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Abstract

Objectives: Medicaid’s Early and Periodic Screening, Diagnostic and Treatment (EPSDT) pediatric benefit is designed to
meet children’s medically necessary needs for care. A 2018 Centers for Medicare & Medicaid Services (CMS) Bulletin advised
Medicaid programs to ensure that their dental payment policies and periodicity schedules include language that highlights that
medically necessary care should be provided even if that care exceeds typical service frequency or intensity. We assessed
the extent to which Medicaid agencies’ administrative documents reflect EPSDT’s flexibility requirement.

Methods: From August 2018 through July 2019, we retrieved dental provider manuals, periodicity schedules, and fee sched-
ules in all 50 states and the District of Columbia; analyzed these administrative documents for consistency with the CMS
advisory; and determined whether instructions were provided on how to bill for services that exceed customary frequencies
or intensities.

Results: Dental-specific periodicity schedules were not evident in || states. Eighteen states did not include flexibility lan-
guage, for example, as advocated by the American Academy of Pediatric Dentistry. Flexibility language was not evident in 24
dental provider manuals or in 47 fee schedules. Only 8 states provided billing instructions within fee schedules for more
frequent or intensive services.

Conclusion: Updating Medicaid agency administrative documents—including dental provider manuals and periodicity and

fee schedules—holds promise to promote individualized dental care as ensured by EPSDT.
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Within 2 years of Medicaid’s enactment in 1965, President
Johnson pressed Congress to institute a special health benefit for
low-income children. In 1967, that special consideration became
the Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) benefit for all Medicaid beneficiaries aged <21 years.'
The Medicaid and Children’s Health Insurance Program (CHIP)
Payment and Access Commission today describes EPSDT as
providing “access to any Medicaid-coverable service in any
amount that is medically necessary, regardless of whether the
service is covered in the state [Medicaid] plan.”2

President Johnson was motivated by Head Start research that
found early-life evidence of nascent disabilities and by a federal
task force investigating Selective Service System findings that
half of military draftees were unqualified for service because of
disabilities, many of which could have been prevented or ame-
liorated early in life.** One of those disabilities—consequential
tooth decay—persists today, with the US Department of Defense

reporting “historically abysmal dental readiness”” among reserv-
ists and a high rate of dental emergencies among active-duty
service members.>® Because tooth decay progresses throughout
the life course, these dental disabilities among adults reflect per-
sistent failure to adequately address the high prevalence of pre-
ventable tooth decay in childhood, particularly among children
from low-income families insured by Medicaid and CHIP.
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For oral health and dental care, EPSDT has yet to meet its
intended outcome. The 2000 US Surgeon General’s report on
oral health highlighted challenges to effective implementation
of EPSDT that include inadequate funding for Medicaid and
CHIP programs, chronically low levels of reimbursement for
dental providers coupled with perceived excess paperwork and
electronic requirements, and access-to-care challenges for eligi-
ble enrollees, in which people with the highest risk for dental
disease are the least likely to have access to regular dental care.’
An updated 2020 US Surgeon General report on oral health
revisited the longstanding conditions that prevent optimal out-
comes for all children and adolescents and provides direction for
future oral health care design and delivery.® Both reports address
pediatric caries prevalence, consequence, and importance for
adult oral health and function. One finding is that tooth decay is
the most common chronic disease among US children and ado-
lescents, with a prevalence of 45.8% among people aged 2-19.°

Racial/ethnic disparities also persist, with Latino and non-
Hispanic Black children and adolescents having a higher preva-
lence of tooth decay than their non-Hispanic White peers
(57.1%, 48.1%, and 40.4%, respectively).” People aged 2-19
from families with lower socioeconomic status receive fewer
preventive oral health services than their more advantaged peers
do.” The level of unmet need for dental services in low-income
families is more than double the unmet need for medical care.'”
Having failed to reach Healthy People 2010 objectives for den-
tal care use, the Office of Disease Prevention and Health
Promotion at the US Department of Health and Human Services
issued a comprehensive legal and policy analysis in 2020 sug-
gesting that dental care use can be enhanced through actions that
expand financing, augment workforce (including interprofes-
sional health workforce), and address logistical and cultural bar-
riers to care.'!

