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Good morning. Iam Dr. Joanna Douglass, a pediatric dentist and associate professor at the
University of Connecticut. I have directed the UCONN-Burgdorf Pediatric Dental Clinic, a large
facility serving Medicaid children, and worked throughout the state to increase access to oral
health care. I am here today in support of Senate Bill 1, A4n Act Concerning Increasing Access To
Affordable, Quality Health Care.

In an effort to improve access to oral health care among Medicaid or HUSKY children, I have
authored two policy briefs. The briefs, which were commissioned by the Connecticut Health
Foundation, are attached to my written testimony.

Oral health is part of overall health and contributes to our ability to function well at school, at
work and in social settings. Poor oral health has been linked to pre-term births and poor diabetic
control, as well as the inability to concentrate and learn at school. Any measure to improve
overall health must include oral health. And, any effort to expand health care coverage must
include real access to providers. Without adequate access to providers, expanded coverage will
not solve our health care dilemma.

One-quarter of children in Connecticut are insured under HUSKY. While oral health coverage
under HUSKY is adequate, access to oral health providers is in crisis. In Connecticut, the percent
of HUSKY children able to see a dentist is the lowest among ALL New England states, Less than
one-half of those requiring treatment actually receive it. In a recent “mystery shopper” survey,
only around 27 percent of those who inquired were able to secure a dental appointment.

National studies cite low reimbursement rates as the biggest reason for low provider participation
in Medicaid. Connecticut’s reimbursement fees are one of the lowest in New England. In other
words, each time dentists see Medicaid patients, they lose money. To put the issue in perspective,
the state pays $22 per person per month for dental insurance for state employees and their
children, yet only pays $7 per person per month for HUSKY children. It is hardly surprising that
families cannot locate dentists willing to see their children insured under HUSKY.

While Connecticut’s oral health safety net is trying to meet ever-expanding needs, community
and school health clinics provide only about one-third of the dental care that HUSKY children
receive. Private dentists, on the other hand, provide two-thirds of the care.

The attached table illustrates that private providers will participate in Medicaid in significant
numbers if fees are increased to the 70™ percentile, meaning that 70 percent of Connecticut’s
private dentists charge this fee or less s their normal and customary fee. A recent survey in
Connecticut revealed that 270 new dentists will join the Medicaid program if fees were raised to
this level.



I'support Senate Bill 1 as it clearly recognizes the importance of oral health in overall health and
addresses the issue that insurance coverage without real access does not improve health. The bill
also clearly identifies that any plan must provide realistic reimbursement rates to doctors and
dentists to ensure adequate participation in the HUSKY program.

Thank you for your time. I will be happy to answer any questions.



Increase in Provider Rates Among States That Have Increased Fees o Market Rates

State Year of Change New Rales Approx. # Numerical lngrease in % Ingrease in
Dentists in State Participating Providers* Participating Providers
Mabama 2600407 100% of Blue Cross 1,620 308 to 4567 48%
: N i ratest s’
Detaware 1998¢ .. 85% of dentists normal 30950 110 108
. : submitted charges’
goraia 2000° 75 to 85% of UCR! 4,000° 250 to 1,355" 423%
._thd_iana__i 998+ - 75" parcentile® 3,583" 770 to 1,096 42%
Michigan (Select Counties) - 100% of Delta Dental 115 to 351 205%
2000% B Premier Rates®
Nebraska 1998' 85% of UCR' 1,077 798 to 964" 2%
T 231to 387"+ 68% ™"
- North Carolina 20037 - 73% of University 3,500 644 to 855~ 33%*
L R Faculty rates®
75" percentils™® 1,561° 618 to 896* 43%
75% percentile* * 2,861 380 to 700* 84%
"Change reported after a perod of 2-3 years from the rale Increase except for Delaware which was § years.
““Providers billing grealer than $16.000 per anee, T
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HUSKY A DENTAL CARE:
FINANCIAL STRATEGIES

SUMMARY FINDINGS

« Raising Medicaid reimbursement is one key component to increasing
access to dental care for children on Medicaid.

* Increasing fees to the 70th percentile in other states has resulted in
increased ufilization,

» In the first vear, raising all fees except orthodontics to the 70th
percentile wilt cost an additional $21 miliion, which would be eligible
for a federal match.

