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Executive Summary

There is a wave of innovation occurring with health care
organizations taking a coordinated approach to patient
care and assuming accountability for the cost, quality, and
outcomes of their patient population. A limited number
of these Accountable Care Organizations (ACOs) include
dental care as part of their care coordination strategy (around
three percent at present). The American Dental Association
(ADA) and American Academy of Pediatric Dentistry
(AAPD) commissioned five case studies to investigate
successes and challenges to incorporating dental care into a
coordinated approach to care. The ADA and AAPD believe
that the models currently in operation offer valuable insights
into the experience of integrating dental care into ACOs.
The five case studies provide several overarching key findings.

First, there were two main motivations for ACOs to
offer dental care. Some ACOs embrace a “whole health”
philosophy of care delivery that assumes the ACO cannot
be accountable for a patient’s overall health if it does
not address oral health needs. Both Kaiser Permanente
Dental Associates (PDA) and Trillium Coordinated Care
Organization typified this perspective. Others included
dental care because the primary payer (typically the state’s
Medicaid program) includes it as a covered health benefit.
For example, Hennepin Health was required by the county
to include oral health benefits partially as a result of high
cost dental procedures and pain medication dependency
associated with untreated oral health problems.

Second, payment arrangements vary across organizations.
Most of the ACOs that we studied accept a variation of a
capitated payment at the organization level where dental
services are carved out of the total capitation. Additionally,
individual dentists are able to receive upside incentives
without direct downside risk. Permanente Dental Associates,
for instance, negotiates an annual capitated payment from
Kaiser’s health plan that covers all dental and administrative
costs for its patients. It then pays individual dentists
incentives for achieving certain quality metrics. Hennepin
Health, on the other hand, utilizes a slightly modified
capitated payment model in which the organization receives
a global payment from the state’s Medicaid program

specifically for the provision of dental services. Individual
dentists are paid on a fee-for-service (FES) basis, however,
they are provided bonus payments based on the amount of
care provided and meeting certain quality measures. In the
more established ACOs, the dentists can be shareholders in
the ACO and share in the total generated cost savings.

Third, the ACOs studied reported some promising results
in coordinating dental care with overall medical care and
improving patient outcomes. Typically, more experienced
ACOs reported more advanced care coordination techniques
with data showing improved patient outcomes. Kaiser, for
example, recognized that its dentists were a critical patient
touch-point, interacting more frequently with patients
than other health care providers, and achieved remarkable
success in utilizing dentists to close patient-care gaps.
Hennepin Health has also shown promising results with
a large reduction in emergency department utilization by
targeting high hospital utilizers and steering them toward
preventative dental care. Prior to this initiative, providers
were frustrated that their provision of care was essentially
limited to prescribing painkillers and not treating the cause
of dental pain.

Fourth, integrating dental care into ACOs presents numerous
organizational and technical challenges. Kaiser, for instance,
has integrated dental care in its Pacific Northwest region
since the early 1970s but has not expanded this as a national
offering. Several organizations identified technical challenges
related to Electronic Health Records systems that are unable
to interface with each other without costly fixes or a system-
wide replacement. Practicing in an ACO may also present
cultural challenges to dentists who are not accustomed to
practicing in a large group setting or do not have advanced
training that allows them to treat varied and complex cases.

As the health care system continues to evolve toward
increased coordination of care and value based payment,
there could be further opportunities for better coordination
of dental and overall medical care. Our analysis shows that
early adopters have seen some important benefits, but that
there are also important challenges as well.
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Delta Dental of lowa (Dental Wellness Plan)

The following case study profiles the efforts of Delta
Dental of lowa (Delta Dental), a dental benefits company
that acts as the administrator for Iowa’s Dental Wellness
Plan (DWP). The Dental Wellness Plan provides dental
coverage for individuals newly eligible under Medicaid
expansion.

While not technically an ACO, Delta Dental of lowa’s
relationship with the state through DWP represents an
accountable care approach to contracting by addressing
provider network adequacy, access measures, increased
preventive services, member outreach and education,
patient experience of care, and performance incentives for
providers.'

Among the case study participants, Delta Dental’s work
with the DWP represents the earliest efforts on the
spectrum of market development for dental services in
accountable care, which requires the coordination of
medical and dental providers. This coordination continues
to evolve, with the Iowa Department of Human Services
(Iowa DHS) looking to fully coordinate dental services
into accountable care organizations, through voluntary
coordination of these services.”This case presents the
perspective of an administrator (Delta Dental) that has
been contracted to run the state’s dental plan for Medicaid
expansion. To understand this arrangement the following
individuals were interviewed:

* Cheryl Harding, Chief Operating Officer/Vice President
at Delta Dental of lowa

e Suzanne Heckenlaible, Vice President of Public Affairs
at Delta Dental of Iowa and Executive Director of the
Delta Dental of lowa Foundation

* Gretchen Hageman, Director of Dental Wellness
Plan at Delta Dental of Iowa

I. ACO Background and Market Overview

Delta Dental of lowa (Dental Wellness Plan)

Year Established 2014
Lives Covered 116,000

Patient Population Medicaid expansion (adults)

Primary Payer Mix lowa DHS
Payment Arrangement Capitated PMPM
Dental Providers 735 dentists
Dental Staffing Structure  Contracted

Delta Dental is the largest and most experienced dental
benefits company in the state, insuring more Iowans with
more dentists than any of its competitors. Delta Dental
covers more than 900,000 lives through contracts with
large state-based employers, individuals, and the state
government.

Delta Dental is a member of the not-for-profit Delta Dental
Plans Association, based in Oak Brook, Illinois, the leading
national network of independent dental service corporations.
Delta Dental Plans Association member companies provide
dental benefits programs to 62 million Americans in more
than 114,000 employee groups throughout the country.

Delta Dental invests in oral health projects through the
Delta Dental of Iowa Foundation and the Public Benefit
Program. Delta Dental supports communities by improving
access for predominantly underserved populations and funds
programs to advance the careers of dentists (e.g., Dental
Education Loan Repayment Program). To date, the Delta
Dental of Iowa Foundation has granted over $20 million to
improve the oral health of Towans.

When Iowa opted to expand Medicaid beginning in
2014, the state created the Iowa Health and Wellness Plan
(IHWP) to provide medical and dental coverage for the
newly enrolled Medicaid expansion population. Covering
all newly eligible Iowans, ages 19-64, with income at or
below 133 percent federal poverty level (FPL), the benefits
package and provider network currently serves more than
116,000 Iowans.
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Eligibility requirements to enroll in medical and dental
coverage differ for IHWP beneficiaries. On the medical side,
enrollment is based on income. Newly eligible adults above
100 to 133 percent FPL are required to enroll on the Health
Insurance Marketplace, receiving medical coverage through
select insurers. Newly eligible adults at or below 100 percent
FPL receive medical coverage through Medicaid managed
care by selecting a provider from a statewide Medicaid
provider network, many of whom are participating in
accountable care arrangements. The Iowa Department of
Human Services (DHY) is highly invested in the success of
the state’s Medicaid accountable care organizations (ACOs)
and encourages these organizations to take a comprehensive
approach to promoting healthy behavior by reimbursing
providers at higher rates for care coordination. Additionally,
as per the Jowa Medicaid ACO Agreement, these ACOs are
encouraged to develop relationships with dental providers as
well as other non-medical providers to support care efforts.!
Iowa currently has four Medicaid ACOs participating in the
Iowa Health and Wellness Plan.

To satisty the dental component of the IHWP, Iowa DHS
contracted with Delta Dental to administer the Dental
Wellness Plan (DWP). Delta Dental’s large network
of providers, experience in efficient administrative
management and strong focus on community and public
benefit made it the state’s choice partner to administer the
new plan to manage the newly enrolled Medicaid expansion
population. The plan offers comprehensive dental benefits
equivalent to the traditional Medicaid dental benefit,
but is designed to address shortcomings in the current
Medicaid dental program. Specifically, the new plan
addresses the problems of an overwhelming administrative
burden and low provider reimbursement. Through a new
network of dental providers established by Delta Dental,
the DWP offers higher reimbursement rates (similar to
commercial rates) and incentives for both dental providers
and members to be aligned with preventive services and
good oral health. Unlike enrollment in medical coverage,
the entire Medicaid expansion population is enrolled in
the DWP regardless of percent FPL. Also differing from
medical enrollment, dental providers are not specifically

paid to coordinate members’ care.

Since the start of enrollment on May 1, 2014, the DWP
has taken a population health approach to dental care,
emphasizing member engagement and care coordination.
The specific program goals include: (1) enhancing member

access to high quality dental services; (2) population health
management, including provider and patient education,
care coordination, and community support; (3) assuming
accountability for population outcome measures; and (4)
engaging members in preventive services and treatment
compliance through incentives.

The overarching goal of the DWP is to contribute to the total
health of each member by not treating dental as a separate
or unrelated component. As part of the DWP’s design, there
is a focus on care coordination and member engagement
by linking oral health care to physical health care through
medical homes and ACOs. Although nothing legislatively or
contractually obligates coordination between Delta Dental
and the state Medicaid ACOs, Iowa DHS intentionally
included dental care in the program with the understanding
that it is an integral part of the value-based world, and that
the ability to facilitate that coordination is essential.

Like other organizations that are integrating dental care
with overall health care, Delta Dental appreciates that
coordinating relationships between medical and dental
providers is novel and will surely evolve. Although Delta
Dental believes that dental should be integrated with health
care, it is too early to know exactly how these relationships
will grow—the Dental Wellness Plan is an experiment to try
to find an answer to this question.

Cheryl Harding, Chief Operating Officer of Delta Dental
of Iowa, stated, “They’re very focused on overall health,
with a concentration on the medical side first from an
ACO standpoint, and then they will evolve to include the
dental piece in some manner. We certainly stay connected
to what’s going on. We want to be in the conversation
to help influence what's going to happen to dental as
appropriate.” Though dental is not contractually included
in the ACO’s agreements, the DWP takes an accountable
care approach in contracting with dental providers to focus
on performance measures and hold providers accountable
for the care delivered. Delta Dental believes that the concept
of accountability for cost and quality to deliver high-value
dental care will eventually be followed by the required
coordination with medical providers, as oral health will be
included in the ACO’s continuum of care.