Although EPSDT requires that Medicaid provides, at a min-
imum, the “relief of pain and infections, restoration of teeth, and
maintenance of dental health,” it also recognizes that to achieve
equitable oral health outcomes, the intensity of each child’s den-
tal care needs to be proportionate to a child’s individual risk for
caries. Such tailored flexibility and individualization, inherent in
EPSDT, reflects advances in professional guidance on caries
risk assessment'” and individualized care paths'® and is consis-
tent with health care advances more generally that promote
value-based care supported by alternative payment
mechanisms.'*!>

To ensure that dental care meets EPSDT standards, the
Centers for Medicare & Medicaid Services (CMS) released an
Informational Bulletin in 2018 that advises states to ensure that
their Medicaid pediatric dental payment policies and periodicity
schedules align with EPSDT requirements.'® The Bulletin cites
requirements dating to the Omnibus Budget Reconciliation Act
of 1989'7 that states provide “all medically needed dental ser-
vices beyond what is covered under the state’s Medicaid plan.”'®
The Bulletin calls on states to (1) specify the periodicity sched-
ule with which preventive and medically necessary dental
restorative services are to be provided; (2) have a mechanism in

place to cover medically necessary dental services that exceed
the periodicity schedule, recognizing the periodicity schedule as
a floor for coverage rather than a ceiling; and (3) ensure that fee
schedules and payment policies are aligned with periodicity
schedules. Although the Bulletin did not establish new policy, its
release signified a growing awareness among policy makers that
intensity and frequency of dental services must be tailored to
each child’s risk for dental caries.'>'®"” Each Medicaid agency,
regardless of its private contractual agreements for program
administration, is also required to make readily available benefit
information for enrollees and policies for Medicaid providers.”

The objective of this study was to assess the extent to which
Medicaid agencies’ administrative documents reflect EPSDT’s
availability requirement and the 3 dental service requirements
detailed in the Bulletin. We examined publicly available pediat-
ric dental periodicity schedules, statements of covered services
as described in dental provider manuals, and fee schedules for
all 50 states and the District of Columbia to determine whether
medically necessary individualized dental care as required by
EPSDT is being upheld in the existing and increasingly complex
structures of Medicaid financing and administration.

Methods

We created a conceptual framework to assess the conformity of
state documents with CMS guidance (Table 1). One investigator
(C.F) performed structured internet searches using the key
phrase “[state name] Medicaid dental provider manual” using
the Google Chrome search engine from August 2018 through
July 2019 to locate publicly available dental provider resources
posted by Medicaid agencies. We did not explore dental man-
aged care or administrative services contractors’ websites except
in the 8 states in which a single statewide vendor supplied these
documents through a link on the state’s web page. Dental pro-
vider resources were otherwise available through a state’s online
Medicaid provider portal or web page or were contained in a
Medicaid provider manual. Some manuals were downloadable
as single files, whereas others separated components into
service-specific chapters or sections. The resources of interest
were (1) dental-specific periodicity schedules, (2) statements of
covered services in dental provider manuals, and (3) dental fee
schedules. These resources are among the most commonly ref-
erenced documents by dental providers and their staff members
when questions arise about service provision, benefit limits, and
payment policies. Resources were assessed for statements about
flexibility of services on the basis of individual patients’ needs,
with a particular focus on preventive services. This qualitative
assessment of resource language was assessed categorically as
described hereinafter.

Periodicity Schedules

We categorized dental-specific periodicity schedules as the cur-
rent American Academy of Pediatric Dentistry (AAPD) sched-
ule, 2?2 state-specific schedule, or no schedule. Periodicity
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Table 1. Conceptual framework used to assess conformity of state Medicaid dental provider documents with CMS guidance on the
provision of and payment for medically necessary dental services for children and adolescents as required by the EPSDT benefit

CMS May 2018 Informational
Bulletin directive®

State document
data source

Measure

Specify the periodicity schedule with which
preventive and medically necessary restorative
services would be provided.

Have a mechanism in place to cover medically
necessary dental services that exceed the
periodicity schedule, recognizing the periodicity
schedule as a floor for coverage of dental
services rather than a ceiling.

Ensure that fee schedules and payment policies
are aligned with periodicity schedules.