« Any increase in fees must be accompanied by ongoing cost of diving
adiustmenis.

In Connecticut multiple barriers exist to providing dental
care for children on Medicaid, including a diminishing
work force, limited capacity of the “dental safety net”
clinics and low Medicaid reimbursement rates.
Reimbursement rates are currently in the lower 1st to 7th
percentiles of dental fees in New England resulting in less
than 15 percent of Connecticut dentists participating in
Medicaid. Raising reimbursement fees to a level at which
an adequate number of providers participate in the
Medicaid program will substan-
tially enhance access to care for
Connecticut’s children.
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HESKY & Dental Care: second in a series
January 2006

CURRENT ENROLLMENT, UTILIZATION
AND EXPENSES

In 2004 there were 267,949 enrolled individuals
under the HUSKY A state dental plan.’ Of these
individuals 170,937 were continuously enrolled
for the entire year while 97,012 were enrolled for
part of the year. Among those continuously
enrolled for the entire year 42.2 percent had at
least one dental visit compared to only 17.4 per-
cent for those enrolled for part of the year. Overall,
33.2 percent had at least one dental visit.

| Using the frequency of dental services utilized by

HUSKY A individuals and current Medicaid fees
[as obtained from the Connecticut Department of
Social Services (DSS) website for fee-for-service
clients] the current total dental expenses for
HUSKY A individuals were estimated. They
amounted to $16,360,526. The annual dental
expenses per enrollee amounted to $61.06 (about
$5 per month per enrollee); the annual dental
expense per user was $184.08. Assuming the
number of enrolled individuals and their utiliza-
tion of services did not change since 2004 the

dental expenses for 2005 would remain the same.

Beimbursement rates cre cirrently
(e the lower st to Tth pereentile of
dental fees in New Lngland.



NEW FEES, UTILIZATION AND EXPENSES:

Selecting a fee schedule based on a percentile helps
determine the level of access afforded to HUSKY indi-
viduals. The 70th percentile has been suggested as the
level at which fees have to be set to increase provider
participation in Medicaid. If the fee schedule is based
on the 70th percentile it can be expected that HUSKY
individuals will have access to 70 percent of the
providers in Connecticut. The 70th percentile indi-
cates that 70 percent of providers charge this fee or

less as their normal and customary fee.

Table 1

Sample Fee Increase

DESCRIPTION CURRENT 2005 NDAS FEES AT
HUSKY A FEES TOTH PERCENTILE
Pedindoic oral exam $18 337
Initial exam $24 $65
Bilewing x rays $16 $35
Gleaning $22 $52
Flupride reatment §15 $29
Sealant $18 $42
Amalgam - 2 surface $38 $126
Resin - 2 surface $46 $147
Stainless steel srown $85 $207
Pulpotomy %45 %150
Anterior root canal $200 $539
Extraction single tooth £33 $122

Souree: CT Department of Soole! Services and National Denlal Advisory Servic.

The actual fees charged by Connecticut providers in 2005 are not
available hence the 2005 National Dental. Advisory Service,
Comprehensive Fee Report (NDAS) was used as the fee schedule for
*" dental procedures provided in Connecticut.* The NDAS report provides

fees for the 40th, 70th, and 95th percentile of dental providers. Using the
dental service experience of HUSKY A enrolled individuals in 2004 and the
2005 NDAS fee schedule we estimated the dental expenses for these percentiles for
all dental services covered by the HUSKY A dental plan.

If the distribution of provider’s fees is distributed
uriforimly the estimated expenses at the 70th percentile
may be higher than the true expenses by nearly 10
percent. Therefore these estimates are upper bound
estimates for 2005 provided that the number of
HUSKY A individuals and their dental service
utilization have not changed since 2004 and
participating dentists continue to charge their usual

and customary fees.

