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Background

The Dental Quality Alliance (DQA) approved a resolution that a workgroup be formed to explore
the development of practice- and clinician-level dental quality measures. This workgroup
reports to the DQA’s Measure Development and Maintenance Committee (MDMC). This report
is the eighth in a series of reports providing updates on measure development activities and
findings. Previous reports are published on the DQA website. All workgroup data, findings, and
conclusions were reviewed by the MDMC. The final report reflects MDMC agreement with the
findings and conclusions.

Report Purpose

The purpose of this report is fo present the methodology and results of the validation testing
conducted for the measure Sealant Receipt on Permanent 2rd Molars for reporting at the
practice and clinician levels using claims and enroliment data. The measure was approved by
the DQA membership at its November 14, 2025, meeting for reporting at the practice and
clinician levels.

This measure follows the same specification and testing approaches that were used for Sealant
Receipt on Permanent 1st Molars, which was approved by the DQA at its June 6, 2025 meeting.

Measuring Entities and Data Sources for Practice-
and Clinician-Level Measures

The practice-/clinician-level measure specifications for Sealant Receipt on Permanent 2ndMolars
were derived from and designed to align with the DQA's program- and plan-level Sealant
Receipt on Permanent 2rd Molars measure specifications available on the Dental Quality
Measures page of the DQA website. Because practice-level measurement is often driven
vertically (from program to plan to practice), practice-level measures are most effective when
aligned with program- and plan-level measurement. Program- and plan-level measures are
most commonly reported by the program (e.g., Medicaid or CHIP) or plan (e.g., managed care
organization or dental benefits administrator) using enrollment and claims data, which are the
most readily available aggregated data at the population level.

Measurement at the practice and clinician levels may be reported by different entities using
different data sources. Table 1 illustrates the different entities that may report practice- and
clinician-level quality measures, the data sources used, and implementation examples.

The workgroup determined that it would first identify a starter set of measures calculated using
claims data, because they have the highest feasibility for near-term implementation. Broadly,
“claims data” are available (1) directly from the payer database, (2) from a third-party claims
aggregator, and (3) from local practice management system billing data. Typically, the first two
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data sources are used when a payer or third-party entity measures performance of a practice
or clinician either for external reporting such as rafing systems or for payment programs. A
practice would use the billing data within the local practice management system to understand
its own performance from the perspective of the payer and for quality improvement projects.

This analysis focused on validating Sealant Receipt on Permanent 2nd Molars using only claims
data directly from payer databases and claims data from third-party claims data aggregators.

Table 1: Data Sources and Implementation Applications for Practice- and Clinician-Level Quality

Measurement
Measuring Entity

Program/ Plan

Claims and enroliment
data directly from
administrative database

Data source

Third-Party Claims
Aggregator

Aggregated claims
submitted by multiple
payers

Billing Data from Local
Practice Management
System
Practice management
billing data typically
included on a dental claim
form

EDR Data

All patientrecord
data including
history, findings and
diagnoses

State Medicaid program
or plan (e.g.. MCO, DBA)
reports scores (as ratings
orin payment models)
for specific dental
practices/clinicians in
their network.

Implementation
example

Third-party claims
aggregator reports
scores (as ratings or in
payment models) for
practices/clinicians
withina client’s (e.g.,
payer's) network.

Practice computes
practice/clinician scores to
understand performance
as viewed by the payer
and for quality
improvement.

Practice computes
its own scores for
quality
improvement.

Commercial carriers
report scores (as ratings
orin payment models)
for specific dental
practices/clinicians in
their network.

Measure Specifications and Testing Overview

This measure follows the same specification and testing approaches that were used for Sealant
Receipt on Permanent 1st Molars, which was approved by the DQA at its June 6, 2025 meeting.
The differences in the specifications are: (1) age (15t birthday instead of 10t birthday in
reporting year) and (2) molars (permanent 2nd molars instead of permanent 1st molars).

Population. Children with their 15" birthdate in the reporting year.

Data Type. Enrollment and claims data for use by payers or other entities that have access to
enrollment and dental claims data to assess dental care quality at the practice and clinician
levels.

Data Sources. Testing with commercial claims data included practice- and clinician-level claims
data from: (1) a large payer's commercial database (multiple states) and (2) Medicaid claims
data using enrollment and claims data contained within the Transformed Medicaid Statistical
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Information System (T-MSIS) Analytic Files (TAFs) from the Centers for Medicare and Medicaid
Services (CMS).T Three state Medicaid programs were included in festing.

Time Frame. Data from 2019 (reporting year) were used to calculate the measure scores. Data
from 2015 through 2018 were also required for the purpose of identifying children eligible for
exclusion from the denominator and for identifying sealant placement for evaluating numerator
criteria. Because the starter set of measures collectively require multiple years of data, 2019 was
selected as the most recent reporting year to include in testing fo avoid confounding by COVID-
19 related impacts on service use. For testing with Medicaid claims, complete and reliable
claims data were available for only three of the four look-back years (2016 through 2018); thus,
services delivered to denominator-eligible children during 2015 when they had their eleventh
birthday were not captured.

Level of Analysis. Separate analyses were conducted at the practice level and at the clinician
level within the commercial claims database. Identification of practices is more challenging
within the T-MSIS Medicaid claims data. Thus, analyses were conducted using rendering
provider identifiers, which align with the “clinician” approach using commercial claims data.

Sample Size. The commercial data partner provided data for practices and clinicians that had
at least 100 patients in the denominator. Inclusion of at least 100 patients in the denominator
was based on prior reliability assessments of practice-level measurement.! Similarly, the scores
reported in the Medicaid analyses included only those providers that had at least 100 patients in
the denominator.

Specifications. Detailed practice- and clinician-level specifications were developed, guided by
and aligned with the DQA's program- and plan-level Sealant Receipt on Permanent 2nd Molars
measure specifications available on the Dental Quality Measures page of the DQA website. The
measure description is in Figure 1 below and the detailed specifications are in Appendix 1.

! This work was conducted as part of a larger project titled, titled '"The State of Oral Healthcare Use, Quality and
Spending: Findings from Medicaid and CHIP Programs,” made possible through a Data Use Agreement (RSCH-2020-
55639) with the Centers for Medicare and Medicaid Services and approved by the American Dental Association IRB.
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Figure 1: Sealant Receipt on Permanent 2nd Molars Measure Description

Description: Percentage of enrolled children who have ever received sealants on permanent
second molar teeth by the 15 birthdate: (1) at least one sealant and (2) all four molars sealed

Numerator: Unduplicated number of enrolled children who ever received sealants on a
permanent second molar tooth: (1) af least one sealant and (2) all four molars sealed

Denominator: Unduplicated number of enrolled children with their 15t birthdate in the reporting
year

Exclusions: Children who have received treatment (restorations, extractions, endodontic,
prosthodontic, and other dental freatments) on all four permanent second molars in the 48
months prior to the 15" birthdate

Rates (lwo measure scores reported): NUM1/DEN (after exclusions); NUM2/DEN (after exclusions)

Applicable reporting levels: Practice and clinician

Denominator considerations

Figure 2 summarizes the key elements in identifying the denominator for an individual practice or
clinician. There are three main steps to identify the denominator for this measure.