Delta Dental is currently the only dental carrier for the Dental
Wellness Plan and has played an important role in helping
Iowa DHS and key stakeholders develop the plan. While
Delta Dental is the only carrier for the Dental Wellness Plan
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to date, other dental plans are able to participate by meeting
certain criteria set by the state—for example, one of these
conditions requires participating dental carriers to be on the
state’s insurance exchange.

Currently, there are 735 dental providers (646 general
dentists, endodontists, 50 oral surgeons, 11
periodontists, and 21 prosthodontists) at more than 879
locations within the DWP network. Within the first six
months of operation, 821 dentists/locations provided
dental services to a DWP beneficiary. Due to the higher
reimbursement rates and reduced administrative burden,

seven

Delta Dental has experienced a favorable turnout of dentists
applying to join the DWP network and is in the process of
recruiting more dentists to join. Participation in the DWP is
separate and independent from all other existing commercial
agreements dental providers may have with Delta Dental.

A 2013 evaluation of Jowa’s now expired IowaCare program,
which provided limited health benefits to low-income adults
who did not otherwise qualify for Medicaid, determined
that oral health issues were the most common chronic
condition experienced by enrollees. Additionally, nearly half
of enrollees had unmet dental care needs.> Although the pre-
expansion Medicaid population was still in the traditional
Medicaid program and not the DWDE, these populations
share similar characteristics.

Under the DWP, the entire Medicaid expansion population
is enrolled regardless of how they receive medical coverage.*
Currently, more than 116,000 Iowans are enrolled in the
DWP, and within the first six months of the program, more
than 24,900 DWP members have received a service.

Like many other providers caring for this subset of patients,
Delta Dental has noted significant differences between
its typical commercial population and DWP’s Medicaid
expansion population, mainly with socioeconomic issues
that cause basic differences in needs. For example, Delta
Dental has a network of 50 DWP oral surgeons, twice the
number of any other dental specialty group. Since the DWP
patient population was largely uninsured prior to Medicaid
expansion, many members had not received any dental care
for several years, if at all. Due to this pent-up demand, Delta
Dental has observed high utilization by this population;
noting that there has been an increase in oral surgery for the
last-resort treatment of tooth extractions.

Il. Payment Arrangements and Risk-Sharing

$$$ Capitated
PMPM

Delta Dental Medicaid ACOs

735 DWP Coordinati d)
network dentists H oordination encourage

Reimbursed FFS with
potential for bonus

Under the Dental Wellness Plan, dental benefits are provided
by the state through a capitated commercial dental plan
carve-out.” Delta Dental receives a capitated per-member
per-month rate from Iowa Medicaid, then reimburses DWP
network providers on a fee-for-service basis, with rates
higher than traditional Medicaid reimbursement. Delta
Dental contracts with the network of providers, and Iowa
DHS is not a party to that contract.

As required by the DWP, Delta Dental has created incentive
compensation for the DWP provider network. In addition
to the set fees, which are comparable to commercial PPO
rates and are substantially higher than current Medicaid
reimbursement rates, general and specialist providers are
able to earn bonuses for meeting certain requirements.

General dentists participating in Delta Dental’s Dental
Wellness Plan network are enrolled in a bonus pool funded
by Delta Dental to reward them for improving the oral health
of the members. The bonus pool is distributed annually and
is divided among dentists that meet certain requirements.
These requirements will include the completion of the
online risk assessment with each new member exam,
proactive outreach to patients to encourage recall visits, and
care maintenance.

Similar to the general dentist bonus pool, Delta Dental
funds a specialist dentist bonus pool where bonus allocation
is based on the number of unique patient visits to a dentist’s
office for members to whom a specialist dentist provided
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services. The bonus requirements for the specialist dentist
bonus pool include a willingness to accept DWP referrals
and scheduling accommodations that align with normal
business practices.

On the medical side of the IHWP, there is some payment
variation based on certain performance measures (e.g.,
continued preventive care and medical home establishment),
and dental is following suit. Though not yet tied to risk
and in its early stages, the dental side has instituted similar
performance measure tracking. Currently, Delta Dental’s
only performance measure is 100 percent completion of
the oral health risk assessment for each new patient as a
requirement for bonus eligibility. For dentists, the concept
of completing an online risk assessment for each patient
is new and has required special attention from the dental
plan. Delta Dental plans to collaborate with other industry
experts to determine other performance measures for dental
providers once the assessment is more widely accepted and
utilized. Delta Dental leadership expects these will include
measures such as the number of patients who adhere to
treatment plans, as well as other measures around dental
interventions, like the durability of crowns.

Care Coordination
Outreach and Referral

Another result of this patient population being previously
uninsured, is that many members are unaware of their new
dental coverage, let alone how to properly use it. To educate
members of their coverage, and as part of its evolving plan
to increase coordination between medical and dental, Delta
Dental is beginning a new effort by engaging outreach and
referral staff to help bridge the interdisciplinary gap. With
contracts beginning on February 1, 2015, this outreach and
referral team will first target the emergency department
(ED), working to increase both member and provider
education. For the members, Delta Dental’s staff will direct
outreach efforts towards those who sought ED services
for dental pain. For the providers, Delta Dental’s team
will equip ED staff with materials to educate them about
appropriate referrals and strategies for helping to establish a
dental home. Delta Dental leadership is confident that this
outreach and referral initiative will lead to further medical-
dental integration.

Oral Health Risk Assessments

As part of the Dental Wellness Plan’s design for population
health management and to encourage care coordination,
DWP members’ oral health risk is evaluated using self- and
provider-completed assessments. All DWP members are
encouraged to complete this assessment to identify risky oral
health behaviors and to assist in provider communication,
education, and outreach. The health assessment not only
addresses dental care, periodontal disease, and oral cancer,
but also collects broader health information including
conditions and habits that can impact overall health, such
as diabetes and heart disease.

Additionally, DWP dental providers are required to
complete an oral health risk primary assessment for each
DWP patient. For this primary assessment, Delta Dental
partnered with PreViser, a dental risk analysis company, to
develop and implement a user-friendly, online, oral risk-
assessment tool that the provider uses during the patient’s
first visit. The tool records patient information through a
secure web portal and the data is then sent to Delta Dental.
Delta Dental aligns patient information by integrating the
tool’s results with member records. The risk assessment gives
the dental provider a baseline from which to stratify patients
and to establish a care plan from the outset that prioritizes
interventions or preventive strategies. The DWP dentists,
both general and specialists, are incentivized to complete
the required primary assessment for each of their member
patients.

On the medical side of the IHWDP, medical providers are also
asked to complete a health risk assessment for each of their
member patients. Although Delta Dental contributed to the
development of the dental questions, it is currently geared
toward medical-related risk only. Delta Dental’s leadership
anticipates that the dental and medical assessments could
eventually be combined, though there is no definitive
timeline for this integration.

While the DWP assessment is primarily oral health-focused,
it provides a potential opportunity for collaboration with
medical providers and ACOs regarding the needs of the
patient. Delta Dental has found that, for its dentists in
federally qualified health centers (FQHC) where medical,
dental, and social services are offered all in one location,
integration between the providers is more likely to occur.
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Delta Dental has seen some of their closest integration in
their FQHC dental clinics. Though still on a limited basis,
providers can collaborate to discuss a high-risk patient and
determine a treatment plan.

In implementing care coordination strategies, Delta Dental
has faced the reality that, unlike the medical community,
it is uncommon for dental practices to share patient
data. Furthermore, dental providers tend to take varied
approaches to recordkeeping, with a mix of EHR and paper
records usage. These realities have presented a challenge for
Delta Dental as it pushes practices to integrate the health
risk assessments into their care strategies.

Given that Delta Dental understands the complexities of a
dental office and knows that to many dentists, the bottom
line is time and volume, Delta Dental is in a position to
help the practices integrate the assessments into each
office’s business plan. In order to encourage utilization,
Delta Dental requires consistent completion of the primary
assessment tool as a requirement for dentists to be eligible for

Enhanced Plus Benefits
Complete 2nd follow-up
within 6-12 months

Complete 1st follow-up
of 1st follow-up

Core Benefits
Immediate Access
Enhanced Benefits
within 6-12 months
of initial exam

Diagnostic Services
Preventive services

Emergency services
for pain

Stabilization services
for basic function

Restorations
Root canals

Non-surgical
gum treatme
Some oral surgery

Tooth replacements

an annual bonus. Additionally, Delta Dental has had DWP
dental providers speak to new network participants about
the importance of the primary assessment in enhancing
care strategy. These tactics are proving to be successful, with
roughly 50 percent completion of the primary assessment in
the first six months of the program.

lll. Provision of Dental Care

The Dental Wellness Plan is structured inaway thatincentivizes
members to practice good oral health habits and seek regular
preventive care. Members are able to earn increased dental
benefits as they meet requirements set by the plan, including
establishing a dental home and continuing to follow-up on
preventive visits. When adults enroll or first utilize services,
they have a fairly narrow benefit of basic preventive services
called Core Benefits. The core set of benefits offers immediate
access, including exams, cleanings and X-rays as preventive
and diagnostic services. Under the Core Benefits, members
can also receive emergency services to relieve pain as well as
certain temporary stabilization services for basic function
and quality of life, including full dentures. If beneficiaries
complete a periodic exam within 6-12 months of their first
visit, they are eligible to receive Enhanced Benefits, which
includes all core benefits plus restorations, root canals, non-
surgical gum treatment and some types of oral surgery.
Members can earn Enhanced Plus Benefits if they receive a
second periodic exam within 6-12 months of their previous
appointment. The Enhanced Plus Benefits includes all Core
and Enhanced Benefits as well as crowns, tooth replacements

(bridges and partials), and gum surgery.

To retain their level of benefits, patients must continue
to utilize preventive care. Under this progressing benefits
structure, members must return for a recall exam every
6—12 months to maintain earned benefits. If a member fails
to do this, they will only have access to Core Benefits and
must “start over” at the bottom of the benefit ladder. With
this building benefit structure, the plan hopes to create the
incentive for behavior change, stopping the cycle of secking
dental care only for rescue.

Preliminary findings suggest that this building benefit
structure has helped to shift services toward prevention
and diagnosis. As of October 2014, of the total number of
services provided to DWP members, 64 percent were for
diagnostic and preventive, 20 percent stabilization and 16
percent emergent.
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IV. Challenges to Dental Care Provision

Currently, the dentists are largely unaware of the world
of accountable care and the impact it may have on them.
Though there is high ED utilization for dental-related
problems, patients are not following up with their dental
clinics for a permanent solution. This has resulted with
Delta Dental continuing to engage in basic education
about integration, including appropriate referrals and a
comprehensive care approach for each member.