Adjusting Medicaid fees to 2005 levels, regardless of the
chosen percentile, will result in significant cost increas-
es as dental fees have not been adjusted since 1993.° In
addition the fee increases change the distribution of
the costs. Of note, the percentage of the costs attrib-
uted to orthodontics will increase from 24 percent to
42 percent (Figure 1), a disproportionate increase
given that orthodontic services are provided to less
than 5,000 of the 267,949 individuals on Medicaid
annually. If the costs for the two most common ortho-
dontic procedures were to remain constant at their
present 2004 level this cost proportion would drop to
11 percent. Therefore, if fees for all services except

orthodontics were increased to the 70th percentile, it



Figure 1

Distribation of Costs
for Current Fees

Hagnostic Services

Prevention

Distribution of Costs
if All Fees Raised

Zm Fllings and Root Carals

Distribution of Gosls
if All Fees Except
Crikodontics Raised

. Qrthodontics

Analysis based on data from the T Departmen! of Social Servives, Connsclicu Voices for Children, and ational Dental Advisory Service.

would cost an additional $21 million, which is eligi-
ble for matching dollars from the federal Medicaid
program. In contrast, if fees were increased for all

services including orthodontics, total costs would

increase by $40 million (Table 2), which also is

eligible for a federal match.

The increase in fees is expected to lead to an increase
in the dental utilization of HUSKY A individuals
as the number of Medicaid providers increases.
Currently less than 15 percent of providers partici-
pate. Although projected utilization is difficult to esti-
mate the range is expected to lie between the present
dental utilization rate (33.2 percent) and the utiliza-
tion rate of non-poor individuals (65 percent). As a
result, we provide additional estimates of total dental
expenditures for an overall dental utilization. rate of
50 percent. This range should not be considered as
low. If we were to assume that the ratio of dental uti-
lization between continuously and non-continuously
enrolled children remains constant the overall dental
utilization of 50 percent is equivalent to 64 percent
for children enrolled in HUSKY A for 12 months con-

tinuously. This is consistent with Michigan’s experi-
ence after Medicaid fees were increased.” However, it
will take considerable time and effort to achieve an
overall utilization of 50 percent after the new fees are
implemented. Additional federal matching dollars can

be expected in future years to offset increased costs.

All estimates are in 2005 dollars. No attempt has been
made to adjust expénses for future increases in dental
fees. Ongoing adjustments to account for cost-of-
inflation are essential for improving and maintaining
access to dental care for HUSKY A individuals and to
prevent the erosion of access that has occurred since

fees were last adjusted in 1993,

The increase [ foes 1s
capecied to lead to an increase
i the dentel wtidizaiion of
FIUSKY A inddividuads.



Tabie 2

Current and Proiected Costs of HUSKY A Children’s Dental Services for All Services and Modified Services

Total Progeam Cost: All Fees Raised

Tolal Program Cost: Ali Fees
Except Orthodontics Raised”

Current Utilization (33%}

Projected Rates (50%}

Current Utilization (33%)

Projected Raies (50%)

88,876
$16.,360,526
$49,346,870
$56,678,137

$71,292,608

138,974
$24,639,346
$74,317 575
$85,358,648

$107,368,386

88,876
$16,360,526
$32,599,095
$37,092,983

$46,214,566

133,974
$24,639,346
$49,005,023
$55,862,026

$69,500,250

“Fees of wo orthodontic procedures (8080 and 8670} maintained af 2004 HUSKY A levels. Analysis based on data from the CT Departiment of Social Services, Conneciicut Yoices for Ghitdren, and Natfonal Dental Advisory Service.

CONCLUSION

Adjusting Medicaid fees to prevailing fees is long overdue and necessary if the current level of access is not to

decline. Arguing in favor of a particular set of fees is less critical. The set of fees corresponding to the 70th per-

centile seems to be a reasonable upper bound set of fees. These fees will imprové access significantly. Adapting a

provision to adjust fees periodically (preferably annually) is an essential element of any plan to increase access

and utilization.
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HUSKY A DENTAL CARE: NEW DIRECTIONS

SUMMARY FINDINGS

+ The dentai work force is declining in Connectictd.

« HLISKY A fees are below the 7th percentile of fees in New England.

» Safety net clinics are short of dental equipment and auxiliary staff.

» HUSKY A children have the lowaest dental utifization rate in New England.
= Significant refief would be provided with betler reimbursement,

improverents in safety net auxiliary staff and equipment, and
implemnentation of the hygiene team model.

[rt 2OGF. white more the 230,000
Conneeticnul children frou low-incone
Jewndlies were in FLSKY A dendal plans.
less then 30 percent of them received

cny dental services.

