
March 27, 2026 

Richard J. Rosato, D.M.D. 
President 

 
Mehmet Oz, M.D., M.B.A. 
Administrator 
Centers for Medicare & Medicaid Services  
7500 Security Boulevard  
Baltimore, MD 21244-1850 
 
Re: Request for Information (RFI) Related to Comprehensive Regulations To Uncover 
Suspicious Healthcare (CRUSH) [CMS-6098-NC] 
 
 
Dear Administrator Oz: 
 
On behalf of the members of the American Dental Association (ADA), the nation’s leading authority 
on oral health, we appreciate the opportunity to comment on the Request for Information (RFI) 
Related to Comprehensive Regulations To Uncover Suspicious Healthcare (CRUSH). The ADA 
appreciates the Centers for Medicare & Medicaid Services (CMS) and the Department of Health 
and Human Services’ (HHS) commitment to eliminating fraud, waste, and abuse from America’s 
healthcare system.  
 
The ADA would like to address some of the following questions listed in the RFI:   
 
Would MA plans support a requirement for all providers and suppliers to enroll in the 
Traditional Medicare (Fee-for-Service) program as a condition of billing MA plans? 
 
While we appreciate CMS’s goal of improving program integrity, we believe a requirement for all 
providers and suppliers to enroll in the Medicare fee for service program as a condition of billing 
MA plans would have detrimental effects on supplemental dental benefits. The ADA does not 
believe an additional enrollment process will meet CMS’s goal of reducing fraud, waste, and 
abuse. Many fraudulent actions are through risk adjustments payments fueled by diagnosis 
upcoding and false durable medical equipment and supply claims. An additional enrollment 
process for supplemental dental benefits would not recover significant amounts of dollars from 
fraud, especially when comprehensive supplemental dental benefits’ average annual limit is 
$1,800 or lower. Medicare Advantage improper payments or fraudulent claims are driven primarily 
by unsupported diagnoses used in risk-adjustment payments, while traditional claim-level billing 
fraud such as phantom billing or miscoding represents a very small share of payment errors.1,2 
Dentistry does not traditionally use diagnostic coding in its claims submissions.  
 
Reports have also repeatedly inferred that expanding enrollment requirements would not 
necessarily improve fraud detection.3,4 Analyses by the U.S. Government Accountability Office 

 
1 Centers for Medicare & Medicaid Services. Fiscal Year 2024 Improper Payments Fact Sheet. Baltimore, MD: CMS; 2024 
2 U.S. Department of Health and Human Services Office of Inspector General. Medicare Advantage Compliance Audit Findings and Risk-Adjustment 
Reviews. Washington, DC: HHS-OIG; 2024. 
3 U.S. Government Accountability Office. Medicare Program Integrity: CMS Should Take Steps to Improve Oversight of Provider Enrollment Data. 
GAO-15-448. Washington, DC: U.S. Government Accountability Office; 2015. 
4 U.S. Department of Health and Human Services Office of Inspector General. Inaccuracies in Medicare’s Provider Enrollment Data. OEI-07-09-
00440. Washington, DC: HHS Office of Inspector General; 2013. 
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have repeatedly found weaknesses in the federal provider enrollment system itself. For example, 
GAO reviews of the Provider Enrollment, Chain, and Ownership System (PECOS) found 
significant problems with the accuracy and verification of provider data, including practice locations 
and licensure status. In one review of Medicare enrollment records, approximately 22 percent of 
provider practice location addresses were potentially ineligible or invalid, highlighting limitations in 
the system’s screening effectiveness.5 These findings suggest that adding more providers to the 
enrollment system does not automatically translate into stronger fraud prevention if the underlying 
verification infrastructure remains imperfect. Medicare Advantage plans themselves conduct 
detailed credentialing within their networks. Meanwhile, dentists often use centralized credentialing 
tools like CAQH that is utilized by many Medicare Advantage plans, which requires attestation 
every 120 days to ensure credentialed dentists remain licensed and their practice locations 
address is correct.  
 
If dual enrollment were to occur, dentist participation in Medicare Advantage networks would 
significantly decrease, especially since dentists often do not participate in traditional Medicare as 
routine dental services are not a covered benefit. The prospect of navigating additional enrollment 
requirements unrelated to the services they provide would lead to many dentists choosing not to 
participate in Medicare Advantage dental networks at all. This would directly undermine ongoing 
efforts by the Centers for Medicare & Medicaid Services (CMS) to strengthen network adequacy 
and improve access to care for Medicare beneficiaries. 
 