The various approaches to recordkeeping in the dental
industry will continue to be a barrier for coordination
between the medical and dental worlds. To alleviate this,
Delta Dental may eventually keep an electronic record of a
patient’s information as a condition of DWP participation.

V. Results

Delta Dental collaborated with Iowa DHS and other
stakeholders to develop a strategy to accomplish the
program’s overall goals of enhancing member access to dental
services; population health management; accountability for
population outcome measures; and preventative services and
treatment compliance through incentives. Delta Dental also

met with hospital associations and public health agencies
to exchange ideas, explore collaborative opportunities,
and develop a model with a high likelihood of success in
improving care quality and health outcomes. Delta Dental
landed on a strategy that from the outset incentivized both
dental providers and patients to integrate care and rather
than compensating based on strict adherence to guidelines
and performance measures.

In starting with the payment piece, Delta Dental and Iowa
DHS trusted the structural components would evolve. In
these conversations, Delta Dental heard similar themes
of focusing on outcomes and quality measures, but the
immediate programmatic emphasis was on coordination;
particularly, how to get all parties the right information so
they could offer the best care.

The greatest success with the DWP is the plan encourages
further coordination between medical and dental, a
relationship that did not previously exist. It seems the model
is on the right path given that within the first six months
of the program, roughly 21 percent of enrollees received a
service.
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Hennepin Health

The following case study profiles the efforts of Hennepin
Health, an ACO serving Medicaid expansion beneficiaries
in Hennepin County, Minnesota.

This case presents the perspective of an ACO with advanced
integration of dental care. To understand this arrangement
we interviewed Julie Bluhm, the Clinical Program Manager
for Hennepin Health.

I. ACO Background and Market Overview

Hennepin Health

Year Established 2012
Lives Covered 10,500
Patient Population Medicaid expansion (adults)
Primary Payer Mix Minnesota DHS
Payment Arrangement Global capitation
1,705 dentists

24 employed; 1,681 affiliated

Dental Providers

Dental Staffing Structure

Hennepin Health is a county-based accountable care orga-
nization (ACO), which includes a health plan and an in-
novative care delivery program that serves the Medicaid
expansion population® residing in Hennepin County, Min-
nesota. Launched in 2012, Hennepin Health represents a
partnership between four organizations that share finan-
cial risk for more than 10,500 low-income adults without
dependents. Hennepin Health is county-based, bringing
together the county-affiliated safety net hospital and clin-
ics, a county-operated insurer, the county’s human services,
and public health department under a shared-risk financing
arrangement. Its main focus is to identify and address the
social determinants that drive poor health. Early outcomes
from Hennepin Health are demonstrating that health care
reforms can accomplish the triple aim of improving clinical
outcomes and patient satisfaction while decreasing costs.

Prior to the ACO’s conception, its clinical providers,
Hennepin County Medical Center (HCMC), NorthPoint
Health & Wellness Center, and public health clinics, had
experiences with individual initiatives aimed at coordinating
care for safety-net populations—experiences that later helped
better prepare the organizations to be accountable for the

Medicaid expansion patient population. These experiences,
as well as other market forces, made Hennepin Health
uniquely positioned with what their leadership describes as
a “fertile environment” of ideal partners that were united
with common goals, capable of providing comprehensive
services and even located in a state with a long history of
health care collaboration and reform.

The concept and care model for Hennepin Health arose
from an organizational crisis that occurred as a result of
Minnesotas General Assistance Medical Care Program
terminating in 2010. A hospital-based block grant program,
which greatly reduced available funding, replaced the
program and provided state-funded coverage for low-
income adults without dependents. As a result, Hennepin
County Medical Center was forced to make adjustments
in order to meet the needs of this population and avoid
what they predicted would be staggering financial losses.
The hospital chose to aggressively focus on managing
outpatient care rather than waiting for patients to seek care
in an inpatient setting. With this shift in focus, HCMC was
better positioned and more willing to accept full risk for the
newly enrolled population formed by Minnesota’s Medicaid
expansion in 2011.

Similar safety net concerns compelled the Hennepin
Health Foundation to survey 71 dental clinics in Hennepin
County in June of 2012 and found significant income- and
geographic-related disparities. Their research found that only
10 percent of surveyed clinics accepted patients on medical
assistance, with only a small handful of those providing
access to new patients with Medicaid or no insurance.” Areas
with the lowest levels of dental care access and utilization
include Minneapolis neighborhoods in HCMC’s primary
service area. Hennepin Health represents half of the dental
clinics that accept patients with Medicaid or no insurance,
with the HCMC Dentistry Clinic and NorthPoint Health
& Wellness Center as partners in the ACO.

Hennepin Health represents a partnership between four
organizations first aligned in 2011 as a response to Minnesota
legislation that granted two counties the authority to
create innovative health care delivery systems.® These four
entities have worked together to build a delivery network
that provides high-quality care for the Medicaid expansion
population in Hennepin County and share financial risk:
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(1) A medical center: Hennepin County Medical Center
(HCMC) is an urban safety-net and comprehensive
academic medical center that includes a Level I trauma
center and 462-bed teaching hospital in downtown
Minneapolis, as well as nine primary and specialty-care
clinics. Through charity care and a sliding-fee charge
schedule, HCMC provides access to a full range of
health services regardless of the patient’s ability to pay.
Although it is a resource for individuals across the state,
its largest catchment area is Hennepin County.

(2) A social services organization: Hennepin County
Human Services and Public Health Department is
the county’s social services agency and public health
department, but also houses a number of clinical
providers including the county’s mental health center
and health care for the homeless.

(3) A federally qualified health center (FQHC): NorthPoint
Health & Wellness Center is a county-operated federally
qualified health center (FQHC) and community
clinic that offers numerous clinical and social services,
regardless of a person’s ability to pay.

(4) A health plan: Metropolitan Health Plan (MHP) serves
Medicaid enrollees as a county-operated, not-for-profit
health maintenance organization (HMO). The health
plan manages funds as Hennepin Health’s program
administrator.

In addition to these four partner organizations, Hennepin
Health contracts with other affiliated clinics and community
organizations to provide greater access and additional
resources for its members such as dental, behavioral health,
vision, and pharmacy.

Hennepin County residents who are eligible under
Medicaid expansion are able to choose from four health
plans for coverage — Hennepin Health’s Metropolitan
Health Plan is one of these plans. In addition to those who
opt in, Hennepin Health is also the Medicaid expansion
program’s default enrollment option for those who fail to
select a specific plan. As of March 2015, Hennepin Health
had more than 10,500 people enrolled—approximately 25
percent of the county’s Medicaid expansion beneficiaries.

Hennepin Health serves a unique and complex subset of
Medicaid Medicaid
population made up entirely of adults, ages 21-64, without
disabilities and not living with dependent children.
Hennepin County is home to Minnesota’s largest foreign-

enrollees—Minnesotas expansion

Minnesota Department

of Human Services

$$$ Capitated PMPM

+

Hennepin ACO (full risk)

Hennepin
County
Medical

Northpoint
Health

& Wellness
Center

Hennepin
County Social

Services and

Center Public Health

Employ 24 dentists

Contracts with affiliated providers to
increase access and offer additional services (no risk)

Behavioral
m

born population with roughly 13 percent of its residents born
in a different country. With 90 different languages spoken,
Hennepin County is the eighteenth-most linguistically
diverse county in the US.”Due to low-income levels and a
low prevalence of previous access to health insurance, this
patient population tends to be high utilizers of welfare
services and crisis care. Hennepin Health’s membership is
predominately male, a racial/ethnic minority, and around
45 percent have a mental health condition or a chemical
dependency issue. At any given time, approximately one-
third is believed to be homeless or unstably housed.

Il. Payment Arrangement and Risk Sharing

The four partner organizations created the Hennepin
Health ACO by contracting to share full financial risk for
Hennepin County’s newly enrolled Medicaid beneficiaries.
Hennepin Health believes it has been able to provide a
more coordinated, comprehensive care model because
all of its partners are assuming financial risk by working
together under global capitation. Hennepin Health is given
a capitated (fixed total cost of care) per-member per-month
(PMPM) payment from Minnesotas Medicaid agency
to cover the cost of all Medicaid services for its members.
The clinical providers—HCMC, NorthPoint and the
county public health clinics—are reimbursed by the ACO
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with traditional fee-for-service payments. Though not
part of the risk sharing, or eligible for bonuses, Hennepin
Health contracts with afhiliated providers to offer increased
geographic access and additional resources for its members.

The ACO’s social services agency, Hennepin County Human
Services and Public Health Department, provides the
membership with social services, which are paid for using
preexisting state and county human services funds. When
necessary, the funding for these social services is supplemented
by the ACO’s PMPM payments. To help ensure meaningful
savings, Hennepin Health tracks social services expenses
monthly to determine whether the savings on the medical side
are offset by an increase in costs on the social side. Hennepin
Health makes investments to further social services with the
intention to eventually help lower health care costs.

At the end of each year, if Hennepin Health has saved
money relative to the PMPM capitation payments received
in that year, a dividend is given to the provider partners
with an allotment based on the amount of care provided to
the members using formulas that reflect each partner’s size
and pre-established performance measures. Once divided,
the partners can freely distribute their funds within their
individual organization. A defined proportion is also set aside
for reinvestment funds dedicated to start-up projects and
new innovations for the upcoming year. ACO participants
can identify and formally propose reinvestment project
ideas that are designed to further improve the model and
create the potential for short-term future savings. To date,
the ACO has kept expenses below the PMPM payments,

earning savings each year.

Care Coordination

From its beginning, Hennepin has taken a comprehensive
approach to health, believing that the greatest influences
affecting health care utilization and outcomes often occur
outside of the traditional delivery system. Hennepin
Health’s model is heavily focused on care coordination
and addressing social factors that affect health, including
members’ medical, dental, behavioral, and social needs.

With the goal to shift care from the hospital to outpatient
settings, Hennepin Health decided to first focus on its
clinics since they are the setting that can offer a baseline
level of care coordination across the system.