Connecticut Health

l Foundation

MUEICY A Sental Cere: first in a series

January 2006

INTRODUCTION

The poor, medically disabled, and geographically
isolated have difficulty accessing private sector den-
tal care.’ To address this problem, federal, state and
municipal governments and voluntary sector
organizations have established clinics that provide
care to the non-institutionalized underserved.
Collectively, these facilities are known as the “dental
safety met.” In 2001, while more than 250,000
Connecticut children from low-income families
were in HUSKY A (a Medicaid program for low-
income children and families), less than 30 percent
of them received any dental services. The dental
utilization rate of these children is the lowest among
New England states (Figure 1} and is less than half
that of privately insured children (65 percent).

Figure 1

Pental Utilization Raie, 2061*
New England States

A ME Vi Bl NH cY

* Most recen! year for which comparabie dala is avallable.



BARRIERS TO DENTAL CARE FOR LOW-INCOME CHILDREN

tists across Connecticut’s 169 towns is uneven.

Fipure 2

Expecied and Required Number of Dentists
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O cafed Less than 15
percent of Comnecticut dentists participate in the
HUSKY A program. Dental fees for HUSKY A enrollees
were set in 1993 at the 80th percentile of prevailing fees
and have not been adjusted since, even though the

EERE Lol SRR

Consumer Price Index for dental services has increased
by more than 60 percent. Connecticut’s FIUSKY A fees
are now in the lower 1st to 7th percentiles of dental fees
in New England states.

anvinel depiat -

+ vl Connecticut’s dental safety
net system provides services to about 10 percent of
HUSKY A children annually. The safety net is made up of
dental clinics owned and operated by public and voluntary
sector organizations (Figure 3). These clinics provide serv-
ices to both the Medicaid and non-Medicaid populations
that have difficulty obtaining care in the private sector.
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freer The number of dentists in

Connecticut expected to retire will exceed the number of new dentists
expected to enter practice during the period 2001 to 2015. By 2015 there
will be a net loss of 391 dentists or approximately 15 percent of the current
work force of 2,591 dentists.* To maintain the current dentist-to-population ratio
(1 to 1,314) in 2015, given anticipated population growth, the required number of
dentists is 2,732 — meaning a deficit of 532 dentists (Figure 2). Also, the distribution of den-

Fgure 3

The Size and Composition of the Denfal Safety Net

in Connecticut, 2004

Type of Fachity Dental Chairs | FTE Dentists | FTE Hygienists Dental
Assistants

Community Dental 106 35 17 44
Clinlcs™
Haspitals 50 M 8 32
Public Schools - 4 11 5
Dental Schools 38 38 4 14
Total 221 111 38 85
* FOHCs and CHC3

In 2004, Connecticut’s safety net system included 111
full-time equivalent (FTE) dentists, 133 allied health
personnel and 221 chairs. Most safety net care is
delivered in community dental clinics {also known as
federally qualified health centers or FQHCs) and
comununity health centers (or CHCs). Other sources of
safety net services are other community clinies, hospital
clinics, the University of Connecticut School of Dental
Medicine, and dental clinics located in public schools.?

Annually, FOHCs alone provide about 2,000 patient
visits per dentist and treat 600 patients per dentist. The
111 FTE safety net dentsts treat about 67,000 patients
(children and adults) annually. The number of patient
visits per safety net dentist is half that for private gener-
al dentists primarily because private dentists use more
dental operatories and employ more allied dental staff.*



This suggests that with more operatories and staff, safety net clinics could significantly increase productivity.®®
However, even with increased produetivity, the safety net syster is too small to meet the needs of the entire Medieaid
population or the thousands of low-income children and adults not covered by Medicaid (Figure 4). Most (65 percent
to 69 percent) HUSKY A children who receive care do so in private sector dental offices.

Broken appointrent: Dentists cite broken appointments as another reason for their low participation in the Medicaid

plan. Broken appointments cause idle practice time and loss of income.

Figurg &

Providers of Preventive and Restorative Dental Services for Ever Enrolled HUSKY A Recipients < 21 Years of Age in 2004

Provider Type

Yisits Perpent %) Gibldran Pevzent (%) Yigits Farenal (%) Childven Percant [}
Safety Net 536,352 37% 27,654 35% 21523 28% 13,046 31%
Private Pragtices 62,568 63% 50,310 65% 55,758 72% 29,134 50%
All Providers 98,820 100% 77884 100% 77,382 100% 42,180 100%

Source: Dats provided by Connecticuf Veloas for Chitdren with subsequen! analysis by CHF and its consullants.

