line:
Unless the number of eligible decreases, cost will
increase no matter what form the program takes.



How can this be addressed?
Option 1: Reduce Provider Reimbursement

» Multiple studies show that provider reimbursement is directly correlated
with access to care

» Alabamais currently already operating with 16y old rates:

» Results in our state are already “statistical outliers”
» If access drops below levels CMS accepts they will intervene

» Federal cases in multiple states have ruled rates must cover costs of
dentist

Bottom line:
Provider reductions risk overwhelming
the Alabama system



How can this be addressed?
Option 2: Restrict patient access

» Federal rules regulate eligibility

» Two methods have been documented:
» Limiting number of providers
» Increasing bureaucracy

» Federal guidelines are currently being updated to respond to
concerns about this issue

» Federal court rulings have stipulated programs must have
“acceptable administrative burden”

Bottom line:
Access restrictions could prove to be resource intensive



How can this be addressed?
Option 3: Eliminate waste

5 il Medscape Medical News
» Quality assurance is important US Senate Report Calls for Corporate Dentistry Reforms

Laird Harrison

; : Corporate dentistry bleeds Medicaid, vulnerable
But to impact budget requires low-income children

large scale wastes Complaints About Kids Care Follow

Smiles
» Alabama does not have: A
] . 2" INVESTIGATIVE REPORT ON THE
> Large corpaiat =N CORPORATE PRACTICE OF DENTISTRY

» Alabama does not have
orthodontic services

- Texas saw 83% reduction in orthodontic service payments in first six
w months of managed care



How can this be addressed?
Option 3: Eliminate waste

Bottom line;
Alabama would have to eliminate needed care and
not waste to impact the budget




Administrative Costs

» Alabama currently pays ~3% in overhead
» 97% of Alabama Medicaid dental funds goes directly to patient care

» Any program that increases that costs takes money from patient
care

Bottom line:
We cannot identify any area where savings could be
realized without harming Alabama'’s children



We conclude with one voice:
NANEDY:

ALABAMA DENTAL ASSOCIATION

» The Alabama Dental Medicaid Program as currently

configured has achieved the vision of the Alabama Medicaid
Program

» The Alabama Dental Medicaid Program should remain S |
. : arrell Dental Center
separate from the current Medicaid restructure A Non-Profit For Alabama’s Children

“ SCHOOL OF
DENTISTRY

Knowledge that will change your world

» The Alabama Dental Medicaid as currently configured is the
best option for continuing to serve the children of Alabama
with quality dental care in an affordable way
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