As a first step, Hennepin took each clinic through a state-
designed medical home certification process and stationed a
care coordination team in each practice. These care coordina-

tion teams, consisting of a community health worker, an RN
clinical coordinator, and a social worker, help to enroll new
members, often forming personal relationships with them,
then identify their needs in order to coordinate future care.
Once members have established a relationship with a primary
care clinic team, they are asked to complete a comprehensive
assessment of their lifestyle, including health risk factors and
social needs. Additional medical and social services such as
housing navigators and intensive case managers are provided
by extended teams that target the highest utilizing members.
Hennepin Health members with the most complex cases are
referred to the Coordinated Care Center, an outpatient inten-
sive care clinic dedicated to these patients.

Assigned care coordinators work to ensure that each
Hennepin Health member receives the appropriate care,
which may include medical, dental, mental or social services.
With all four ACO partners on the same Epic EHR, all can
share patient data and work together to plan the best care
strategy. Each member’s care team has a designated primary
coordinator, the person who has established the best
relationship or most frequent contact with that member.
Providers can utilize the EHR to identify a patient’s primary
coordinator and notify them with treatment updates,
outcomes, and follow-up needs. With all members of the
care staff able to access and share information, patients
receive better, more appropriate care.

Clinical program manager Julie Bluhm gives an example of
this coordination relating to dental, “If someone comes to
the ED experiencing an acute dental situation, our staff can
get them into the dentist for care. That dentist or the dental
staff can look in Epic and see who their primary coordinator
is and give that person a call to let them know the patient
was seen, the outcome of the visit, and follow up as needed.
So it’s just really coordinating the services back.”

As part of their arrangement with Minnesota Department
of Human Services, Hennepin Health is responsible for
meeting certain quality measures. Like other Medicaid
managed care organizations in Minnesota, Hennepin
Health has a percentage of its revenue withheld with its
return dependent on improvements to quality measures set
by the state, one being the annual dental visit rate. The ACO
reports performance on Minnesota Community Measures
and on Healthcare Effectiveness Data and Information Set
(HEDIS) measures unique to its population. Hennepin
Health also reports its performance on the Press Ganey
patient satisfaction survey, most recently earning a high
patient satisfaction rating of 87 percent.
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Understanding the need to quantify the quality of care
delivered, Hennepin Health tracks usage, cost and health
outcomes monthly using an internal 12-page scorecard.
The scorecard measures many health outcomes related to
medical conditions such as asthma, cardiovascular disease
and diabetes. Regarding dental care, Hennepin Health
monitors whether members have had at least one dental
visit each year and also tracks each members number of
ED visits. Though this ED tracking is not for dental-related
visits specifically, Hennepin could potentially use the data to
determine the occurrence of dental visits in the ED.

Ill. Provision of Dental Care

In Minnesota, dental care is a required component of the
Medicaid benefit.
unique to Hennepin Health, but they are unique in that they

The inclusion of dental services is not

have chosen to make dental a focal point of their care model.

Early on, Hennepin Health identified dental pain as one of
the highest unnecessary cost drivers in the ED. In addition
to the problem of high costs, these emergency dental visits
caused other concerns for the ACO. First, most ED visits for
dental pain are answered by a prescription for painkillers, a
treatment method that can be problematic for a population
with high mental illness and chemical dependency. The lack
of transportation is also a barrier for this subset of patients,
so referrals to see a dentist are often left unanswered, causing
the same patients to revisit the ED a few days later. For all of
these reasons, Hennepin Health knew it had to find a way
to improve and streamline access to same-day dental care.

ED In-Reach

In 2013, Hennepin Health added an ED “In-Reach”
initiative to target high hospital utilizers and steer them
toward primary care. For this in-reach, Hennepin contracted
with a community organization called RESOURCE
Chemical and Mental Health who provided a case
manager to help with intensive targeted case management.
Additionally, Hennepin Health deployed a community
health worker to be stationed in HCMC’s emergency
department (as part of the community health initiative
that involves six workers stationed at various sites in the
community—a correctional facility, a local homeless shelter,
and the health plan headquarters). With the primary task
of redirecting patients with dental pain to the appropriate
avenues for dental care, the community health worker in
the ED assesses cases of dental pain and provides the patient

with options for treatment depending on the severity. As
one option, the community health worker can escort the
patient from the ED to an onsite clinic located inside the
hospital. The HCMC Dentistry Clinic, though mainly used
for oral surgery and other specialty services, also offers some
preventive care with space for walk-in availability. When
Hennepin Health identified an increased need for dental care
in the hospital, it extended the hours in the Dentistry Clinic,
employing the help of dental therapists and assistants to help
the ACO expand capacity.

While these services at the HCMC Dentistry Clinic have
proven to be an extremely valuable resource for this initiative,
the majority of the ACO’s dental services are provided by
NorthPoint Health & Wellness Center, Hennepin Health’s
FQHC partner. When the ED community health worker
identifies a member who needs fairly expedited dental care,
they can arrange a next-day appointment at NorthPoint,
faxing over the basic statement of need as well as any other
special instructions. To overcome the barrier of transportation
and ensure the patient is able to keep the appointment, the
community health worker can help to arrange a ride to the
clinic. In addition to solving the patient’s immediate dental
needs, this coordination with NorthPoint also helps in
creating a lasting relationship between patient and dentist,
establishing a dental home for future dental needs.

As an effort to decrease ED visits, Hennepin promotes
the dental benefit to its members through mailings, care
coordination staff, marketing campaigns and member events.

Dental Network

Hennepin Health has roughly 24 employed dentists working
at HCMC and NorthPoint. The employed dentists work
closely with the ACO’s care coordination staff to schedule
timely follow-up visits and provide direction for quick
access to services.

In addition to the dental services offered at HCMC and
NorthPoint, Hennepin Health has a comprehensive
network of affiliated dental practices. Hennepin Health
contracts with a number of independent providers to
increase member access, using the statewide CivicSmiles
network. Currently, Hennepin’s afhliated network includes
1,681 unique dentists in 3,328 access points. Unlike the
employed dental providers, the afhiliated dentists at the
community practices are not part of the risk-sharing and are
not incentivized directly by Hennepin Health to meet the
same performance or quality measures.
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Dental Outreach Pilot Project

Pulling from 2013’s reinvestment funds, Hennepin Health
financed a pilot project at NorthPoint with the goal to
increase access to dental services for its members and to use
dental as a pathway to bring in more members that were not
previously engaged in the medical home. In working to give
their members opportunities to access dental care, Hennepin
Health has found that many members are unaware that
dental care is available to them. As part of the pilot project,
community outreach staff travel around the community to
ask and answer dental health questions, informing people of
their coverage at Hennepin Health and locating those with
dental needs. These community outreach workers educate
and encourage members to understand the importance of
oral health, bringing them in to receive dental services. In
an effort to coordinate across the care continuum, while
members are addressing their dental needs, they are also
taught about other primary care services that would be
beneficial to their health. When a member is brought in to
receive dental services, they are connected with a community
health worker staffed in the dental department to discuss the
importance of primary care, making recommendations and
coordinating further services within the ACO.

This outreach, in an underserved area of Minneapolis, has
been successful in bringing in new members to the medical
home and has enabled Hennepin Health to improve their

same- or next-day dental access, which has greatly supported
their work with the ED.

IV. Challenges to Dental Care Provision

One of the major hurdles to coordinating dental and medical
care within the Hennepin ACO’s has been information
sharing.

Currently, the sharing of EHRs between physicians and
dentists is only one sided: with dental providers able to
view their patients’ medical records but medical providers
unable to view dental records. Hennepin Health is working
to create an interface between its members’ medical and
dental records for increased shared planning among those

providers. Hennepin Health has already begun this shared

planning among medical and behavioral health providers,
and hopes that by bringing in dental providers, they too will
become recognized as a vital part of the care team.

Even with the organized alignment of Hennepin Health’s
providers, the legal conditions around data sharing have
caused issues for the ACO, particularly challenging for
social services, which is not regulated as health information.

V. Results

Hennepin Health acknowledges its FQHC partner,
NorthPoint, as being a key contributor to the ACO’s
ability to successfully address its members dental
needs. NorthPoint, the ACO’s primary dental site,
has been integrating medical and dental for 30 years,
making communication and collaboration an integral
part of its culture. For the emergency physicians in
the ED, the integration of medical and dental is not
a common relationship historically, but Hennepin
Health has found that its HCMC emergency doctors
are both excited and relieved by the collaboration with
dental.

Prior to the ED In-Reach program, physicians felt
frustrated by their lack of ability to truly treat dental
pain. By simply prescribing a painkiller, physicians knew
that the patient would eventually be back. However,
with the ED in-reach initiative, those patients are
directed to receive a real and lasting solution to dental
pain. The primary care providers have experienced a bit
of a learning curve adding dental needs to the primary
care discussion, but the clinics’ care coordinators have
largely lifted the burden of that adjustment.

Preliminary results suggest that Hennepin Health has been
successful in moving care from the hospital and the ED to
outpatient settings. Between 2012 and 2013, Hennepin
Health experienced a 9.1 percent decrease in ED visits,
and a corresponding 3.3 percent increase in outpatient
visits. In 2013, 262 Hennepin Health members used the
Access Referral process to obtain dental care, reaching 346
Hennepin Health members in 2014.
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Partners for Kids Pediatric ACO

The following case study examines the interaction that Part-
ners for Kids, an ACO created by Nationwide Children’s
Hospital (Nationwide) that serves pediatric Medicaid ben-
eficiaries in Ohio, has with their dental provider partners.
This case presents the perspective of an ACO with limited
integration of dental care at this point in their development.
To understand the relationships between the ACO and den-
tal providers, we interviewed Paul Casamassimo, former
Chief of Dentistry at Nationwide, and Sean Gleeson, Medi-
cal Director at Partners for Kids.

I. ACO Background and Market Overview

Partners for Kids Pediatric ACO

Year Established 2005

Lives Covered 300,000

Patient Population Medicaid Children
Primary Payer Mix Ohio Medicaid

Payment Arrangement Global capitation

Dental Providers 3 Dental Care Organizations

Dental Staffing Structure  Varies: employed or

contracted by multiple DCOs

Partners for Kids, created by Nationwide Children’s Hospital
in Ohio, self-designates as the nation’s largest pediatric
ACO, covering more than 300,000 lives under the state’s
Medicaid program. Partners for Kids (PFK) uses a physician-
hospital organization model to establish governance that is
shared equally between the hospital and representatives of
the primary physician and specialty practice groups. The
majority of PFK physicians work under a salaried model as
hospital or practice partners, while the remaining physicians
are community practitioners.