Fee schedule

Periodicity schedule ® What is the state’s specified periodicity

schedule, if any?
® What is the quality of the periodicity
schedule’s statement on flexibility?

Dental provider manual ® Does the dental provider’s manual

contain a general statement on flexibility
of benefit limits and frequencies?

® |[s there a mechanism described for
covered services that are medically
necessary!

® Does the fee schedule contain a general
statement on the flexibility of benefit
limits and frequencies?

® Does the fee schedule allow for
payment of each covered service at the
same frequencies as are specified in the
periodicity schedule?

Abbreviations: CMS, Centers for Medicare & Medicaid Services; EPSDT, Early and Periodic Screening, Diagnostic and Treatment.

*Data source: CMS Informational Bulletin.'®

schedules that were either outdated or modified AAPD sched-
ules were classified as state specific. States that referenced the
American Academy of Pediatrics’ Bright Futures medical peri-
odicity schedule but no dental-specific schedule were classified
as having no dental-specific periodicity schedule, because these
recommendations do not meet federal standards for dental
care.”?

Schedules were assessed for language on flexibility as “stan-
dard” if consistent with the AAPD’s periodicity schedule lan-
guage, “above standard” if the schedule provided additional
language or emphasis, “below standard” if this language was
reduced, or “no standard” if none was identified. The AAPD
language detailed in the header of its periodicity schedule states,
“Since each child is unique, these recommendations are designed
for the care of children who have no contributing medical condi-
tions and are developing normally. These recommendations will
need to be modified for children with special health care needs
or if disease or trauma manifests variations from normal.””*!

Covered Services in Dental Provider Manuals

Detailed dental procedure—specific benefits such as allowable
services, service frequencies, or age eligibility are typically
referred to as “covered services.” When addressing covered ser-
vices, manuals may include introductory information that
explains EPSDT and provides general guidance on benefit flex-
ibility as appropriate to meet children’s medically necessary
needs. Manuals were classified as “yes” if they included such
guidance and “no” if they did not include such guidance.

To assess the flexibility in the provision of preventive dental
services, we reviewed the dental provider manuals for guidance
on 3 common diagnostic and preventive services: dental

examination, dental prophylaxis, and topical fluoride treatment
(Current Dental Terminology codes D0120/D0150, D1120, and
D1206/D1208, respectively).”* We classified manuals as “yes”
if they contained clear language describing the mechanism by
which dentists can be paid for these services when delivered
with greater frequency or intensity than specified in the period-
icity schedule because of medical necessity based on caries risk
and “no” if they did not include such guidance.

Fee Schedules

We assessed publicly accessible fee schedules—obtained
through searches of dental manuals, provider portals, or as
separate files—for language on flexibility in terms of the
allowable frequency for each aforementioned diagnostic or
preventive service. Stated allowable frequencies established
the floor for routine care of children who do not require
enhanced care.

Results

Periodicity Schedule

Twenty-two states cited the AAPD schedule, 17 states and
the District of Columbia provided a state-specific schedule,
and 11 states had no identifiable schedule (Table 2, Figure).
Twenty-seven states and the District of Columbia met the
standard category, 5 states met the above-standard category,
and 6 states met the below-standard category for the AAPD
statement on flexibility. Twelve states had no statement on
benefit flexibility, including 11 states with no periodicity
schedule.
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Table 2. Assessment of states’ Medicaid documents for compliance with the Centers for Medicare & Medicaid Services Informational
Bulletin?, 50 states and the District of Columbia, 2018-2019

Periodicity schedule Dental provider manual Fee schedule
Mechanism
General described for General Allowable
Statement on  statement on additional statement on frequency of
State Source flexibility flexibility services flexibility = services specified

Alaska AAPD Standard v v

Arkansas AAPD Standard v

N

Colorado State Below v

District of Columbia State Standard v

N

Florida AAPD Standard

Hawaii State None

Illinois AAPD Standard

\

lowa AAPD Standard

Kentucky None NA

Maine State Above

N
N

Massachusetts AAPD Standard

<\

Minnesota AAPD Standard

\

Missouri None NA

N

Nebraska AAPD Standard

N

New Hampshire AAPD Standard

N
N

New Mexico None NA

North Carolina State Above

\

Ohio State Below

Oregon State Above

Rhode Island State Below

South Dakota None NA v

(continued)
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Table 2. (continued)