IMPROVING ACCESS TO DENTAL CARE

The goal is to double dental utiliza-
tion rates among HUSKY A eligible
children — close to the rate seen in
privately insured children. Options
include:

s

Foos frprrove

Niedieatd:

Ererease
administeation  of
Connecticut Medicaid fees are very
low. In an experiment in 37
Michigan counties, the Medicaid
program was turned over to a private
insurer and dentists received the
same fees as those paid by privately
insured patients.” Dental utilization
increased after a year and is now
approaching 60 percent.

Fxpand and imprave the denind
safoty net: The Connecticut dental
safety net system cares for 23,000
children annually, while private
practices treat 46,000. To double
utilization of eligible HUSKY A chil-
" dren solely through an expansion of
the safety net, 70 more dentists, 84
hygienists and assistants, and 139
more dental operatories would be
needed, if the expanded system oper-
ates similarly to the current one.

However, increasing auxiliary staff
and operatories can significantly
expand the capacity of the safety net
by raising productivity of private
practices and safety net clinics.
Connectieut dentists are limited in
their capacity to employ more
hygienists by the current capacity of
community colleges to train more
dental hygienists.

fraplientent madel  dental

seamt Another option is a model
plan where a dental hygiene team
provides screening and preventive
services to HUSKY A children in
public schools and coordinates with
private practices for any needed
restorative and other care.”

PRI

The model is based on the fact that
76 percent of the services now used
by HUSKY A children (Figure 5) can
be provided by a hygiene team using
portable equipment in a school. A
dentist or hygienist does initial
screening, and preventive services
are provided by a hygienist, support-
ed by a dental assistant, comrunity
aide, school aide, and driver.

The revenues generated could cover
other expenses including the cost of
transporting  children  requiring
additional services to other offices
and provide some additional finan-
cial incentives to participating
dentists. Practitioner participation in
the plan is expeeted because there are
no broken appointments, scheduling
can be convenient to the dentist, chil-
dren are supervised, and dentists are
compensated at a competitive rate.

Fgurs b
Ever Enrotled HUSKY A
Ghildren Dental Service-Mix*

Sarviens damthar Targant (%
Examinations | 105,168 20.2% 202%
Radiographs | 101,263 18.5% 38.7%
Prophylaxes 78,072 15% 54.8%
Fiuerides 72,316 13.8% 68.7%
Sealants 38,514 7.4% 78.1%
Restarations 85,829 16.5% 92.6%
Exirastions 15,453 3% 95.6%
Gther 22,834 44% 100%
Total 510,447 100%

*Denial services provided to 267,949 avar enrolied HUSKY A recipienls < 21
years of age in 2004, Source: Data provided by Gonnectiou! Voices for
Chiloren with subsequent gnalysis by CHF and its consuftants.



With this model, almost all participating children will receive basic dental care efficient-
ly, the incidence of dental caries will be substantially reduced, time lost from school for
dental visits will be reduced, relatively few dentists are needed to carry out the program,
and adequate numbers of dentists are expected to participate.

: sepndie foniiera For the next ten years, about 36 dentists per year ave
expected to enter practice in Connecticut. To maintain the current dentist to population
ratio in 2015, an additional 315 dentists are needed. One option is to enroll more
Connecticut residents in dental schools, since they are likely to practice in the state.” However,

just increasing the supply of dental services will have a limited impact on access to care for
HUSKY A children, since new dentists are likely to follow established practice patterns. But with com-
petitive HUSKY A fees, more dentists are an important part of the strategy for improving access.

CONCLUSION

A diminishing dental work force, cambersome Medicaid administration imposing very low reimbursement fees,
and a relatively small dental safety net have created a major access barrier for HUSKY A children in Connécticut.
As a result, Connecticut has the lowest dental utilization rate in New England, even though it has the highest per
capita income in the United States.

The above options could be combined to maximize dental care delivery for low-income children. HUSKY A fees
for children’s services would be raised to where an adequate number of private dentists participate in the
program; the productivity of the dental safety net would be improved with the addition of more allied health
personnel and dental operatories; and the model program can be implemented in several communities with large
numbers of HUSKY A eligible children. These interventions will dramatically improve access to care and the oral
health of low-income children in Connecticut.
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