1. Identify age eligible population in claims database. The first step is to identify all individuals
within the claims database who meet the age eligibility criteria.

2.  Among age eligible population, identify those who meet enroliment criteria. Enroliment
criteria are incorporated into the measure logic to ensure that children are present in the
database for a sufficient period of time to get the recommended services. Children were
required fo be enrolled for one full year prior to the 15 birthdate, allowing a single one-
month gap in coverage.

3. Among the age and enroliment eligible population, attribute children to practices and
clinicians. Aftribution refers to the assignment of the individuals in the overall denominator
population to a specific practice’s or specific clinician’s denominator. Figure 2 illustrates the
role of atfribution in the measure logic.

This measure attributes children who meet the age and enrollment requirements to a
practice’s (or clinician’s) denominator based on having a comprehensive or periodic oral
evaluation in both the reporting year and the prior year. The requirement to have a periodic
or comprehensive oral evaluation in the reporting year ensures that the child is an active
patient in the reporting year. The requirement to have a periodic or comprehensive oral
evaluation in the year prior to the reporting year ensures that the child is an established patient
to allow sufficient fime for care delivery (Figure 3). A limitation of this approach is that patients
new fo the practice in the reporting year will not be included in the measurement. Testing
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data indicated that approximately 80% or more of commercially insured pediatric patients
have 2-year care continuity with the same practice. In health care settings that have more
significant patient churn, more patients will be excluded from measurement. However, new
patients in one reporting year will be in the practice’s denominator in the subsequent year.

Consequently, to assign children to a specific practice’s denominator, each child was
assigned fo all practices (identified by Taxpayer Identification Number (TIN)) that provided a
periodic or comprehensive oral evaluation in the reporting year and a periodic or
comprehensive oral evaluation in the year prior to the reporting year. Similarly, each child was
assigned to all clinicians (identified by rendering National Provider Identifier (NPI)) that
provided a periodic or comprehensive oral evaluation in the reporting year and a periodic or
comprehensive oral evaluation in the year prior to the reporting year. The same child could
be present in more than one practice's denominator and more than one clinician’s
denominator.

Figure 2: Role of Atiribution of Patients to Practices and Clinicians in Measure Logic

[ Identify children who meet age eligibility criteria ]

Restrict denominator to subset of age-eligible who meet
enrollment criteria for claims-based measures:
enrolled at least 11 months prior to the 15™ birthdate
Purpose: Ensure person is in payer database

Role of a comprehensive/

: : periodic oral evaluationis
Identify pr_actlce(_s) t_hat performed_ solely for the purposes of
comprehensive/periodic oral evaluation practice and clinician

Purpose: Attribute age and enroliment eligible e . .
) . e . attribution-i.e., the practice
patients to specific practice’s denominator T .
or clinicianresponsible for

ensuring the care during the
measurement period and who
gets credit for the care.

Practice 1 Practice 2

denominator denominator
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Figure 3: Timing of Oral Evaluation for Attribution of Patients to Practices and Clinicians

Active patient at time of Oral evaluation in
measurement reporting year
AND
SUfﬁCient tlme tO get Oral evaluation in
recommended care prior year

Numerator considerations
There are two numerators and associated measure scores of sealant placement for children

aged 15 years with sealable permanent second molars:

1. How many children received any sealants (at least one)2 (Numerator 1)
2. How many children received sealants on all four molars2 (Numerator 2)

To qualify for Numerator 1 inclusion, a sealant on at least one permanent second molar in the 48
months prior to the 15t birthdate is required. To qualify for Numerator 2 inclusion, sealants on all
four permanent second molars in the 48 months prior to the 15" birthdate are required. The
children who qualify for Numerator 2 inclusion are a subset of those who qualify for Numerator 1
inclusion. The workgroup recognizes the importance of both numerators to assess if sealants are
being placed (Numerator 1) as well as supporting the goal of placement on all four permanent
second molars in accordance with evidence-based guidelines (Numerator 2).

Sealant placement is counted regardless of the practice or clinician that provided the service.

Children excluded from measurement

¢ Children who received treatment (e.g., restorations, extractions) on all four permanent
second molars in the 48 months prior to the 15t birthdate (i.e., none of the second
permanent molars is sealable) are excluded from measurement.

e Given the 48-month look-back period, it is possible that a child could have a sealant and
subsequently a restoration on the same permanent 2nd molar. Consider the example in
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Figure 4 where a child has restorations on 3 of 4 permanent 2nd molars. For the remaining
permanent 2nd molar (tooth 2 in the example), the child had a sealant followed by a
restoration. The following question was posed to the workgroup: Should the child be
excluded from measurement altogether, or should the child be included in the denominator
and in numerator 1 since they did receive a sealant. The workgroup determined that the
measure intent is focused on sealant placement and, therefore, the child should be counted
in the measure. This determination affected the measure logic by assessing exclusions only
among those who meet the denominator requirements and who did not meet numerator 1
criteria.

¢ The exclusion criteria are consistent across rates for both numerators (Numerator 1 - at least
one molar sealed) and (Numerator 2 - all four molars sealed). Thus, it is possible that a child
may be in the denominator who had at least one, but not all four, molars treated (restored,
extracted, etfc.) in the 48 months prior to the 15t birthdate. The measure was intended to
have a common denominator with two numerators.

Figure 4: Example of Restoration Following Sealant on the Same Tooth

Tooth 2: (1) Count
2017: 2017: 2018: restoration and
Restorations on Sealant on Restoration on exclude child or

teeth 15, 18, 31 tooth 2 tooth 2 (2) Count sealant
and include child?

Testing Feasibility, Reliability and Validity

Feasibility, reliability and validity using claims data were evaluated in depth during the
development of the program- and plan-level measure. The measure relies on standard data
elements captured within enrollment and claims databases, and evaluations of these data
elements within program- and plan-level databases demonstrated low rates of missing or invalid
critical data elements. Measure reliability and validity at the program and plan level were
established through validation of the critical data elements through patient record reviews.23

Current testing focused on the feasibility of calculating the measure at the practice and
clinician levels within the different types of claims databases available, the ability fo detect
variations in performance, and identification of opportunities for improvement at the practice
and clinician levels. The commercial data partner implemented the measure within its systems
using detailed specifications developed by the Dental Quality Alliance. The data partner
submitted the measure denominators and numerators. The data partner also provided
feedback on the specifications, which were refined during testing to improve accuracy and
clarity.
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A key consideration when implementing claims-based measures atf the practice and clinician
levels is whether there is sufficient denominator size for reliable measurement. Prior practice-
level measurement assessment by the DQA identified at least 100 patients in the denominator to
have reliable practice-level measurement when using claims data for dental quality measures.!
Reliability at a denominator of 100 patients was re-confirmed during the current testing project.
Reliability estimates were calculated as the ratio of the practice-to-practice variance divided by
the sum of the practice-to-practice variance plus the measurement variance using the statistical
methodology described in Adams (2009) and Scholle (2008).45

Results
Measure scores

Figures 5 and 6 shows the mean and median scores across practices and clinicians. Tables 2 and
3 provide more detailed measure score statistics af the practice and clinician levels. Histograms
that depict the distribution of scores and the extent of variation in performance are contained in
Appendix 2.