Periodicity schedule

Dental provider manual

Fee schedule

Mechanism

General described for General Allowable

Statement on statement on additional statement on frequency of
State Source flexibility flexibility services flexibility services specified
Tennessee State Standard ND ND
Texas AAPD Standard v
Utah AAPD Standard v v
Vermont State Above v
Virginia AAPD Standard v
Washington None NA v
West Virginia AAPD Standard v
Wisconsin AAPD Standard v v
Wyoming State Below v

Abbreviations: AAPD, American Academy of Pediatric Dentistry; NA, not available; ND, not determined.

*Data source: CMS Informational Bulletin.'®

Covered Services in Dental Provider Manuals

Twenty-six states and the District of Columbia included a
general statement on flexibility within the covered services
section of their dental provider manual, and 24 did not
(Table 2). Eleven states and the District of Columbia (8 with
and 4 without a general statement on flexibility) specified the
mechanism for the provision of and payment for preventive
services exceeding the periodicity schedule when medically
necessary, and 39 states did not.

Fee Schedule

Three states included a general statement on flexibility in
their fee schedule, 8 states specified the allowable frequency
of services by procedure code in their fee schedule, and 38
states and the District of Columbia provided no indication
that services can be provided with greater frequency when
medically necessary. The fee schedule for 1 state was not
publicly available on the state’s website or through its link to
its dental benefits administrator (Table 2).

Discussion

The finding that 11 states had no publicly available dental-
specific periodicity schedule and 18 states provided either no
individualized flexibility language or provided language that
was below standard in their periodicity schedule raises con-
cern that states are not informing dentists and beneficiaries
of EPSDT requirements. Most states do not include individ-
ualized flexibility language in their dental fee schedule,
which is perhaps the most commonly referenced dental pro-
vider document. Because dentists depend on fee schedules
for allowable charges, the finding that only 8 states detailed

the allowable frequency of specific preventive services sug-
gests that dentists may be unaware of the minimum covered
service levels established by states.

The AAPD’s Policy Center tracks states’ adoption of its
periodicity schedule.”® Between our 2018 analysis and
AAPD’s June 2020 web posting, 6 states changed the source
of their periodicity schedule: 4 from state-specific to AAPD
and 2 from state-specific to none. As a result of these changes,
3 states retained standard flexibility language (equivalent to
AAPD?’s), 2 states reduced the quality of flexibility language,
and 1 state enhanced the quality of flexibility language.
These changes in both variability across states and instability
within states indicate that states may modify their Medicaid
plans at any time with CMS approval.

Despite shortcomings in providing EPSDT-supportive
language in most states, the availability of dental-specific
periodicity schedules today evinces a marked improvement
over the status in 2005, when an analysis found that “few
state Medicaid agencies have published or made available
separate periodicity schedules for dental services.”*® A 2009
brief on improving EPSDT periodicity schedules noted that
most states base their periodicity schedules on American
Academy of Pediatrics recommendations, particularly Bright
Futures Recommendations for Preventive Pediatric Health
Care,27 rather than on dental-specific schedules, and that
these medical association recommendations do not meet fed-
eral standards for dental care.”

No states met criteria across all of their documents for inform-
ing dental providers about the inherent individualization flexibil-
ity that is a fundamental characteristic of the EPSDT benefit.
However, some states provided language that is notably compli-
ant with EPSDT requirements. Maine and Utah provided excel-
lent examples of guidance in most but not all documents.
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Figure. Number of states with EPSDT-consistent Medicaid documents reflecting dental providers’ requirement to provide, and Medicaid
agencies’ obligation to appropriately pay for, medically necessary dental services for children and adolescents per guidance in the May
2018 Centers for Medicare & Medicaid Services Informational BuIIetin,I6 50 states and the District of Columbia, 2018-2019. Abbreviations:
AAPD, American Academy of Pediatric Dentistry; EPSDT, Early and Periodic Screening, Diagnostic and Treatment.