The PFK network has operated as an ACO since 1997, when,
as Nationwide’s CEO Dr. Steve Allen explained in a 2010
interview,' it started for very practical reasons: a number of
Medicaid managed care plans went out of business, resulting
in the hospitals losing a substantial amount of money. Dr.
Allen further explained that

“[Nationwide] recognized that if we adopted a fully
capitated model, we would eliminate the solvency
risk as an issue because we would get paid up

front—and assume the risk for care. Once we made
that financial decision, other plans got involved,
and Partners for Kids took shape around its ability
to impact care.”

This financial approach also resulted in PFK taking full
risk on the dental aspect despite not being structured in a
way to directly affect the provision of dental care. Another
motivation for Nationwide to start PFK was to improve
access to primary-care doctors for children on Medicaid
throughout central and southeastern Ohio. Because state
Medicaid payments are below what it costs to provide care,
many physicians stopped seeing children, so “We gave them
an incentive to open up their panel to see more Medicaid
patients,” said Allen. PFK has a board of directors to assist
the Physician Hospital Organization (PHO) in determining
the scope and direction of their ACO efforts. The board
consists of 16 individuals who represent Nationwide
Children’s Hospital, including employees and community
physicians who are participating with the ACO.

Il. Payment Arrangements and Risk Sharing

Under the arrangement with Ohio Medicaid Managed Care
Plans, Partners for Kids receives a capitated fee to care for
more than 300,000 pediatric beneficiaries. The organization
assumes the business risk for clinical and financial
outcomes but the Medicaid managed care plans provide
claims processing, member relations, and other medical
management functions in exchange for a percentage of the

Medicaid premium.

As a joint contracting entity, PFK offers its community
doctors several benefits to practice under their collaborative
model. As previously noted, PFK offers an enhanced
reimbursement under Medicaid. PFK also promises to
remove what Medical Director Dr. Sean Gleeson refers to
as the “burden of overhead created by the normal tension
between providers and payers” since, due to PFK’s agreement
with the Medicaid managed care plans, PFK is both the
payer (in the sense that it pays the individual providers)
and the provider in one. Beyond the contracting aspects,
PFK offers what they call “practice facilitation and quality
improvement support” through the implementation of the
patient-centered medical home model and related quality
improvement efforts around asthma and ADHD.
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Ohio Medicaid

CareSource

Global Payment

Global Partners for

In 2010, PFK and Nationwide leadership eagerly anticipated
the rollout of a pediatric ACO pilot authorized under the
Affordable Care Act (ACA). The ACA provision gave the
Secretary of Health and Human Services the authority to
establish a program that would, similar to the Medicare
Shared Savings ACO program, allow providers to organize
in a way that enabled them to take a level of financial risk
and clinical responsibility for a specified population. Allen
described the inclusion of the pediatric ACO provision
in the ACA as “recognition that pediatric care is a critical
intervention point for shifting a culture of acute care to a
culture of prevention” and an “appreciation for the different
market forces in pediatric health care.” To the dismay of many
in the pediatric community however, the pediatric ACO
program never made it to the rules process and therefore will
not see any official program coming from CMS.

Nonetheless, PFK leadership, in collaboration with several
other entities with an interest in improving pediatric care for
Ohio Medicaid patients, applied for and was awarded a Health
Care Innovation grant from the Centers for Medicare and
Medicaid Innovation (CMMI). The group, which includes
Nationwide, PFK, Akron Children’s Hospital, Voices for
Children, the Ohio Children’s Hospital Association, and the
state’s Medicaid program, was awarded $13.1 million dollars
to help achieve the triple aim goal of lowering the cost of
providing care, improving care outcomes, and improving the
population health—through a model of collaboration that
employs the principles of accountable care.

The CMMI grant provided assistance to expand coverage
more than 500,000 pediatric Medicaid patients in 46
counties, including 15,000 previously excluded disabled
children who constitute a large portion of pediatric
medical costs. The project started on July 1, 2012 but was
implemented in September 2012. It will run through the
end of June 2015, with a review of the results expected soon
thereafter.

lll. Provision of Dental Care

As PFK’s affiliated hospital, Nationwide employs the
traditional model of dental care for the pediatric population:
some dental providers on staff but mostly a faculty comprised
of community dentists. Nationwide dental providers cover
primary, secondary, and tertiary dental care to the tune of
about 50,000 visits a year. However, it is the relationship
with the Medicaid managed care plans and the contracting
dental plans that gives insight into the ways in which PFK’s
work under an ACO model really starts to intersect the
provision of dental care.

According to Sean Gleeson, the agreement that PFK has
with the various managed care organizations (MCOs),
includes full risk for dental care as well as the medical
component. PFK’s goal from the beginning was to offer a
“one-stop shop” for the managed care plans by offering the
full spectrum of pediatric services so that—in line with the
principles of the accountable care model—they could begin
to break down the silos that have at times led to fragmented,
poorly coordinated care for many in the US, especially the
underserved pediatric population.

Although PFK believes strongly in the whole-health
paradigm, PFK leadership is candid about their need to
prioritize their efforts in improving the care experience—
and the provision of dental care has needed to take a
backseat to more pressing items with a greater overall and
immediate impact on child health. PFK’s work under the
CMMI grant has been focused on three things: children
with complex needs, premature births, and the growing
behavioral health needs of the pediatric population. Gleeson
explains that not only are these aspects of care important for
the long-term wellbeing of their patients, they also represent
the highest potential for short-term savings within their
system—savings that could be reinvested into improving
other aspects of their care, including dental.
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Dental care, on the other hand, is not seen as a prime can-
didate for savings for several reasons. Gleeson explains that
since the dental benefit comes by way of the state Medic-
aid program, the main issue by far is access—not improper
utilization. This is especially true in the rural areas where
many children go without crucial preventive care and as a
result, are frequently in need of high-cost restorative care—
care that can only be accessed, in many cases, where sites are
equipped with anesthesiology support to allow dentists to
carry out intensive surgeries. Such demand on the secondary
and tertiary dental systems across the US has created im-
mense backlogs in care, including at Nationwide.

To mitigate the need for restorative care, PFK has experi-
mented with distance medicine strategies, leveraging travel-
ing dental hygienists to help give access to those in outlying
regions. However, state regulations, the state dental board,
and legislative limits have made that fairly difficult to do. As
an alternative, PFK has made efforts to train pediatricians and
family physicians to do fluoride varnish applications. Fluo-
ride varnishes are especially important in the rural areas where
children’s only access to potable water is well water—which,
unlike many of the urban water systems, is not fluoridated,
leaving children more susceptible to caries.

Cost-saving Efforts

One of the dental plans with whom PFK works is Dentaquest,
a group with a national footprint ranging from Massachusetts
to California. Dentaquest noted the backlog of procedures
across their many networks, specifically young children wait-
ing for extensive restorative procedures that take place in the
operating room, which was also observed by PFK’s leadership
and Nationwide’s former chief of dentistry, Dr. Paul Casam-
assimo. Even after these expensive procedures were done, they
found that these same patients were returning with extensive
caries. Dentaquest, beginning with Boston Children’s Hospi-
tal in Massachusetts and later with six more sites across the
US, including Nationwide, implemented an evidence-based
disease management approach to reduce and manage cavities
in children under the age of five.

The approach included employing risk assessment practices
and principles that enabled providers to identify high-risk
patients who could benefit from the program. They then
engaged the families to encourage self-management and
prescribed a topical fluoride along with directions on when
and how to use it. Based on the provider’s assessment, high-
risk patients were asked to come back for a follow-up visit.
Patients who returned for restorative treatment received

disease management in that same visit in the form of a car-
ies risk assessment, a fluoride varnish and the establishment
of some self-management goals. Results from their efforts
across the seven sites showed a 55 percent decrease in opera-
tion room utilization, a 69 percent decrease in the rate of
new cavitation, and a 50 percent decrease in the amount of
patients complaining of pain in their most recent visit.

Through the pilot, Dentaquest claims to have saved several
hundred thousand dollars by keeping children out of the
operating room. Casamassimo believes that all were able
to benefit from the program: Dentaquest saved money, the
hospitals alleviated somewhat their operating room backlogs
and were able to share in the savings and the state Medicaid
program benefited from the reduction in costs. Despite such
promising outcomes, however, Casamassimo questions the
sustainability of the model unless the state Medicaid den-
tal program substantially increases their reimbursement for
preventive dental services. Certainly Dentaquest, PFK, and
all those involved are not alone in the search for the right
financial incentives; this is an issue that is frustrating pro-
viders from all over the care spectrum attempting to find a
financial model that truly rewards value-based care.

The first step toward more accountable care in dentistry, ac-
cording to Casamassimo, is paying providers to carry out
preventive care. The current state is what Casamassimo calls
“problem-based care-secking behavior,” referring to a com-
mon scenario in which a patient only sees the dentist when
he or she is suffering from immense tooth pain. Casamassimo
recently published a study that sought to understand the ef-
fects that early dental care can have on dental spending for
children later in life. His findings conclude that children who
get care earlier in life require a much lower amount spent
to fix teeth and fewer restorative procedures. This approach,
however, requires an investment mindset from the state Med-
icaid agencies, since they will be paying more upfront for an
increased amount of preventive services that may someday
result in lower costs. Add these additional expenditures to the
current demand for restorative services, and states begin to
come up against substantial budget limitations, though Casa-
massimo thinks it can be done by putting parameters around
what is expected and including some risk-sharing,.

IV. Challenges to Dental Care Provision

Although Nationwide dental providers make up the largest
portion of the various dental networks, the sheer volume
of pediatric Medicaid patients and their distance from Na-
tionwide’s main footprint makes PFK reliant upon providers
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operating far outside of their ability to influence. Casamassi-
mo notes an example in which some of the dental providers
within PFK’s network took some patients across the Ohio
River to a hospital that charged, in their estimation, five
times the going rate for general anesthesia for several dental
cases. Casamassimo adds, “I won't say it’s fraud, but it’s cer-
tainly a problem.” However exorbitant the charge may have
been in this particular case, the concern from PFK’s stand-
point was more around the idea that if they are overcharging
for the anesthesiology, then perhaps they are over utilizing as
well—which could signal improper and even dangerous care
decisions. From a financial standpoint, the dental plan has
the incentive to follow up on that and make sure everything
is done according to best practices.