At Least One Molar Sealed

Practices and Clinicians Represented in Commercial Claims Data

The mean and median measures scores for sealants placed on permanent second molars for
Data Partner 1 practices were 49% and 48%, respectively (Figure 5A). As expected, these
measure scores were lower than those for sealants placed on first molars (77% mean and 82%
median). The interquartile range (difference between the 25t and 75" percentiles) was 29
percentage points (Table 2), indicating measure dispersion, or variation in performance,
between practices.

The mean and median measures scores for Data Partner 1 clinicians were 53% and 61%,
respectively (Figure 5B). Again, as expected, these measure scores were lower than those for
sealants placed on first molars (78% mean and 84% median). The interquartile range (difference
between the 25th and 75" percentiles) of 27 percentage points was similar to that at the
practice level (Table 2).

Clinicians Represented in Medicaid Claims

The mean measure scores for clinicians ranged from 67% to 79% across the three Medicaid
programs, and the median scores ranged from 67% to 80% (Figure 6). As expected, the measure
scores were lower for Sealant Receipt on Permanent 2nd Molars compared to the measure
scores for Sealant Receipt on Permanent 1st Molars. There were too few clinicians represented fo
meaningfully report percentiles or interquartile ranges.
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All Four Molars Sealed

Practices and Clinicians Represented in Commercial Claims Data

Children with all four molars sealed are a subset of those with at least one molar sealed.
Therefore, lower performance scores were anticipated. The mean and median measures scores
for Data Partner 1 practices were 32% and 34%, respectively (Figure 5A). The interquartile range
(difference between the 25t and 75th percentiles) was 24 percentage points (Table 2),
indicating measure dispersion, or variation in performance, between practices.

The mean and median measures scores for Data Partner 1 clinicians were 35% and 38%,
respectively (Figure 5B). The interquartile range (difference between the 25t and 75th
percentiles) was 18 percentage points signifying variation in performance but less variation than
was observed at the practice level (Table 2).

Clinicians Represented in Medicaid Claims

The mean measure scores for clinicians ranged from 38% to 49% across the three Medicaid
programs, and the median scores ranged from 37% to 49% (Figure 6). As expected, the measure
scores were lower for all four permanent 2nd molars sealed compared to at least one permanent
2nd molar sealed. There were too few clinicians represented to meaningfully report percentiles or
interquartile ranges.

Reliability assessments

Reliability estimates range from 0 to 1 where 0 indicates that all variability is due to measurement
error and 1 indicates that all variability reflects real differences in performance. Reliability for “at
least 1 molar sealed” for Data Partner 1 practices with at least 100 patients in the denominator
was 0.96. Reliability for *atf least 1 molar sealed” for Data Partner 1 clinicians with at least 100
patients in the denominator also was 0.96. Reliability for “all 4 molars sealed” for Data Partner 1
practices with at least 100 patients in the denominator was 0.94. Reliability for “all 4 molars
sealed” for Data Partner 1 clinicians with at least 100 patients in the denominator was 0.95.
Reliability for clinicians within each of the three Medicaid programs ranged from 0.94 to 0.96 for
“at least 1 molar sealed” and from 0.91 to 0.93 for “all 4 molars sealed.” A reliability of 0.70 or
greater is considered acceptable for drawing conclusions about groups, and reliability of 0.90 or
greater is recommended for drawing conclusions about individuals.4
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Figure 5. Sealant Receipt on Permanent 2nd Molars, Mean and Median Measure Scores,
Practice and Clinician Levels, Commercial, 2019

Figure 5A: Commercial, Practice Level

100%
70% 82%
80% 77%
70% 3% 68%
60%
50% 49% 48%
40% 32% 34%
30%
20%
10%
0%
At least 1 All 4 Atleast 1 All 4
Sealants, 2nd Molars Sealants, 1st Molars
(for comparison)
B Mean ®Median
Figure 5B: Commercial, Clinician Level
100%
920% 84%
80% - 69%
70% 1% 65%
60% 53%
50%
40% 35% 38%
30%
20%
10%
0%
Atleast 1 All 4 Atleast 1 All 4
Sealants, 2nd Molars Sealants, 1st Molars
(for comparison)
B Mean = Median
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Figure 6. Sealant Receipt on Permanent 2nd Molars: Mean and Median Measure Scores,
Clinician Level, Medicaid, 2019

100% Figure 6A: New Mexico Medicaid
76%

80% 67%  67% 65%

60% 49%  49% a5z VP
40%

20%

0%
At least 1 All 4 At least 1 All 4
Sealants, 2nd Molars Sealants, 1st Molars

(for comparison)

Figure 6B: Ohio Medicaid

100%

79%

80% 70%  71% 75% ’

60% 45% 46% 48% 459
40%
20%
0%
At least 1 All 4 Atleast 1 All 4
Sealants, 2nd Molars Sealants, 1st Molars

(for comparison)

Figure 6C: Texas Medicaid
100%

79%  80% 82% 8%

80% 62%

60% 57%
38% %

40% 37%

0%
At least 1 All 4 At least 1 All 4
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Table 2. Practice and Clinician Measure Score Statistics, Commercial

Practices Clinicians
(n=52) (n=19)
Atleast 1 Sealed Al 4 Sealed Atleast 1 All 4 Sealed
Sealed
Mean 0.49 0.32 0.53 0.35
Standard deviation 0.21 0.15 0.25 0.16
Median 0.48 0.34 0.61 0.38
Minimum 0.01 0.00 0.01 0.00
Maximum 0.88 0.62 0.88 0.58
10th percentile 0.26 0.13 0.01 0.01
25th percentile 0.35 0.19 0.42 0.28
75th percentile 0.64 0.44 0.69 0.46
90th percentile 0.75 0.49 0.76 0.49
Interquartile range 0.29 0.24 0.27 0.18

Table 3. Practice and Clinician Measure Score Statistics, Medicaid

New Mexico Ohio Medicaid Texas Medicaid
Medicaid (n=3 providers) (n=3 providers)
(n=2 providers)
At least 1 All 4 At least 1 All 4 At least 1 All 4
Sealed Sealed Sealed Sealed Sealed Sealed

Mean 0.67 0.49 0.70 0.45 0.79 0.38
Standard deviation 0.06 0.03 0.05 0.03 0.14 0.23
Median 0.67 0.49 0.71 0.46 0.80 0.37
Minimum 0.62 0.47 0.64 0.42 0.64 0.15
Maximum 0.71 0.51 0.74 0.48 0.93 0.62
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Workgroup Determinations
Performance gap and opportunity for improvement

The workgroup found the measure scores to be consistent with expectations based on the
collective expert opinion. The measure scores demonstrated variation in performance and
opportunities for improvement across both practices and clinicians. Thus, there are opportunities
both for improving performance overall as well as for identifying and focusing improvement
efforts on lower-performing practices and clinicians.