Although Maine’s periodicity schedule was above standard and
its fee schedule provided specific language on flexibility and
minimum covered services, its dental provider manual did not
provide information on flexibility or billing mechanisms for
enhanced services. In Utah, the state-specific periodicity sched-
ule was above average, the dental provider manual described
flexibility but did not provide information on billing for enhanced
medically necessary services, and the fee schedule described pre-
ventive benefits’ minimum coverage but did not provide flexibil-
ity information. In general, fee schedules—presumably the most

commonly referenced of the 3 dental provider documents—Iess
frequently provided flexibility guidance than did dental provider
manuals or periodicity schedules. Only a few states included
statements on flexibility or specific information on allowable fre-
quency of service delivery and payment in their fee schedules.
Notable examples of clear language supporting individualized
medically necessary dental care for children are available in
these documents, such as one state’s inclusion of, “It is strongly
recommended that the dental periodicity schedule be used as a
guide for the provision of services with the understanding that
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Table 3. Examples of language in state Medicaid dental provider documents that is consistent with the EPSDT standard on individualized
flexibility that meets medical necessity and reflects compliance with CMS directives®

Dental provider resource

Best practice

State

Periodicity schedule

“The AAPD and DACP [Oklahoma Health Care

Oklahoma

Authority Dental Advisory Committee on Periodicity,
the Oklahoma Medicaid agency] emphasize the
importance of very early professional intervention
and the continuity of care based on the individualized

needs of the child.”®

“As in all medical care, dental care must be based on the

Arizona

individual needs of the member and the professional

judgement [sic] of the oral health provider.

Dental provider manual section
on covered services

»C

“When a Medicaid eligible member requires medically Utah
necessary services, those services may be covered

by Medicaid. Necessary health care, diagnostic
services, treatment or other measures described

in Section 1905 (a) of the Social Security Act to
correct or ameliorate defects, physical or mental
iliness or conditions discovered by screening services
are available based on medical necessity. Prior
authorization may be required before providing
services. More information on expanded services is
provided throughout this manual.”®

“It is strongly recommended that the Dental Periodicity

lllinois

Schedule be used as a guide for the provision of
services with the understanding that services may be
provided more frequently as medically indicated.”®

Fee schedule

“Children under 21 years of age are eligible for all

Pennsylvania

medically necessary dental services. For children
under 21| years of age who require medically
necessary dental services beyond the fee schedule
limits, the dentist should request a waiver of the

limits, as applicable, through the waiver process.”

“MaineCare will cover all medically necessary dental

f

Maine

services for members under age twenty-one (21)
pursuant to Section 94 of the MaineCare Benefits
Manual, Early and Periodic Screening, Diagnostic, and

Treatment Services.”®

Abbreviations: AAPD, American Academy of Pediatric Dentistry; CMS, Centers for Medicare & Medicaid Services; EPSDT, Early and Periodic Screening,

Diagnostic and Treatment.

*Data source: CMS Informational Bulletin.'®
®Oklahoma Health Care Authority.?®

“Arizona Health Care Cost Containment System.”
“Division of Medicaid and Health Financing.30
“lllinois Department of Healthcare and Family Services Dental Program.
fPennsylvania Department of Human Services.??
&Maine Department of Health and Human Services.?

31

3

services may be provided more frequently as medically indi-
cated” in its dental provider manual (Table 3).%%-

Our findings support recommendations that hold promise
for correcting identified deficiencies (Box). They include
suggestions for clarity on EPSDT’s relevance to dental care,
refinement and posting of critical documents that dental pro-
viders use to learn about the Medicaid program, and align-
ment of all documents to support flexibility to meet children’s
medically necessary dental services. These policy recom-
mendations may be advanced by state Medicaid agencies

themselves and by contractors, dental providers, consumers,
and other advocates that influence state Medicaid policy.
Given the presence of strong and consequential dispari-
ties in oral health that are evident across racial/ethnic groups
of children, equivalent levels of dental services do not result
in equivalent oral health outcomes.”* For that reason, we
additionally endorse a proposal by the Children’s Dental
Health Project™ to modify flexibility language in AAPD’s
periodicity schedule so that dental care is individualized for
all children at high risk of dental disease, not only for
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Informational Bulletin®

Box. Recommendations for Medicaid agencies and contractors, dental providers, consumers, and other advocates to ensure
agencies’ program and administrative documents reflect the need for dental providers to provide medically necessary care to
children and adolescents and for Medicaid agencies to appropriately pay for this care, consistent with EPSDT and the May 2018 CMS

families.

caries.