Despite the examples of potentially improper utilization,
PFK leadership is confident that the tradeoff between qual-
ity control and creating access through extended dental net-
works is a good one. Gleeson explains that PFK does not
get much involved with the dental care plans and lets the
health plan manage that relationship instead, noting that
the goals of the health plan and the goals of PFK are very
much in alignment. Plans like Dentaquest, he adds, are “just
encouraging what we'd be encouraging so there’s no sense in
us trying to get involved.” When asked if he thought that
the role of the dental plans as the intermediary would ever
be subsumed by the ACO, as PFK continued to expand

and refine its care management strategies, Casamassimo
responded that he does not foresee such a thing. “We just
don’t have the manpower to do it, so we're going to rely on
these different subcontractors to do all of the credentialing
and the follow-up and the looking for a quality of care and
for fraud and those kinds of things. And I think [for] the
foreseeable future they’re happy with that.”

V. Results

Partners for Kids prides itself on taking full financial risk
and clinical responsibility for the pediatric Medicaid popu-
lation. Despite operating within the capitated environment,
Gleeson explained that not every provider within the or-
ganization has “adjusted their mindset, their thinking and
their processes to be in compliance, to be value-based . . .
on everything that happens.” He adds that dental, as with
other service lines, will over time have to improve and fig-
ure out ways to be successful in a value-based contracting
environment. “That hasn’t happened yet. It will . . . [Cul-
ture] change takes a long time, and you start working on
it one section at a time, one patient population, one issue
at a time.” Gleeson thinks that in order to be an ACO that
can honestly claim to have successfully improved the total
health of a population, oral health will have to be a part of
their strategy.
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Permanente Dental Associates (PDA)

The following case study profiles Permanente Dental
Associates, PC. (PDA), a dental care provider primarily in
partnership with the insurance company Kaiser Foundation
Health Plan (KFHP). Together when KFHP insurance
companies partner with Permanente doctor groups they
form the Kaiser Permanente (KP) brand.

Although PDA shares some of the characteristics of an
ACO (care coordination, capitated arrangement, outcomes
focused), it is not a full ACO in the sense that it is a
completely integrated medical provider and payer. However,
the Kaiser Permanente Dental Program has been among the
earliest adopters of an integrated approach to care delivery
and specifically to integrating dental care into overall care.
In some ways, PDA represents one of the more advanced
models of dental integration into care delivery.

For this case study, we interviewed John Snyder, DMD, the
CEO and Dental Director of Permanente Dental Associates.

I. ACO Background and Market Overview

Permanente Dental Associates (PDA)

Year Established 1974
Lives Covered 240,000
Patient Population Commercial; Medicaid (~5K)
Kaiser Foundation Health Plan
Capitated PMPM

145 dentists

Primary Payer Mix
Payment Arrangement

Dental Providers

Dental Staffing
Structure

Directly employed:
(100 partners, 37 associate,
and 7 special contract)

Formed in 1974, Permanente Dental Associates (PDA) is
a for-profit professional corporation that provides dental
services to the Kaiser Foundation Health Plan (KFHP)
members in parts of Oregon and Southwest Washington.

Although the ACO model is currently a subject of wide
consideration, the origins of PDA and its ACO-like model
date to the late 1960s when Mitch Greenlick, PhD, the
founding director of the Kaiser Permanente Center for
Health Research (CHR) in Portland, received a grant from
the President Lyndon B. Johnson administration to provide

medical and dental care to underserved populations. In an
arrangement that echoes what is now referred to as global
payments, Greenlick and the CHR believed that there could
be an effective and viable model to provide oral health care
to underserved populations through a prepayment program.
Following the early successes of this program in the late
1960s, PDA formed with the sole purpose of delivering
dental care to Kaiser Foundation Health Plan (KFHP)

members.

Kaiser Foundation Health Plan (KFHP) is segmented into
seven autonomous regions throughout the United States."
Although KFHP operates in several markets nationwide, the
relationship with PDA and the provision of dental services
to plan members is only available to Kaiser Permanente
in Northwest region, which encompasses
Southwest Washington State, and the Willamette Valley
region of Oregon.

members

In the Northwest, Kaiser Permanente has 17 dental offices
that are typically located in or adjacent to Kaiser’s medical
facilities and serves 240,000 dental patients. Dr. Snyder,
described their patient population as unique within the
sphere of managed care—in that they are generally healthy.
Dr. Snyder believes that integrated dental services have
been crucial in keeping this population healthy, stating that
although some patients “may have a chronic disease, we can
leverage the dental visit touch-point for people who don’t have
any illnesses, and get them into preventative services like, say,
get their influenza vaccination, because we can talk to them
about the importance of that during their dental visits.”

Although there are no competitors that offer closely
integrated medical and dental care as with Kaiser Permanente,
the overall dental market in the Northwest is competitive.
For instance, Willamette Dental Group (WDG) is a private
corporation that operates a traditional HMO model with
more than 50 dental office locations in the region. Moda
Health, a part of Delta Dental, is also strong in the region.

PDA views the integration of dental care into a coordinated
health program as crucial to keeping its patient population
healthy. Beyond any direct correlation between dental
health and specific chronic illnesses, one of the benefits of
integrating and coordinating dental care is that it serves as
an additional patient engagement and intervention touch-
point. Dr. Snyder stated that “if you haven’t been in for your
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mammogram or your colorectal screening or your cervical
cancer screening, our dentists know that when you come
into our office. And our hygienists know that. And we can
inform and encourage you because half of our offices are
physically integrated into the health center. Theyre either
on the same campus or they’re right in the same building.
And so you can coordinate that care really effectively
by just talking to them about, ‘hey, go out and get that
appointment for your colorectal screening scheduled. Here’s
your reminder.” And we use these care-gaps reports to really
help our patients coordinate their preventative care.”

Il. Payment Arrangements and Risk Sharing

Despite the fact that PDA and KFHP began their dental
partnership in the early 1970s, the two entities did not
formalize an operating agreement until January 1, 1985.
Today the Dental Services Agreement (DSA) governs the
Kaiser Permanente Dental Program relationship with financial
arrangements captured in a Memorandum of Understanding
(MOU) to determine the global payments that PDA receives
from Kaiser Foundation Health Plan (KFHP), which is
primarily based on the per-member per-month fee for each
Kaiser Permanente member’s dental coverage.

Although most of Kaiser Permanente’s health plan members
are either private or employer-sponsored, PDA does serve a
limited Medicaid population who are part of the HealthShare
Coordinated Care Organization, an ACO-like program ran
by the Oregon Health Authority to cover the Medicaid
population. Through this relationship, PDA provides dental
services to the limited subset of the Medicaid population
that receives Kaiser Permanente medical coverage and are
assigned by HealthShare. This relatively small population
(around 5,000 individuals) is able to access all of the benefits
and services that traditional members receive through the
Kaiser Permanente health plan, which generally includes
preventative, restorative,

diagnostic, emergency and

prosthetic services.

PDA embraces a heavily evidence-based and data-driven
dental philosophy and has a formalized process to monitor
quality, measure outcomes, and determine best practices.
Dr. Snyder stated that PDA “captures data on everything.”
From this data capture, PDA has designed a set of around
40 evidence-based quality measures, similar to HEDIS, to
track quality and outcomes in four categories:

1. Patient Care Experience measures patient satisfaction
with the care they received and whether they received
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Front Desk
Check in patient Assistant
Take blood pressure Hygenist/Dentist
Take/review films Health History Review Referral
Assess Smoking Status Document PPD and years, Patient calls Health Education
previous quit attempts Services (HES)
k Discuss nicotine OR, Patient is ready for a call
kreplacement therapy back from HES

@R, Patient declines HES

care in a timely manner. The Kaiser Dental Program

Associates (associates hired in 2014) 37 (18)

uses Press Ganey to administer patient satisfaction
surveys to track quality and access to measure the care
experience. Counting only the “top box scores,” (e.g., Shareholders 100
very good) PDA asks patients to rate their satisfaction
on several measures, including: time between calling
and being seen, dentist concern for your questions and
worries and dentist concerned for your overall health.
This data also helps to inform the program for office

staffing and appointments.

Special Contract

Average Tenure (years) (> yearwith PDA) -XGND]
2. DPatient Safety measures gauge whether PDA is
promoting a “culture of safety” for its patients. Patient

safety measures rely on a staff survey that examines

4. Clinical Effectiveness quality measures track how well
dentists adhere to practicing evidence-based care by
tracking procedures recommended by PDA’s evidence-
based guidelines. For instance, PDA tracks sealant rates
for patients within certain age ranges; dentists report

whether staff and dentists are encouraged (feel
empowered) to speak up about errors and near misses.
It also relies on a documentation review that examines
whether the dentist performed a “procedural pause”
prior to a surgical procedure; the percentage of patients
who had a recall visit with their dentist of record; and
if the patient did not see their dentist of record, was the
dentist of record informed of the visit and care plan?
PDA believes that tracking this data promotes a culture
of safety that is not punitive and relies on openness to
solve system issues, using data to find the root cause of
problems and learn from it.

whether the sealant is not indicated, if a sealant was
placed and if not, whether or not there is a treatment
plan in place to have the sealant procedure done. This
metric tracks how well a dentist is adhering to either
delivering the care (e.g., sealant) or instituting a care
plan that addresses the issue. Another metric within the
clinical effectiveness bucket tracks tobacco cessation
referrals. PDA collects data on the number of patients

3. Resource Stewardship quality measures track how that followed through with an intervention plan—if a
efficiently each office is treating patients and the patient either talks to a cessation counselor, schedules a
dollar-per-patient care hour for the overall office. This follow-up appointment with a counselor or receives a
generally measures how well providers are using their smoking cessation product from the dental office.

full licensure capabilities and ensures that each clinic
offers a broad scope of practice.
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These quality measures are used by PDA to divide the global
payment among its dental providers. PDA emphasized its
belief that evaluation of the quality measurements and
distribution of incentives remain solely within the dental
practice (instead of the health plan) because as a professional
group, dentists were better positioned to measure quality
and outcomes.

Care Coordination

Information sharing between Kaiser medical and dental
providers is crucial in coordinating patient care. One
hundred percent of PDA’s dental providers are routinely
using KFHP’s Patient Support Tool (pictured right), which
is a platform that contains a patient’s provider information
and the care plan that each provider has recommended for
the patient. This means that when a patient visits a Kaiser
Dental clinic, his or her dentist will see the name of the
patients PCP and any tests, treatments or interventions
that the PCP may have recommended as follow-ups. For
instance, a dentist may ask his patient if he completed a
colon cancer screening that was recommended during
his last PCP visit. If the patient had not completed the
screening, then it is identified as a “care gap.”