However, the workgroup noted that relatively few practices and clinicians will be able to report
on this measure due to the denominator criteria. The denominator for the measure is restricted
to those children who turn age 15 during the reporting year. Many practices and clinicians will
not meet the threshold of at least 100 patients in the denominator to ensure reliable
measurement. This may partficularly affect reporting within Medicaid programs where providers
may limit the number of Medicaid beneficiaries they accept in their practice. This is illustrated
by the relatively small number of Medicaid providers who met the denominator criteria, even in
states with large Medicaid enroliment such as Texas, which had only 3 providers with at least 100
patients in the denominator. Despite this limitation, the workgroup determined that the measure
is grounded in evidence of the effectiveness of sealant placement in preventing caries and
therefore important to driving quality improvement. The workgroup recommends inclusion of
Sealant Receipt on Permanent 2nd Molars in the starter set of claims-based measures for
practice- and clinician-level reporting. Further testing will be conducted to evaluate whether
smaller denominator sizes can produce reliable and valid measurement. This could expand the
number of practices and clinicians able to report the measure. The workgroup advises that
measure implementers consult the associated user guide (in development) to address
considerations of reliable measurement for use in accountability applications and for quality
improvement.

Practice- and clinician- level reporting

The measure is designed such that those providers with whom patients are active and
established, as indicated by having a comprehensive or periodic oral evaluation in both the
reporting year and the prior year, are responsible for ensuring their patients receive sealants on
permanent second molars by their 15" birthday. Recognizing that different providers may
contribute o sealant placement, the patient is counted in the numerator for having received
sealants regardless of which practice or clinician placed the sealant.

The workgroup reviewed measure scores calculated at both the practice and clinician levels.
The measure score data demonstrated similar performance at both levels and similar variation in
performance. Based on both the measure intent and the evaluation of data, the workgroup

15 | Page

2025 American Dental Association on behalf of the Dental Quality Alliance (DQA)©. All rights reserved.



determined that the measure Sealant Receipt on Permanent 2nd Molars is appropriate for
reporting at both the practice and clinician levels.

Importance of data element completeness and following
specifications

The workgroup emphasizes that it is essential to have all critical data elements required for the
measure and to follow the measure specifications as written to have reliable and valid
measurement that can be used for comparisons between entities and over time.

Limitations of claims-based practice and clinician level reporting

Practice- and clinician-level measurement using claims data within a payer’s or third-party
claims aggregator’s database often represents a subset of a practice’s or clinician’s patients.
Consequently, when reporting measure scores using such claims dataq, it should be recognized
that the payer subset of the practice’s or clinician’s patients may not reflect the overall
performance of the practice or clinician, particularly when the payer covers a small percentage

of the practice’s or clinician’s patients.

Public Comment

An interim report was posted on the DQA website for a one-month public comment period
(August 5, 2025, through September 5, 2025), with additional dissemination through email mailing
lists. The DQA would like to thank interested parties who submitted comments. Three comments
were received (Appendix 3). All commenters supported the use of the measure at the practice
and clinician levels. One commenter also agreed with the workgroup's observation that an
important limitation of the measure is that relatively few practices or clinicians will be able to
report on the measure due to the denominator criteria. The commenter noted this may be
more of a concern when using claims data that may include a subset of the overall practice’s or
clinician’s patients. Thus, the commenter noted that, as a claims-based measure, the *measure
must be viewed in a broad sense and used when appropriate.” The next phase of work will
focus on measures calculated using digital/electronic patient record data, with continued
evaluation of adequate denominator size for reliable measurement, which may promote
reporting the measure across a broader range of entities.

Two commenters noted the importance of this measure for the adolescent population and the
need for prevention-focused measures for this population. Both of these commenters also noted
that fransition from pediatric to adult care may start occurring among this age group. One
commenter further suggested considering expanding the age range from 15 years to 21 years.
Age 15 years was determined during testing of the program and plan level measure
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counterpart. Although the suggestion to capture a broader range of children is appreciated,
doing so would require a significantly longer look-back period to continue to capture the ages
at which permanent second molars most commonly erupt. A significantly longer look-back
period threatens measure feasibility and reliability. The American Dental Association notes that
most children have all of their permanent teeth, with the exception of 3 molars, by age 13.¢
The DQA notes that, for quality measurement purposes, the goal is to identify a reliable sample
of children who are candidates for sealant receipt on permanent 2nd molars and not every child
who may be a candidate for sealant receipt. Further, significantly expanding the age range
may have the unintended consequence of reduced attention to more timely sealant
placement.

The measure logic excludes children who have received treatment (restorations, extractions,
endodontic, prosthodontic, and other dental treatments) on all four permanent second molars.
One commenter asked about whether silver diamine fluoride tfreatment should be included as
part of the criteria used to identify teeth that should be counted towards exclusions from the
measure denominator. The dental procedure code that would capture silver diamine fluoride
used as a caries-related treatment is D1354. The utility of including this code will be reviewed by
the DQA’s Measure Development and Maintenance Committee during the next annual
measure review for all of the DQA sealant measures.

The DQA's practice- and clinician-based measurement activities are currently focused on
measures that can be calculated using claims data due to their greater near-term feasibility of
implementation. One commenter noted the limitations of claims data in comprehensively
identifying teeth ineligible for sealants for the purpose of identifying exclusions from the measure
denominator and further noted that access to electronic patient record data would help
overcome this data limitation. The next phase of work will focus on measures calculated using
digital/electronic patient record data.

Conclusions

After presentation of the methodology, testing results, specifications, and performance scores,
the DQA membership approved the measure Sealant Receipt on Permanent 2nd Molars as a
feasible, reliable, and valid measure that can be used to identify performance gaps, detect
variations in performance between practices and between clinicians, and guide improvement
efforts. The DQA approved this measure for practice-level and clinician-level reporting at its
November 14, 2025, meeting.

17 | Page

2025 American Dental Association on behalf of the Dental Quality Alliance (DQA)©. All rights reserved.



References

1.

Dental Quality Alliance. Guidance on Practice-Based Measures Implementation. Accessed
October 10, 2025, https://www.ada.org/-/media/project/ada-organization/ada/ada-
org/files/resources/research/dga/educational-
resources/2018_pbm_guidance_implementation_final20181108t102945.pdf

2. Herndon JB, Crall JJ, Aravamudhan K, et al. Developing and testing pediatric oral
healthcare quality measures. J Public Health Dent. Summer 2015;75(3):191-201.
doi:10.1111/jphd.12087

3. Herndon JB, Tomar SL, Catalanotto FA, et al. Measuring quality of dental care: Caries
prevention services for children. J Am Dent Assoc. Aug 2015;146(8):581-91.
doi:10.1016/j.adaj.2015.03.017

4. Adams J. The Reliability of Provider Profiling: A Tutorial. RAND Corporation. Accessed October
6, 2025, http://www.rand.org/pubs/technical reportsgTR653.html

5. Scholle SH, Roski J, Adams JL, et al. Benchmarking physician performance: reliability of
individual and composite measures. Am J Manag Care. Dec 2008;14(12):833-8.