CMS currently does not have an affirmative, regulatory authority to direct Medicare 
Advantage (MA) organizations and Part D plan sponsors to suspend payments to providers 
and suppliers that operate exclusively in Part C or Part D or both. Should CMS establish 
regulatory requirements that allow MA organizations and Part D sponsors to implement 
payment suspensions under circumstances similar to the payment suspension authority 
that exists for Traditional Medicare.  
 
New authority for MA plan sponsors to suspend payments to providers only participating in Part C 
or D programs would unfairly target the dental profession as they exclusively only participate in 
Part C because there is no routine dental coverage within Medicare Parts A or B. This policy could 
effectively subject dental practices to enforcement tools that were originally designed for the more 
expensive medical services that are covered.  
 
Payment suspensions made liberally by MA plan sponsors could have severe financial 
consequences for dental practices, particularly small or solo practices. Unlike large hospital 
systems or physician groups, most dental practices operate with relatively thin operating margins 
and depend on steady reimbursement to cover payroll, rent, laboratory costs, and supplies. If an 
MA plan were to suspend payments while an investigation is pending, the practice could 
experience significant cash-flow disruptions even if there was no adverse investigative finding. For 
smaller practices, even a temporary suspension of payments could jeopardize their ability to meet 
payroll obligations, continue treating patients, or remain in MA networks.  
 

 
5 U.S. Government Accountability Office. Medicare Program Integrity: CMS Should Take Steps to Improve Oversight of Provider Enrollment Data. 
GAO-15-448. Washington, DC: U.S. Government Accountability Office; 2015. 
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If enacted, the ADA recommends that this authority not apply to the payment of supplemental 
benefits. As these services are not covered by Traditional Medicare, a suspension of payment 
would not be warranted.  
 
What key features and learning capabilities should an AI solution include to improve 
accuracy, incorporate coder feedback, and prevent errors or “hallucinations”? 
 
While AI can be promising for clinical decision support and claims adjudication, there are major 
concerns about AI solutions within the dental industry which should be considered before 
implementation. These concerns include:  
 
Limitations of dental claims data for development: Utilizing dental claims data similarly to medical 
claims in building AI learning capabilities would not yield similar results. It is critical to note the 
difference between medical and dental claims data, in which dental data is typically collected and 
adjudicated based on covered services rather than on documenting underlying conditions, disease 
severity, or treatment complexity. Dental claims systems are designed for benefit administration 
and rule-based plan design and not for determining medical necessity or detection of fraudulent 
claims. The information contained within even large “all-payer” databases is inherently narrow and 
poorly aligned with data required for AI-driven billing solutions.  
 
Data interoperability and exchange challenges: Dental data remains difficult to use for AI 
development because it is often inaccessible, siloed, and stored in systems with limited 
interoperability. Electronic dental records frequently exhibit low variable completeness. Data are 
also often recorded at very granular clinical levels, such as tooth, surface, or probing site, but are 
not maintained or exchanged by dental technology systems in consistent, structured formats 
suitable for training algorithms. 
 
Before proposing AI solutions in relationship to third-party payors and claims for dental services, 
the ADA suggests the following to CMS:   
 
Incentivize modern technology infrastructure: Dentistry has not benefited from appropriations to 
support electronic health record infrastructure development, a prerequisite for AI integration. We 
encourage HHS to provide funding to support data exchange. Incentives are increasingly important 
to ensure payers, electronic dental records, and practitioners can upgrade their systems to perform 
functions necessary for AI.  
 
Establish external, independent validation of dental AI algorithms using synthetic data and 
informatics standards: Small differences between training data and real-world conditions can 
produce errors that are significant when it comes to delay of payment or claims processing for 
small practices. External, independent validation using industry-specific and trusted standards is 
critical. The ADA is committed to developing foundational standards for validating interoperability 
and AI tools, including the publication of terminology standards that define the vocabulary used in 
dentistry, data structure and exchange standards that define data models to enable interoperable 
communication, and content standards that define the data required to support administrative 
needs and clinical care. These standards are critical to creating consistent, structured, high-quality 
datasets needed to build reliable AI test data. Interoperability standards and gold-standard 
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synthetic datasets are foundational to improving trust in AI tools. The ADA supports public-private 
partnerships in ensuring the right standards and synthetic gold standard datasets remain in place 
to support AI use.  
 
