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EXECUTIVE SUMMARY
Barriers to good oral health care pose a significant health
threat to low-income individuals and families, which in
extreme cases can result in fatal consequences. Lack
of good oral health may also negatively impact social
function and interaction, limiting verbal and nonverbal
communication, and interfering with intimacy, nutrition,
and sleep. Often ignored, oral care is the most prevalent
unmet health care need among children and adolescents,
and tooth decay is the most chronic illness in school-age
children. Within this already vulnerable group, children
with special health care needs (CSHCN) are especially at
risk for a variety of economic, social, environmental, and
other reasons that contribute to overall poor oral health
care and negative health outcomes.
HJA began this oral health policy project
with research to identify areas of unmet
need where we would not duplicate
efforts around oral health advocacy in the
District. CSHCN emerged as a focus early
on; although Medicaid eligibility standards
are generous and enrollment is higher
in Washington, D.C. than in many other
jurisdictions, significant numbers of CSHCN
in D.C. continue to face substantial barriers
to high-quality oral health care. Outreach to
other D.C. groups working in the oral health
space also suggested that CSHCN was
an area where gaps in data and advocacy
around oral health existed and where
HJA could contribute to efforts aimed at
reducing disparities.

Armed with this preliminary information,
the HJA organized students, faculty, and
staff from Georgetown Law Center’s
Harrison Institute for Public Law (Harrison)
and the O’Neill Institute for National &
Global Health Law (O’Neill) into a formal
“Oral Health Team” to develop a multiphased oral health project focused on
CSHCN. Starting in the 2016-17 academic
year, students enrolled in the Harrison
Institute’s legal clinic worked with faculty
and librarians to complete a national and
local scan of medical and legal resources
related to oral health policies with special
emphasis on poor and underserved
communities. Based on what they learned
about some of the barriers to care, the
HJA Oral Health Team also conducted a
national scan of oral health best practices
for this population to learn how some
of these obstacles are being addressed.
Legal and policy analysis of D.C. practices
were also undertaken to see which of the
practices might transfer to CSHCN and
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work well here. Currently, the HJA Oral
Health Team is focused on identifying
policies that negatively impact access to
oral health services in Washington, D.C. for
CSHCN so that we can pursue efforts to
design and implement changes in policies
and programs to increase the number of
children who receive quality oral health
care under Medicaid.
The purpose of the 2018 Health Justice
Alliance Oral Health Convening was, first,
to bring together a multidisciplinary
group of key stakeholders to share their
expertise and insights regarding the issues
contributing to oral health disparities and
ways to improve the oral health of D.C.’s
CSHCN. We wanted these experts to help
assess and confirm our research findings
on barriers to access and utilization thus
far and to contribute their own ideas for
possible solutions. We also wanted to
see if we could create a shared interest
among advocates, academics, and other
oral health experts in future collaboration
to improve oral health care for CSHCN and
other vulnerable populations in the District.
To ground participants in the realities of the
oral health needs of CSHCN, the Convening
started with a panel that included personal
stories from two parents of CSHCN and
a dentist with a practice that treats many
CSHCN. This panel provided participants
with a vivid sense of the range of issues,
concerns, and challenges facing parents
and providers —even where the additional
burdens of poverty are absent.
Participants then self-selected into four
different breakout sessions to explore
specific issues around oral health care and
(1) transportation, (2) financial incentives
for care, (3) case management, and (4)
school-based health centers with dental
suites. During those sessions, lists of
potential strategies and solutions were
captured on large posters that were used
to create a gallery in the main meeting
room. Participants were invited to continue
their discussions over lunch, to review the
gallery of posted lists, and to chat with