6. Tooth eruption: the permanent teeth. J Am Dent Assoc. Jan 2006;137(1):127.

18 | Page

2025 American Dental Association on behalf of the Dental Quality Alliance (DQA)©. All rights reserved.


http://www.rand.org/pubs/technical_reports?TR653.html

Appendix 1: Measure Specifications
DQA Practice/Clinician Level Measure Specifications: Claims-Based Measures

Sealant Receipt on Permanent 2rd Molars

Description: Percentage of enrolled children who have ever received sealants on permanent
second molar teeth by the 15" birthdate: (1) at least one sealant and (2) all four molars sealed

Numerator: Unduplicated number of enrolled children who ever received sealants on a
permanent second molar tooth: (1) af least one sealant and (2) all four molars sealed

Denominator: Unduplicated number of enrolled children with their 15t birthdate in the reporting
year

Exclusions: Children who have received treatment (restorations, extractions, endodontic,
prosthodontic, and other dental treatments) on all four permanent second molars in the 48
months prior to the 15" birthdate

Rates (two measure scores reported): NUM1/DEN (after exclusions); NUM2/DEN (after exclusions)

Applicable reporting level: Practice and clinician

Guiding DQA Program-Plan Level Measure Specification: This measure aligns with the
program/plan level Sealant Receipt on Permanent 2nd Molars specifications available on the
Dental Quality Measures page of the DQA website.

Age: Children with their 15t birthdate in the reporting year.

Measuring Entity: Payer or third party with payer claims data.

Data Sources: Enrollment and claims data; reporting year and four prior years. When using
claims data to determine service receipt, include both paid and unpaid claims (including
pending, suspended, and denied claims).

Improvement Noted As: A higher score indicates better quality.

Months to Days Conversion: To accommodate months ranging from 28 to 31 days, the following
standards apply:

1 month 30 days
2 months 61 days
3 months 91 days
4 months 122 days
5 months 152 days
6 months 183 days
7 months 213 days
11 months 334 days

*Sealant Receipt on Permanent 2nd Molars was approved as a new measure by the DQA at its November 14, 2025,
meeting. These specifications will remain effective through December 31, 2026.
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1 year 12 months 365 days

13 months 395 days
3 years 36 months 1095 days
4 years 48 months 1461 days
5 years 60 months 1826 days

Level of Reporting:
e Practice (identified by TIN)

Note: When a single TIN is used across multiple locations within a group practice, the
resulting measure score will reflect a single weighted average score across locations.
Conversely, if one group practice uses individual TINs for each of its locations, then the
measure will result in a score specific to each location. When reporting measure scores, it
is helpful to note whether TINS reflect multiple locations or single locations. Such
contextual information will be useful in interpreting scores when used for comparisons.

¢ Clinician (identified by Rendering Provider NPI)
Measure Limitations:

e This measure attributes patients to a practice’s (or clinician’s) denominator based on
having a comprehensive or periodic oral evaluation in both the reporting year and the
prior year. This attribution ensures that the patient (1) is an active patient in the reporting
year and (2) is an established patient to ensure sufficient time for care delivery. A
limitation of this approach is that patients new to the practice in the reporting year will
not be included in the measurement. Testing data indicated that approximately 80% or
more of commercially insured pediatfric patients have 2-year care continuity with the
same practice. In health care settings that have more significant patient churn, more
patients will be excluded from measurement.

o Claims data cannot identify (a) teeth with active decay, (b) sealants not billed to the
program/plan, or (c) freatment (e.g., restorations/exfractions) not billed to the
program/plan, thus impacting the precision of both the numerator and denominator.

e Comparisons would be biased if reporting entities being compared have significant
differences in the availability of complete treatment history for enrollees, which reduces
the ability to consistently identify children to be included in the numerator or excluded
from the denominator. However, this is not unique to dental measures.

Sealant Receipt on Permanent 24 Molars Measure Calculation

Denominator before Exclusions

1. Checkif the subject meets age criterion at the last day of the reporting year:
a. If child has the 15" birthdate during the reporting year, then proceed to next
step.

b. If age criterion is not met or there are missing or invalid field codes (e.g., date of
birth), then STOP processing. This subject is not included in the denominator.
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2. Check enrollment criteria:

a. If childis enrolled on the 15t birthdate, AND

b. If childis confinuously enrolled (12 months) with a single gap of no more than 31 days
prior to the child’s 15" birthdate.

c. If aand b are met, then include in denominator before exclusions and proceed to
next step.

d. If a OR bis NOT met, then STOP processing. This subject is not included in the
denominator.

YOU NOW HAVE THE AGE AND ENROLLMENT DENOMINATOR-ELIGIBLE POPULATION

Atftribute Patients to Practices and Clinicians

*** Note: Oral evaluation codes (D0120, DO150, D0O145) are used only for attribution to the
practice-specific and clinician-specific denominators. A patient may be in more than one
practice's denominator or more than one clinician’s denominator. ***

3. Aftribute subjects to all practices that provided a comprehensive or periodic oral evaluation
in the reporting year AND in the year prior fo the reporting year (to be included in a
practice’s denominator, the patient should have had a comprehensive or periodic oral
evaluation in both years with that same practice):

a. Aftribute subject to the *unique TIN* associated with each practice that

i. performed any of [CDT CODE] = [D0120 OR D0145 OR D0150] in the reporting
year

AND

ii. performed any of [CDT CODE ] =[D0120 OR D0145 OR D0150Q] in the year prior
to the reporting year

b. Include in denominator for the practice.

4. Attribute subjects to all clinicians that provided a comprehensive or periodic oral evaluation
in the reporting year AND in the year prior to the reporting year (to be included in a
clinician’s denominator, the patient should have had a comprehensive or periodic oral
evaluation in both years with that same clinician):

a. Attribute subject to the *unique RENDERING PROVIDER NPI* associated with each
clinician that

i. performed any of [CDT CODE] = [D0120 OR D0145 OR D0150] in the reporting
year

AND

i. performed any of [CDT CODE] = [D0120 OR D0145 OR D0150] in the year prior to
the reporting year

b. Include in denominator for the clinician.
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Notes for Steps 3 and 4:

= A patfient may be present in more than one practice's denominator.

= A patient may be present in more than one clinician’s denominator.

= In these two steps, all claims with missing or invalid CDT CODE, missing or invalid TIN, or
missing or invalid rendering provider NPI should not be included in the denominator.

YOU NOW HAVE THE PRACTICE-SPECIFIC AND CLINICIAN-SPECIFIC DENOMINATORS BEFORE
EXCLUSIONS (DEN)

Numerator 1: At Least One Permanent 2nd Molar Sealed

5. Among the subjects in denominator: Check if subject ever received a sealant on at least
one permanent second molar in the 48 months prior o the 15th birthdate:

a. If [CDT CODE] = D1351 in the 48 months prior to the 15th birthdate:
0 < [15t BIRTHDATE] — [SEALANT DATE OF SERVICE] <= 1461 DAYS
AND
b. If [SEALANT TOOTH NUMBER] =2 OR 15 OR 18 OR 31, using the Universal Numbering
System, then include in Numerator 1; proceed to next step.
c. Ifa OR bis not met, then STOP processing. This subject is already included in the
denominator before exclusions but will not be included in Numerator 1.