Mandate third-party payors who use AI solutions for claims adjudication to not use them in making 
final determinations for denials of claims or prior authorization requests: As stated, the dental 
industry’s capability for data information exchange or standardized data language for AI training is 
limited, especially for claims adjudications. Allowing AI solutions to improve claims processing is a 
notable goal, but it would create further administrative burden and potential financial harm to 
dental practices. Without this mandate, AI solutions would be evaluating claims for medical 
necessity without appropriate training data sets, and may unfairly cause many dentists to undergo 
burdensome and costly appeals processes.   
 
What tools or technologies can CMS or states use to enhance program integrity in 
Medicaid, CHIP managed care, and fee-for-service programs? 
 
Credentialing remains one of the most administratively burdensome aspects of clinical operations, 
and AI tools offer a meaningful path to improving the speed, consistency, and reliability of 
credentialing decisions. One action CMS can take to improve program integrity is to promote or 
mandate centralized credentialing within state Medicaid programs. Currently, individual 
credentialing through MCOs means each MCO requests similar information and may process the 
information differently. This lack of a standardized process increases administrative costs for 
Medicaid programs, allows inconsistencies for credentialing and enrollment, and creates 
opportunities for administrative errors or inaccurate provider listings.   
 
Streamlining primary source verification and onboarding improves access to care and removes a 
barrier for a clinician to seek timely employment opportunities. By supporting the development and 
responsible adoption of such tools, CMS can reduce administrative burden, encourage innovation, 
and strengthen the overall credentialing ecosystem. In fact, the ADA is actively collaborating with 
CAQH (supporting standardized provider data collection) and with a new AI-based tool from 
LightSpun.ai (supporting automated primary source verification across all 50 states) to offer an 
end-to-end AI based credentialing solution for the dental industry. The ADA urges CMS to support 
or promote such partnerships such as these in improving program integrity while effectively using 
AI. 
 
How could CMS strengthen program integrity, including fraud prevention and consumer 
protection, in both the FFE and SBEs by—(1) better leveraging existing regulatory oversight 
authority; and (2) identifying areas where additional regulatory authority may be needed? 
 
ADA believes that CMS should go further and require MLR/DLR reporting requirements for SADPs 
within the FFEs and SBEs to assist with transparency and consumer protection efforts. Currently, 
regulations around medical loss ratio within the FFEs or SBEs are only applicable for qualified 
health plans. At a minimum, CMS should require annual, public DLR reporting for SADPs using a 
standardized methodology, and ensure appropriate consumer relief, including rebates, when plans 
fail to meet the applicable loss ratio standard. As evidenced in states like California, many dental 
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plans currently fail to meet ACA-level MLR requirements, with only 9% - 9.3% of the dental plan 
products offered in the state achieving these standards.6,7  
 
In contrast to prior thinking, SADPs should be able to meet MLR/DLR requirements given that 
SADPs are participating as Medicare Advantage supplemental benefit administrators and Medicaid 
preambulatory health plan or third-party benefit administrators, which require these very same 
plans to adhere to an 85% medical/dental loss ratio. Requiring MLR/DLR for SADPs would ensure 
that consumers can have their money being put towards care, similarly to how MLR/DLR has 
guaranteed that our tax dollars have appropriately gone towards dental care in public programs. 
This would align with efforts by President Donald Trump to mandate price transparency across the 
healthcare system.  
 

**** 
 
The ADA looks forward to continuing to work with CMS, and we would welcome the opportunity to 
speak with you in more detail and answer any questions you may have regarding these comments. 
Please contact Mr. David Linn (linnd@ada.org) at the ADA to facilitate further discussion. 
 
Sincerely,  
 
 
/s/      /s/ 
 
 
Richard J. Rosato, D.M.D.   Nader A. Nadershahi, D.D.S., M.B.A., Ed.D. 
President     Executive Director 
 
 

 
6 Finocchio, L., & Connolly, K. (2018). Medical Loss Ratios For California's Dental Insurance Plans: Assessing Consumer Value And Policy 
Solutions. Health affairs (Project Hope), 37(9), 1517–1523. https://doi.org/10.1377/hlthaff.2018.0441 
7 California Department of Managed Health Care (2023), 2022 Dental Medical Loss Ratio (MLR) Summary. 
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