Dr. Snyder stated that, “dental is the number one
department of 37 medical departments of people touching
the health care system that have care gaps,” and PDA works
to close these gaps by encouraging their patients to schedule
preventive care with their medical team (e.g., colorectal
screenings or cervical cancer screenings). Likewise, PDA
expects that the physicians are speaking to patients to close
gaps in dental care. This strategy is proving effective: the
dental program ranks first out of 37 Kaiser Permanente
medical departments in care gap opportunities and is the
second highest ranked department in closing care gaps. In
November 2014, Dental closed 32,893 care gaps, which
is a 44.8% closure rate. Family Medicine was the only
department to close more gaps (33,927).

% KAISER PERMANENTE

Name: SMITH, TOM
HRN: XXXXXXXX

Primary Care Physician: Merrill Ahrens (0149E)

These recommendations are based on information regarding your general health, your age, and
national guidelines for preventive care. Your clinician may determine that you need these tests more
or less frequently.

Our records indicate you are due for the following:

Lab tests—Please bring this chart with you to any Kaiser Permanente laboratory.
Most medical offices provide lab services between 8 a.m. and 5 p.m. Monday through
Friday. Fasting is not required for any of these recommended lab tests.

Your clinician may schedule additional tests for you. Please check with a lab
representative when you come in.

Test About this test

Blood tests

Diabetes This test measures average blood glucose levels. Generally
monitoring test lower levels are better, and for most patients a level under 7 is
(HbA1c) best.

Urine/stool tests

A simple home stool test (FIT) can detect colon cancer at an
early stage, when treatment can save your life. The test
should be repeated yearly. Any positive test should be further
Colon cancer
screening test

evaluated with an examination of your colon. To request a FIT
kit, please call us toll-free at 855-517-8382.

Vaccinations--Please go to any Nurse Treatment Room located in most primary care
buildings to get your vaccinations (shots). First, please check in at the registration
desk.

| Vaccine || About this vaccine |

Tetanus
(Tdap)

Tetanus, diphtheria, and pertussis vaccine is a one-time vaccination for everyone
age 7 and over. Regular tetanus booster shots should follow every 10 years.

lll. Provision of Dental Care

Because PDA operates as a multi-specialty group practice,
it offers a wide scope of services within the organization.
Offeringa full scope of services also means that the conditions
and complexities of their patients can also vary widely—
some may be receiving complex surgical procedures, while
others have only routine check-ups. This has led PDA to
institute a system of patient stratification and tracking that
is integrated with the EHR system that classifies patients
based on their oral health status. Patients are classified into
the following categories:

1. Blank: Programming is not able make a determination

of Oral Health Status.

2. OHS-1: Wellness. Requires only 12-month exam/
recall.

3. OHS-2: Maintenance. Moderate perio/caries risk with
stable perio condition.

“No one has a 40-minute touch-point in health care anymore other than us. ..
We have you captive and you can’t talk back. And we can provide all sorts of preventative
messages to you as part of that touch-point.”

—John Snyder, DMD, Dental Director and CEO, PDA
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4. OHS-3: High Needs. Requires treatment that if not
addressed could cause pain within 12 months.

5. OHS-4: Unknown. Has not had exam in past 15

months.

6. OHS-N: New patient. Has not had dental
appointment since 2005.

PDA then monitors these patients over time to track patient
oral health. Generally, PDA has found that most membership
starts out with more specialty and restorative services
and they transition to mostly diagnostic and preventative
services where the focus is on health maintenance. 2014 was
the first year that they tracked these data, so complete results
and analysis are forthcoming.

The 145 dentists who make up PDA are important to its
success. PDA’s leadership emphasizes that its model of care
and the ownership and governance—dentists owned and
operated—where dentists are in most leadership positions
and have oversight of the performance of the group is a
critical part of its structure. The typical dentist employed
by PDA has prior experience in a group practice model of
care and has completed an advanced training program (e.g.,
General Practice Residency [GPR] or Advanced Education
in general Dentistry [AEGD]), and Dr. Snyder describes a
culture of general career satisfaction for PDA dentists, the
average dentist tenure of nine years supports this claim.

In a managed care setting especially, a lack of capacity
within the clinical practice can threaten efficiency by
diminishing overflow and just-in-time care capabilities that
could necessitate care referrals into the larger community
and drive costs.

IV. Challenges to Dental Care Provision

Cultural challenges between dental and medical providers
generally do not exist between PDA and Kaiser Permanente.
This is largely because the model of care, a part of Kaiser
Permanente since 1974, has been engrained in the culture
of both dental and medical providers. PDA’s embrace of an
evidence-based approach has also helped—they have tested
the hypothesis that dental care improves overall health
and have data to back up these assertions. For instance, in
a study published in the Journal of the American Dental
Association,'> PDA was able to show a correlation between
that receipt of dental care and a reduction in diabetes-
specific health care utilization.

Although PDA has proved its model in Kaiser Permanente’s
Pacific Northwest region over the last 40 years and believes
that this model can be applied elsewhere, Kaiser Foundation
Health Plan has not yet embraced it nationally. However, a
number of factors have recently made PDA’s aspirations to
expand by partnering with KFHP in additional regions more
persuasive. First, the Affordable Care Act expands oral health
coverage for children by requiring that all Qualified Health
Plans offer pediatric dental service as an Essential Health
Benefit, which increases incentives and overall capital to
expand dental programming. Second, there is a growing body
of evidence that suggests a correlation between oral health
and its impact on chronic disease management and cost
containment, which is increasing buy-in within the medical
community. Finally, there is a growing awareness within the
general public through mainstream publications' that dental
care is important for/to overall medical health and wellness.

Although these factors make expansion of PDA’s model
an attractive proposition, there are still a number of
challenges to expanding this model nationally. One of the
major challenges is that a common informatics system—a
common EHR that includes both medical and dental—is
necessary to effectively coordinate medical and dental care.
These systems are complex and expensive to implement and
especially so in places that already have a system in place:
In many cases it is easier and less costly to build a common
informatics system from the ground up rather than retrofit
or retrain personnel on a new system. Furthermore, the
regulatory environment and hesitancy on the part of health
plans to share patient health information between medical
and dental providers without onerous security assurances
poses an obstacle to a care model that relies heavily on
coordination and communication.

Given that PDA is integrated within Kaiser Permanente’s
system, it has a distinct advantage in overcoming these
issues. All seven of Kaiser’s regions use Epic’s EHR platform
(Epic recently released its first dental platform), which will
help immensely with opportunities to grow and expand into
other regions since it has been cost prohibitive to use two
informatics platforms.

PDA’s culture that embraces an evidence-based practice
philosophy may actually make quick expansion challenging,
and PDA’s own selective hiring criteria sometimes makes
recruitment of new dentists difficult. The acquisition of group
practices would be the quickest path to expanding in new
markets, but finding established group practices that share its

22 Leavitt Partners



Leavitt Partners

culture of evidence-based dentistry may be proved difficult.
Furthermore, PDA’s core belief that dentists need to be the
organizational leaders and have the oversight of the group—
as opposed to a limited owner that is prevalent in other group
practice models—may pose additional cultural challenges.

V. Results

PDA has been a successful organization in terms of
demonstrating the value of integrating dental care and in
terms of professional satisfaction for its dentists. They also
have the evidence to back up these claims.

PDA is uniquely positioned, leveraging common informatics
systems with the medical care team, to play a role in the
conversation that is occurring around wellness and total
health. Additionally, PDA has a unique touch-point in
dentistry that no other group has and have proven that they
are effective in closing patient care gaps.

In addition to examining care gaps, PDA has also shown
that their coordinated care model is resulting in higher

adherence on HEDIS measures. The integrated Medical/
Dental Group had higher adherence on all four HEDIS
prevention measures and higher adherence on seven of 10
HEDIS chronic illness measures when compared to Medical
Only Group. PDA’s dentists performed well on their own
too: The Dental Group had higher adherence on all four
HEDIS prevention measures and had higher adherence
on seven of seven HEDIS chronic illness measures when
compared to Non-Dental Group.

PDA’s philosophy of being completely dentist driven,
owned and governed has led to a high level of professional
satisfaction for its dentists. This is evidenced by its employee
make-up where 70 percent of its dentists have bought into
the practice as shareholder owner, and the average tenure of
its dentists is nine years (11 years for dentists who have been
with PDA for more than one year). PDA is an organization
that has demonstrated the value of integrating care and
built a highly functioning dentist-centered practice that is a
desirable place for dentists to practice.
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Trillium Coordinated Care Organization

The following case study profiles the efforts of Trillium
Community Health Plan, an ACO serving Medicaid
beneficiaries in Lane County, Oregon. This case presents
the perspective of an ACO with recent integration of dental
care. To understand this arrangement, we interviewed Terry
Coplin, CEO, and Jim Connolly, Senior Vice President of
Provider Affairs.

I. ACO Background and Market Overview

Trillium Coordinated Care Organization

Year Established 2011
Lives Covered 90,000+
Patient Population Medicaid

Primary Payer Mix Oregon Health Plan

Payment Arrangement  Global capitation
Dental Providers 4 Dental Care Organizations

Dental Staffing
Structure

Various; employed or contracted
by multiple DCOs

Trillium is one of 16 organizations operating in Oregon
under the Coordinated Care Organizations initiative.
As a Coordinated Care Organization (CCO), Trillium is
expected to integrate the various aspects of care—including
dental care—that have previously operated within different
silos into a coordinated experience for Oregon’s Medicaid
beneficiaries. Although the CCO program in Oregon was
established in 2011, Trillium has experience serving Lane
County, Oregon, for almost 30 years.

Trillium’s roots can be traced back to LIPA (Lane County
Independent
physician association of 350 doctors that participated
as a subcontractor to the local managed Medicaid plans
during the 1990s. By early 2000, most commercial plans
had exited the market, and LIPA took over 30,000 lives,
quickly developing claims processing and care management

Practice  Association), an independent

systems but operating under the insurance exemption
Oregon allowed organizations serving the Oregon Health
Plan. In time, LIPA’s owners would establish Trillium, a
separate entity, to help service the dual eligible population
that required applying to CMS for approval as a Medicare
Advantage Plan. During this time, LIPA built coordinating
competencies working with the county—who oversaw

mental health and other related services —to better integrate
the physical health, chemical dependency and mental health
aspects. However, those programs were partitioned in ways
that made managing care with any continuity difficult.
When the CCO program was created in 2011, Trillium’s
leadership saw it as an opportunity to get all the lives they
were managing under one umbrella and truly create the
integration that it had worked for years to develop.