NOTE:

e Sealant placements included in the numerator should be counted regardless of the
provider or practice that actually provided the service.

YOU NOW HAVE ALL SUBJECTS WHO QUALIFY FOR NUMERATOR 1 (NUM 1): Subjects who have
ever received a sealant on at least on permanent second molar by age 15

Numerator 2: All Four Permanent 2rd Molars Sealed

6. Check if sealants were placed on all four permanent second molars in the 48 months prior to
the 15t birthdate:

a. If [CDT CODE] =D1351 AND [TOOTH-NUMBER] = 2, using the Universal Numbering
System, in the 48 months (1461 days) prior to the 15" birthdate, AND

b. If [CDT CODE] =D1351 AND [TOOTH-NUMBER] = 15, using the Universal Numbering
System, in the 48 months (1461 days) prior to the 15" birthdate, AND

c. If [CDT CODE] =D1351 AND [TOOTH-NUMBER] = 18, using the Universal Numbering
System, in the 48 months (1461 days) prior to the 15" birthdate, AND

d. If [CDT CODE] =D1351 AND [TOOTH-NUMBER] = 31, using the Universal Numbering
System, in the 48 months (1461 days) prior to the 15" birthdate.

e. Ifa AND b AND c AND d are met, then include in Numerator 2; STOP processing.

If a OR b OR ¢ OR dis not met, then STOP processing. This subject is not included in

Numerator 2.

—h
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NOTE:

e Sealant placements included in the numerator should be counted regardless of the
clinician or practice that actually provided the service.

YOU NOW HAVE ALL SUBJECTS WHO QUALIFY FOR NUMERATOR 2 (NUM 2): Subjects who have
received sealants on ALL FOUR permanent second molars by age 15

Exclusions:

Note: Exclusions are assessed only among subjects who do not qualify for Numerator 1: those
who did not have at least one sealant placed by their 15t birthdate. Those who have had at
least one sealant placed, by definition, had a sealable molar and should be counted in
Numerator 1. This measure assesses sealant placement.

7. For each practice and for each clinician, check if subject is in the denominator before
exclusions and has NOT had at least one sealant placed:
a. Subjectisin the denominator, AND
b. Subjectis NOT in Numerator 1 (af least one sealant).
c. If a AND b are met, then proceed to next step.
d. If a OR b is not met, then STOP processing. This subject will remain in the denominator.

8. Check if subject qualifies for an exclusion from the denominator because child has received
treatment (restorations, extractions, endodontic, prosthodontic and other dental freatments)
on all four permanent second molars in the 48 months prior fo the 15th birthdate (i.e., none
of the second permanent molars is sealable). Check the following among those children
who are in the denominator but who do not meet the criteria for Numerator 1 (did not have
at least one molar sealed in the 48 months prior to the 15" birthdate):

a. On permanent second molar maxillary left [TOOTH NUMBER=15] using the Universal
Numbering System]; check if subject meets any of the criteria:

i.  Subject has PREVENTIVE RESIN RESTORATION CODE [D1352]
OR
i.  Subject has any RESTORATIVE CODE [D2140, D2150, D2160, D2161, D2391,
D2392, D2393 or D2394] that includes OCCLUSAL TOOTH SURFACE alone [O]
and in combination with any other surface codes [examples: MO or DO or
MOD or MODL or MODBL or MOL or DOL or MOB or MODB or DOB or BO or LO]

OR

ii.  Subject has any RESTORATIVE CODE [D2410 — D2999]
OR

iv.  Subject has any ENDODONTIC CODE [D3110- D3999]
OR

v.  Subject has any EXTRACTION CODE [D7111- D7250 OR D7252]
OR

vi.  Subject has any PROSTHODONTIC CODE [Dé205- D6794]

AND
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b. On permanent second molar maxillary right [TOOTH NUMBER=2] using the Universal
Numbering System]; check if subject meets any of the criteria:

i.  Subject has PREVENTIVE RESIN RESTORATION CODE [D1352]
OR
i. Subject has any RESTORATIVE CODE [D2140, D2150, D2160, D2161, D2391, D2392,
D2393 or D2394] that includes OCCLUSAL TOOTH SURFACE alone [O] and in

combination with any other surface codes [examples: MO or DO or MOD or MODL
or MODBL or MOL or DOL or MOB or MODB or DOB or BO or LO]

OR
ii.  Subject has any RESTORATIVE CODE [D2410 - D2999]
OR
iv.  Subject has any ENDODONTIC CODE [D3110- D3999]
OR
v.  Subject has any EXTRACTION CODE [D7111- D7250 OR D7252]
OR

vi.  Subject has any PROSTHODONTIC CODE [D6205- D6794]

AND

c. permanent second molar mandibular left [TOOTH NUMBER=18] using the Universal
Numbering System]; check if subject meets any of the criteria:

i.  Subject has PREVENTIVE RESIN RESTORATION CODE [D1352]
OR
i.  Subject has any RESTORATIVE CODE [D2140, D2150, D2160, D2161, D2391, D2392,
D2393 or D2394] that includes OCCLUSAL TOOTH SURFACE alone [O] and in

combination with any other surface codes [examples: MO or DO or MOD or MODL
or MODBL or MOL or DOL or MOB or MODB or DOB or BO or LO]

OR
i.  Subject has any RESTORATIVE CODE [D2410 — D2999]
OR
iv.  Subject has any ENDODONTIC CODE [D3110- D3999]
OR
v.  Subject has any EXTRACTION CODE [D7111- D7250 OR D7252]
OR

vi.  Subject has any PROSTHODONTIC CODE [D6205- D6794]

AND
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d. On permanent second molar mandibular right [TOOTH NUMBER=31] using the Universal
Numbering System]; check if subject meets any of the criteria:
i.  Subject has PREVENTIVE RESIN RESTORATION CODE [D1352]

OR

i. Subject has any RESTORATIVE CODE [D2140, D2150, D2160, D2161, D2391, D2392,
D2393 or D23%94] that includes OCCLUSAL TOOTH SURFACE alone [O] and in
combination with any other surface codes [examples: MO or DO or MOD or MODL
or MODBL or MOL or DOL or MOB or MODB or DOB or BO or LO]

OR

ii.  Subject has any RESTORATIVE CODE [D2410 — D2999]

OR

iv.  Subject has any ENDODONTIC CODE [D3110- D3999]

OR

v.  Subject has any EXTRACTION CODE [D7111- D7250 OR D7252]

OR

vi.  Subject has any PROSTHODONTIC CODE [D6205- D6794]

If ALL permanent second molars were previously freated (a AND b AND ¢ AND d), then the
subject does not have at least one sealable molar; remove this enrollee from the
denominator; STOP processing.

NOTE: Exclusion criteria should be counted regardless of the practice(s) or clinician(s) that
actually performed the treatment [i.e., the procedures that qualify a tooth for being
previously freated, and therefore not eligible for a sealant, do not have to be performed by
the same practice/clinician].