Review the state agency’s program and administrative documents for the following:

I. Adopt a dental-specific periodicity schedule and make it widely available and easily accessible to dental providers and patients/

2. Review the periodicity schedule for language pertaining to EPSDT and inherent flexibility in the Medicaid and CHIP programs.

3. Wherever specific services and their indications and frequency are described in the dental provider manual (most often in a
“covered services” or similarly titled section), clear directions should be given to dental providers about the accommodations that
should and must be made in terms of frequency and intensity of services for children who have a high risk of caries or extensive
treatment needs that exceed what is specified in the periodicity schedule, as well as detailed directions to ensure payment for same.

4. Fee schedules should include a general statement on flexibility, reminding dental providers of the inherent flexibility for risk-
adjusted care and their ability for increased reimbursement for medically necessary service delivery.

5. Fee schedules should include instructions for preventive service frequency and payment allowances for children with a high risk of

6. Ensure that fee schedules and payment policies are aligned with periodicity schedules such that fee schedules/payment policies
allow for payment of each covered service at the same ages as are specified in the periodicity schedule.

Screening, Diagnostic and Treatment.
Data source: CMS Informational Bulletin."®

Abbreviations: CHIP, Children’s Health Insurance Program; CMS, Centers for Medicare & Medicaid Services; EPSDT, Early and Periodic

children with medical or developmental disabilities. In addi-
tion, we anticipate that payment for assessing caries risk
(Current Dental Terminology codes D0601, D0602, and
DO0603 for low, moderate, and high caries risk, respectively)
would encourage dental providers to tailor treatment plans
and preventive service schedules on the basis of the individ-
ual needs of the child, promoting the delivery of less inva-
sive and less costly care.’*>*

Limitations

This study had several limitations. First, a single evaluator
determined the documents’ compliance with EPSDT require-
ments. The Medicaid provider portals varied considerably in
their organization and the availability and accessibility of
their provider documents. The analysis of dental provider
documents was largely based on interpretation of language
that was sometimes subjective in nature. Second, we did not
consider the content of EPSDT manuals in addition to dental
provider manuals, which may have also contained informa-
tion on flexibility of services that are covered for children
and adolescents. However, the decision to limit our analysis
to the dental provider manual was intentional because we
thought it was unlikely that a dentist would review a state’s
EPSDT manual. Third, the dental provider documents may
not be available on state websites when states have contrac-
tual relationships with managed-care and/or administrative
services vendors and rely on these vendors to provide the
required information. In states with these contractual rela-
tionships, the information of interest may have been

described in the Medicaid managed-care contracts that were
typically not readily accessible and were not reviewed. It
remains the state’s responsibility to make information on
covered services and fees readily accessible to consumers
and providers.”’ Fourth, the CMS Information Bulletin also
called upon states to ensure that age-based requirements
were consistent between periodicity and fee schedules'®;
however, our study was limited to a universal assessment for
all children and adolescents who are Medicaid and CHIP eli-
gible in the state. Fifth, it is unknown how dentists access,
review, and understand state documents, although we assume
that they are more likely to retrieve and review fee schedules
than dental provider manuals or periodicity schedules.
Lastly, because all documents are subject to revision, our
2018-2019 snapshot reflects only the status of these docu-
ments at that time.

Conclusions

Appropriate implementation of ESPDT standards for dental
care by tailoring services to individual children’s needs
would likely advance fundamental public health principles.
These principles include (1) promoting preventive services
over reparative care, (2) allocating services proportional to
need, (3) addressing (oral) health disparities, (4) focusing on
health determinants, and (5) attending to the needs of a pop-
ulation that has a particularly high risk for disease (eg, low-
income children at high risk for dental caries). The
implication of improving Medicaid administration by
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aligning dental guidance documents with EPSDT standards
as outlined in the CMS Informational Bulletin is that more
children would receive “the right care at the right time in the
right setting”' to the benefit of their oral health across their
life spans. The provision of personalized care would fulfill
the original promise of EPSDT: to reduce or ameliorate dis-
abilities through prevention and disease management early
in life.
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