The CCO legislation in Oregon required that many of the
individual aspects of care—including dental care—be rolled
into the newly established organizations no later than July
1, 2014. CCOs were required to contract with every Dental
Care Organization (DCO), Oregon’s term for a dental plan,
which previously contracted directly with the state in a
given region. Legislative efforts were made relative to dental
care to preserve the status quo and keep the DCOs working
directly with the state for an extended period of time. DCO
leadership and several members of the state legislature had
concerns about how the shift from contracting directly with
the state to subcontracting through the newly established
CCOs would affect their operations. The DCOs had
made significant capital investments into infrastructure
and worried that some of the responsibilities of the plans
would be moved internally to the CCOs. Additionally,
there were concerns about how CCOs would measure and
compare the DCOs once the information started to flow.
When legislative efforts to maintain the status quo faded,
opportunities arose for the two groups to come together,
and they began to have more beneficial discussions that
led to a period of negotiation. Trillium CEO Terry Coplin
recounts that “Once things got moving, covering the
expanded population quickly took top priority.”

To facilitate communications early on, Trillium’s leadership
convened amonthly work group on dental care. The objective
was to get the local and, at times, regional representatives
from the DCOs and their staff in the room to talk with
community members and work on common problems.
Shared issues included smoking cessation for pregnant
women that dental providers would be able to catch. In the
meetings, there was also a need to talk about the safety net
clinics that, as a result of Medicaid expansion, were seeing
their clientele diminish. All of the DCOs responded to
assure these clinics could be reimbursed for seeing patients.
Trillium’s leadership describes their partnership with the
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various DCOs as very constructive, and while in discussions
over how to coordinate between the dental and physical
health aspects, “There was no DCO that said ‘T'm not going
to have anything to do with that.” They were all at the table.”

The four DCOs that service Lane County Medicaid patients
include, from largest to smallest with respect to lives
covered: Advantage Dental Services, Capitol Dental Care,
Willamette Dental Group and Oregon Dental Services. By
January 1, 2014, Trillium had contracts with two of the
DCOs in their region, which covered roughly 70 percent
of Trillium’s Medicaid patients. The initial discussions
around integrating the dental aspect proved to be the most
challenging step. Once the first two organizations were on
board however, discussions with the second pair of DCOs
were really centered more around operations. The remaining

two DCOs were added by April.

To date, the DCOs have made significant investments in
the community. Willamette Dental, which up to early 2014
had only two offices, has opened a third to increase capacity
and truly focus on the Oregon Health Plan population.
In addition to bringing on dentists, Willamette brought
on what Trillium leadership described as “key, strong,
experienced personnel” to run their offices. Oregon Dental
Services is in the process of building an office specifically
for treating Oregon Health Plan patients. Advantage dental
services has also continued to expand, adding dentists
where there is office capacity and in the first year increasing
capacity by 150%. Capitol remodeled one office to create
more capacity, moved another to a large location and
brought several new dentists on board.

Il. Payment Arrangements and Risk Sharing

Currently, Trillium’s only contract that includes dental
services is the CCO contract under the Oregon Health
Plan. However, Trillium’s experience in the Medicaid and
Medicare Advantage markets has led to the belief that the
model will appeal to the broader commercial insurance
markets as well. Trillium has recently developed a product
for the Oregon Health Insurance Exchange that allows them
to sell directly to individuals and small groups shopping for
high quality coverage at an affordable price. Additionally,
Trillium recently won a contract with the state to cover its
employees in the Lane County region starting in January
2015 and hopes to include dental at some point. Trillium’s
stated goal is to, as Coplin puts it, “integrate [dental care]
across all populations.”

Oregon

Health Authority

Global Payment

-

Trillium

Advantage

Dental Services

Capitol

> Dental Care

Coordinated Care
Organization

Willamette
> Dental Group

N Oregon

+

Dental Services

All CCOs are paid by the state on a globally capitated
rate that, at this point, flows to the DCOs as a capitated
rate as well. Individual dentists are then paid on a fee-for-
service basis. Trillium does however have plans to include
provisions for some “risk withhold” tied to meeting certain
performance metrics. Such provisions became effective
starting in 2015 but were intended to be included from the
start. The delay resulted from CCOs waiting for the state to
share their official metrics that would form the foundation
for performance measurement. After those are solidified,
the next step will be to figure out appropriate targets after
observing DCO performance in the early months (e.g.,
what percentage of six- year-olds should have sealants on
their molars?).

The group responsible for the development of those metrics
is the State Scorecard Committee. It should be noted that
both the CCOs and the DCOs made a considerable time
investment to come up with what, according to Trillium
leadership, are some “very strong metrics.” To the dismay
of both parties, the metrics were shelved in lieu of what will
most likely be fewer, more basic metrics. Nevertheless, using
encounter data, the 16 CCOs will be able to assess and
compare the different DCOs operating in their service areas
and serving the Oregon Health Plan members. According
to Trillium’s leadership, this is not something the state has
been able to do in the past. Metrics include the number
of patients that have received smoking cessation counseling
from dental providers. More generally, they will be able to
see how many services were delivered to the population on a
per-thousand basis. Trillium’s leadership that oversees dental
believes DCOs will actually be anxious to see their true
comparison to the other DCOs as information is reported.
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Despite official direction from the state on quality metrics,
several DCOs have made organizational commitments
to hold themselves to certain practices. Two DCOs will
be conducting CAMBRAs (Caries Management by
Risk Assessment) on all children. Another will be doing

periodontal assessments on all patients.
lll. Provision of Dental Care

Access to Pediatric Care

Access to pediatric dentists has historically been limited, and
DCO’s patient population is too small to justify bringing
their own dentists into the area. Each DCO approached
the issue of pediatric capacity a little differently. One group
would occasionally bring in a pediatric dentist from Salem
or send patients outside the network, which ended up being
more expensive and more common than they would have
liked. Another group was able to leverage their other books
of business to convince three pediatric dentists it was in
their best interests to treat the Oregon Health Plan patients
at OHP rates.

Pediatric-Specific Office

One private practice contracting with Advantage dental
services is testing a new approach. Several local pediatric
dentists realized while moving to a new office that their
old location could still serve as a great dental office. They
brought in another pediatric dentist and now use that old
location to service Oregon Health Plan patients. On their
assigned days, the dentists, with their assistants, rotate
through the previous office, while front office and some
back office personnel work in conjunction with all the
dentists. With this strategy they have been able to treat a
large number of the pediatric population.

Efforts to Coordinate Care

Just as hospitals have “frequent fliers” that show up at the
emergency department for non-emergent issues, so do
dentists. It is not uncommon for patients who have put off
routine and preventive dental care to show up in the ED
for non-emergent situations that could have been easily

addressed during normal business hours at the dental office.
Coplin commented that, prior to the program’s dental
inclusion, dental care was a complete black box:

“We had no idea what was going on with dental
care. What we were reacting to were complaints
from both our emergency departments and many
primary care [physicians] about having patients
with dental pains show up in their venue and
wondering why they weren’t being taken care of by

these DCOs.”

Most DCOs, according to Trillium’s leadership, are now
looking to place care coordinators in each office to address
these sorts of issues. Capitol Dental Care in particular
has plans to place a care coordinator in offices to work
specifically with Trillium’s patients.

In the future, dental offices will have access to a system
the state is currently implementing called the Emergency
Department Information Exchange (EDIE). The EDIE
system will provide readily accessible information about
any admission to any ER department. Additionally and
more importantly, EDIE will provide this information to a
physician or dental organization via their electronic health
record system if one of their members visited the ER, so the
provider can follow up.

Another feature of Trillium’s care management strategy
could have a substantive impact on the coordination
between physical and dental health. Trillium currently has
a care plan software platform that is used on the physical
health side and is integrated with behavioral health, with
the goal to eventually integrate dental as well. This system
would be shared across all provider types. One example of
how this tool could be used on the dental side is that when
pregnant women are seen for the prenatal checkup, part of
the checklist is to encourage women to get an oral exam. At
this point, Trillium is not yet able to share that information
with the dentists but has plans to.

Despite lacking a comprehensive strategy across all DCOs,
some positive changes appear to be taking place as a result of
rudimentary coordination efforts. A recent study conducted
by Trillium looked at the number of patients showing up in
the ED, primary care offices, and urgent care centers with

26 Leavitt Partners



Leavitt Partners

dental pain. Physicians were anxious to see if those numbers
had decreased since the DCOs came on board. Despite
an overall increase in the amount of visits (and therefore
costs) due to an almost doubling of the patient population
resulting from Medicaid expansion, on a per-capita basis,
there was actually a noticeable decrease. Exact results are
forthcoming according to Trillium leadership.

IV. Challenges to Dental Care Provision

Apart from the early legislative challenges, other aspects of
the CCO program have created difficulties for the provision
of dental care. Early on, the various DCOs encountered
connectivity issues in shifting responsibility from the state
to the various CCOs for things like eligibility, at times
overwhelming their IT departments—issues that have
mostly been worked out at this point.

Another challenge that Trillium’s leadership tried to
proactively address was the tendency that medical
organizations like Trillium have to work on dental from a
medical frame of reference. Trillium’s leadership brought

Endnotes:

in people that had specific experience working with both
dentists and dental care organizations to help explain to
the medical staff why dentists do the things they do and to
explain to the DCOs why the medical staff does some of the
things they do. Trillium’s early experience seems to indicate
that such a strategy has paid off.

V. Results

Since the integration of dental has been relatively recent,
results are limited to Trillium’s internal analysis on ER visits as
previously mentioned and anecdotes from Trillium’s frontline
care coordinators. Stories relate mostly to patients who, for
the first time, have someone helping them make connections
with the traditional physical health and the mental and dental
resources now available to them. Additionally, Oregon’s CCO
program has built into it a heavy emphasis on reporting such
that those with interest in the direction of the state’s grand
experiment can expect to have plenty of evaluation data as the
program moves forward.
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