YOU NOW HAVE THE DENOMINATOR AFTER EXCLUSIONS (subjects who meet age and
enrollment criteria and have NOT had all permanent second molars previously treated)

9. Report:
a. Number of patients in practice-specific or clinician-specific denominator before
exclusions
b. Number of patients in practice-specific or clinician-specific denominator after exclusions
(DEN)

c. Subset of patients in practice-specific and clinician-specific denominators who meet
numerator 1 requirements (NUM1)

d. Subset of patients in practice-specific and clinician-specific denominators who meet
numerator 2 requirements (NUM2)

e. Rate 1: NUM1/DEN (after exclusions)

f.  Ratfe 2: Num2/DEN (after exclusions)

***Reliability of the measure score depends on the quality of the data elements that are used to
calculate the measure. The percentages of missing or invalid data for each data element used
to calculate the measure must be investigated prior to measurement. Data elements with high
rates of missing or invalid data will adversely affect the subsequent counts that are recorded. A
low-quality data set may result in measure scores that are noft reliable ***
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2025 American Dental Association on behalf of the Dental Quality Alliance (DQA) ©. All rights reserved. Use by individuals
or other entities for purposes consistent with the DQA's mission and that is not for commercial or other direct revenue
generating purposes is permitted without charge.

Dental Quality Alliance Measures (Measures) and related data specifications, developed by the Dental Quality Alliance
(DQA), are infended to facilitate quality improvement activities.
These Measures are intended to assist stakeholders in enhancing quality of care. These performance Measures are not
clinical guidelines and do not establish a standard of care. The DQA has not tested its Measures for all potential
applications.

Measures are subject to review and may be revised or rescinded at any time by the DQA. The Measures may not be
altered without the prior written approval of the DQA. The DQA shall be acknowledged as the measure steward in any
and all references to the measure. Measures developed by the DQA, while copyrighted, can be reproduced and
distributed, without modification, for noncommercial purposes. Commercial use is defined as the sale, license, or
distribution of the Measures for commercial gain, or incorporation of the Measures intfo a product or service that is sold,
licensed or distributed for commercial gain. Commercial uses of the Measures require a license agreement between the
user and DQA. Neither the DQA nor its members shall be responsible for any use of these Measures.

THE MEASURES ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.
Limited proprietary coding is contained in the Measures’ specifications for convenience.

Users of the proprietary code sets should obtain all necessary licenses from the owners of these code sets. The DQA,
American Dental Association (ADA), and its members disclaim all liability for use or accuracy of any terminologies or
other coding contained in the specifications.

For Proprietary Codes:

The code on Dental Procedures and Nomenclature is published in Current Dental Terminology (CDT), Copyright © 2025
American Dental Association (ADA). All rights reserved. CDT is a tfrademark of the American Dental Association.
CPT® codes, copyright 2025, American Medical Association (AMA). All rights reserved. CPT is a trademark of the

American Medical Association.

National Uniform Claim Committee (NUCC) Health Care Provider Taxonomy codes
(http://www.nucc.org/index.php2option=com_content&view=article &id=14&Itemid=125). Copyright © 2025 American
Medical Association. All rights reserved.

National Uniform Billing Committee (NUBC) codes, copyright 2025, American Hospital Association (AHA). All rights
reserved.

For Public Domain Codes:

The International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM) is published by the U.S.
Centers for Disease Control and Prevention National Center for Health Statistics (https://www.cdc.gov/nchs/icd/icd-10-
cm/). ICD-10-CM is the clinical modification of ICD-10 for use in the United States. The World Health Organization
publishes ICD-10.

The International Classification of Diseases, 10th Revision, Procedure Coding System (ICD-10-PCS) is published by the U.S.
Centers for Medicare & Medicaid Services (https://www.cms.gov/medicare/coding-billing/icd-10-codes).

The National Drug Code (NDC) Directory is published by the U.S. Food and Drug Administration and is made available to
the public domain (https://open.fda.gov/data/ndc/).

THE SPECIFICATIONS ARE PROVIDED "AS IS” WITHOUT WARRANTY OF ANY KIND.
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Appendix 2: Practice- and Clinician-Level Measure
Score Histograms

This appendix visually represents the distribution of the measure scores for each data partner at
the practice and clinician levels using histograms. The horizontal axis is the same in the figures
and represents the measure score ranges in 10% increments. The vertical axis is the same in the
figures and represents the number of practices (or clinicians) falling within each measure score
range. Thus, the first column in each chart shows the number and percent of practices with
rates of 10% or less, the second column shows the number and percent of practices with rates in
the range 10%-20%, and so forth. To illustrate the interpretation, 2% of Data Partner 1 practices
had measure scores in the range of 80% to 90% (Figure A2-1).

Practice-Level Histograms

Figure A2-1. Practice-Level Measure Score Histogram for Data Partner 1, At Least 1 Molar Sealed
Commercial (n=52 practices with denominator>=100)
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Figure A2-2. Practice-Level Measure Score Histogram for Data Partner 1, All Four Molars Sealed
Commercial (n=52 practices with denominator>=100)
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Clinician-Level Histograms
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Figure A2-3. Clinician-Level Measure Score Histogram for Data Partner 1, At Least 1 Molar Sealed
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Figure A2-4. Clinician-Level Measure Score Histogram for Data Partner 1, All Four Molars Sealed
Commercial (n=19 clinicians with denominator>=100)
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Appendix 3: Public Comments

COMMENT SUBMITTED
BY

The American Academy of Pediatric Dentistry (AAPD) is grateful for the American

opportunity fo provide input on the Dental Quality Alliance (DQA) proposal to | Academy of

use the Sealant Receipt on Permanent 2nd Molars measure at the practice- Pediatric

and clinician-level, in addition to its existing use as a program and plan level D(i:\tfg;’

measure. We recognize that this is infended to measure the share of children
who receive sealants on their permanent 2nd molars (at least one or all four).
As with the measure’s initial implementation at the program and plan level,
the AAPD supports the use of this measure atf the practice and clinician level.
Use of this measure at the practice and clinician level has the potential to
empower dental teams to act upon opportunities for improvement in sealant
rates to prevent additional dental decay. We appreciate the analysis done by
the DQA Measure Development and Maintenance Committee (MDMC) and
offered in the report, and we understand that children and young adults are
less likely to receive sealants on their 2nd molars than their 1st molars.
Understanding who is receiving care and who is not, as well as who is
providing this care and who is not, will help the dental community to
strengthen care delivery.

One idea for consideration we present to DQA for this measure — for its use at
all levels (clinician, practice, plan, and program) —relates to the age-eligibility
requirements specified in the numerator and denominator. The population of
interest — as described in the current denominator specifications —is children
who turn 15 during the reporting year. However, some permanent second
molars do not begin erupting until age 14 or 15 years and can take months
and even years to fully erupt. Patients who have later eruption or longer
duration eruption would not be captured in this measure.

Overall, we would like to see more children — or people - eligible for inclusion
in this measure. This could be achieved by increasing the age of inclusion. We
recommend aligning this measure to the other DQA pediatric measures and
increase the age of inclusion for the measure to those children under age 21.
Additionally, at least anecdotally, there seems to be greater interest in sealant
placement among the adult population. The transition age from pediatric fo
adult care varies widely, sometimes occurring as children reach tfransitional
dentition and other fimes occurring closer to the age of legal adulthood.
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Broadening the age range of interest for sealants on permanent 2nd molars
could be reflective of preventive care recommendations in addition to
contemporary dental care practices. As such, we are curious if there would
be an appetite within DQA to consider extending the age eligibility from 15
(as it currently exists) up to age 21.

Thank you for your consideration of these ideas for the future. We commend
the incredibly hard work of the DQA and its MDMC, and we are grateful to be
able to rely on psychometrically sound measures that have real-life
implications for children’s oral health.

i Pahel BT, Vann WF Jr, Divaris K, Rozier RG. A Contemporary Examination of First and Second
Permanent Molar Emergence. J Dent Res. 2017 Sep;26(10):1115-1121. doi:
10.1177/0022034517716395. Epub 2017 Jun 23. PMID: 28644755; PMCID: PMC5582687.

The Academy of General Dentistry (AGD) is pleased to be among the Academy
community of stakeholders to participate in the review of the Dental Quality of
Alliance’s (DQA) Interim Report: Sealant Receipt on Permanent 2nd Molars. General
We note that this report includes an overview of the testing process and D(irg;f;y

results, key findings and determinations to date, and measure specifications.

Members of AGD's Dental Practice Council conducted this activity in
consultation with Dr. Ralph Cooley, AGD's representative to the DQA.

Every quality measure must have validity, feasibility, and reliability, and all of
these were evaluated during the development of the program and plan level
measure. One of the factors influencing reliability of this measure involved
having enough patients in the denominator of the data reviewed. The
numerator was defined as “Unduplicated number of enrolled children who
ever received sealants on a permanent second molar tooth: (1) at least one
sealant and (2) all four molars sealed. The denominator was defined as
“unduplicated number of enrolled children with their 15th birthdate in the
reporting year”, and it was determined that at least 100 patients were needed
in this denominator to satisfy the reliability question. This was accomplished
when looking at overall data, but we would note that “many practices and
clinicians will not meet the threshold of at least 100 patients in the
denominator to ensure reliable measurement. This may particularly affect
reporting within Medicaid programs where providers may limit the number of
Medicaid beneficiaries they accept in their practice.”

The AGD again emphasizes that due to the limitations that were stated
making it difficult to use claims and third-party data to evaluate the overall
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performance of an individual practice or clinician, this measure must be
viewed in a broad sense and used when appropriate. What is being
evaluated may only reflect a small subset of the practice and the clinician
involved.

AGD does agree with the workgroup that the measure is “grounded in
evidence of the effectiveness of sealant placement in preventing caries and
therefore important to driving quality improvement.” AGD members strive for
disease prevention for patients’ better health and look to improve patients’
lives in this manner. With the limitations stated, the AGD does recognize that
the measure Sealant Receipt on Permanent 2nd Molars is a feasible, reliable,
and valid measure that can identify performance gaps, detect variations in
performance, and guide improvement efforts.

The AGD, on behalf of its 40,000 members, would like to thank and
acknowledge the DQA's Measure Development and Maintenance
Committee for their hard work and planning demonstrated in this report, and
recognize their commitment to quality improvement in dentistry. We look
forward to continuing to work together to improve and serve dentistry, our
members, and our patients.

The National Network for Oral Health Access (NNOHA) appreciates the National
opportunity to comment on the interim report. For more than thirty years, Network for
NNOHA has supported safety-net oral health programs nationwide through Oral Health
training, technical assistance, and implementation guidance that reach well (ﬁﬁg?}i)

beyond our 5,400 members via our website, webinars, conferences, and
learning collaboratives. We value the DQA's rigorous and transparent
approach to measure development and maintenance, and we thank you for
inviting feedback.

In our opinion, this is at present, the strongest practical sealant measure for
adolescents. By centering the denominator on children who turn 15 in the
measurement year and reporting two complementary numerators—those with
at least one second molar sealed and those with all four sealed—the
specification keeps the construct clinically focused and avoids the complex
exclusion logic that offen accompanies age-range measures.

From an implementation standpoint, claims data, despite its limitations, offers
a feasible and comparable way to assess adolescent prevention at scale.
Current dental EHRs generally cannot execute exclusions based on
odontogram-level tooth information without custom workflows, and claims
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remove the need for “dummy” exclusion pathways and sfill permit
appropriate credit for services delivered outside the dental home (e.g.,
school-based programs), since sealant placements are counted regardless of
which clinician or practice provided the service. In short, while not perfect, this
claims-based approach provides a meaningful population-health outcome

for adolescents—an area that remains under-measured.

We also want to acknowledge known constraints. Claims cannot observe
certain clinical states (unerupted, congenitally missing, or impacted teeth),
may not capture previously placed sealants or prior freatments if they fall
outside the available claims history, and can be incomplete where there is
limited care or interrupted enrollment. These realities do not negate the
measure’s value, but they do argue for a pragmatic enhancement that
strengthens clinical fidelity where feasible without creating barriers to
adoption.

With that context, NNOHA offers one focused recommendation: to add an
optional Hybrid (Claims + EHR Data) path while preserving the baseline claims-
only specification. The claims-only pathway should remain the default for
scoring and cross-entity comparability. For systems ready to go further, the
hybrid annex would have a deliberately narrow purpose: (1) to validate
exclusions by confirming tooth-level conditions that claims cannot reliably
identify; (2) to complete missing historical data by verifying existing sealants
and prior freatments documented in the clinical record but absent from the
payer's files; and (3) to complete gaps caused by episodic care or lack of
continuous 48-months claims data, so that missing claims can be distinguished
from true care opportunities.

Access redlitfies in Medicaid make this even more salient. Adolescents often
fransition from pediatric to general dental practices during adolescence,
which can split care across providers within the 48-month look-back to age 15.
When combined with the limited and uneven participation of dentists in
Medicaid and widespread dental workforce shortage areas, plus coverage
churn in Medicaid/CHIP, claims histories can be incomplete for
disadvantaged populations. An optional hybrid (claims + EHR) path would
make the measure’s results more accurate and interpretable for these groups.

We also wish to reflect other member comments gathered during our August
2025 committee discussion. Several asked DQA to clarify the exclusion phrase
"other dental freatments,” noting that D2991 appears to be included and

asking how scenarios such as Silver Diamine Fluoride-only management
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(without a subsequent sealant) should be handled. Colleagues working with
Medicaid data reported the challenge of obtaining a contfinuous 48-month
claims window due to high patient churn. Finally, members underscored the
value of spotlighting second molars specifically, given the need to strengthen
adolescent prevention.

In sum, we support advancing Sealant Receipt on Permanent 2nd Molars into
the practice- and clinician-level starter set. We see strong merit in the current
claims-based design, and we offer the optional hybrid path as a practical
way to validate exclusions, complete missing histories, and account for gaps
fied to access or coverage.

Thank you for the opportunity to provide input and for your continued
leadership.
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