students about their individual posters
(each of which reflected research and
findings around the four barriers that
formed the focus of the breakout sessions).
The Convening’s afternoon panel, which
included two dentists with extensive
community-based program experience,
provided a high-level perspective on
potential steps to increase access to
oral health care for vulnerable and lowincome populations and included a robust
Q&A exchange with participants. At the
conclusion of the Convening, participants
were invited to provide contact information
and identify areas of interest for future
outreach from and collaboration with the
HJA Oral Health Team.
The Convening helped advance the team’s
knowledge about oral health and CSHCN
in D.C. and forged some important ties
to experts working in this area. Moving
forward, we intend this project to serve
as a vehicle for future policy work
around oral health, with an emphasis on
CSHCN. Ultimately, we hope to create
a series of innovative models of action
for increasing oral health care access
and utilization for D.C.’s CSHCN and
other underserved populations, as well
as for similar populations across other
states. The following Report provides
some background on oral health care in
the District and describes the substance
discussed during each session of the
convening, including roundtable discussion
sessions. Where appropriate, we have
also included a summary of the key policy
solutions proposed as areas for future
exploration by the HJA Oral Health Team.
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BACKGROUND ON ORAL HEALTH & CHILDREN
WITH SPECIAL HEALTH CARE NEEDS
In 2004, the U.S. District Court for the District of
Columbia declared D.C.’s record of providing Medicaidenrolled children with dental services “abysmal” and
ordered D.C. to improve its efforts. Since then, D.C.
has increased access by Medicaid-enrolled children to
oral health care tremendously, more than doubling the
percentage receiving preventive dental services between
2004 and 2017. However, many of D.C.’s Medicaid-enrolled
children, and particularly those with special health care
needs, still have unmet oral health care needs. This section
offers background on the children with special health care
needs (CSHCN) living in D.C., the barriers to quality oral
health care D.C. CSHCN face, and the consequences of
these barriers.
CSHCN are defined by the Maternal and
Child Health Bureau as children “who
have one or more chronic physical,
developmental, behavioral, or emotional
conditions and who also require health
and related services of a type or amount
beyond that required by children generally.”
CSHCN includes, among other conditions,
children with cerebral palsy, diabetes,
Down syndrome, epilepsy, HIV, and autism
spectrum disorders. According to the 2016
National Survey of Children’s Health, 18.3%
of D.C. children aged 0-17 have special
health care needs (an estimated 21,380
children). The majority of D.C. CSHCN are
enrolled in Medicaid.

Because of their health conditions,
many CSHCN have difficulty maintaining
optimal oral health. For example,
children with mental, developmental, or
physical disabilities may lack the ability
to understand, assume responsibility for,
or cooperate with preventive oral health
practices. Some of these children may have
difficulty verbally expressing oral pain,
which can lead to oral health conditions
going unnoticed for long periods of time.
CSHCN who are especially vulnerable
to the effects of oral diseases include
those with cardiac conditions associated
with endocarditis and patients with
compromised immunity, including from
leukemia or other malignancies and HIV.
Additionally, CSHCN’s oral health problems
can be exacerbated by special diets,
the need to eat frequently, medications
containing sugar, and poor oral hygiene.
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As a result of their health conditions,
CSHCN also face a variety of other
barriers to oral health care. The rising
cost of oral health care, difficulty finding
a dental office that is close to home, and
locating an office that can accommodate
a child’s special needs and will accept a
child’s dental insurance all contribute to
reduced access and care. Additionally,
many dentists are reluctant to treat CSHCN
due to lower reimbursement, inadequate
training in treatment of CSHCN, and the
additional time required to obtain CSHCN’s
medical history or medical consultations
and provide their treatment. Other barriers
include a child’s and/or their parent’s fear
of the dentist, a child’s oral defensiveness,
and a child’s inability to cooperate for the
dentist. Together, these greatly increase
CSHCN’s difficulty in accessing and
receiving high-quality oral health care.
CSHCN enrolled in D.C. Medicaid face
additional barriers to oral health care. While
D.C. has a higher than average number
of dentists, as of 2015, only 20% of the
1,128 dentists in the D.C. metropolitan
area participated in Medicaid and only
14% served at least one Medicaid-enrolled
patient. Moreover, evidence suggests
that many of D.C.’s dentists who do serve
Medicaid-enrolled children, limit the
number of those children they serve. In
2013, only 108 of the 185 dentists serving
children enrolled in managed care and
43 of the 118 dentists serving children
enrolled in the fee-for-service (FFS)
program submitted at least $10,000 worth
of Medicaid claims. The same evidence
also suggests there are very few pediatric
dentists serving Medicaid-enrolled
children in D.C. As indicated by data from
Florida, this dearth of pediatric dentists
is particularly significant for Medicaidenrolled CSHCN because dentists who
specialize in pediatric dentistry are more
likely than general dentists to possess the
training and experience required to care
for CSHCN and to serve both Medicaidenrolled children and CSHCN.

Even if appropriate oral health providers
are technically available to D.C.’s Medicaidenrolled CSHCN, these children are less
likely to access oral health care if the
providers are not located nearby. The
majority of D.C.’s Medicaid-enrolled children
live in Dental Health Professional Shortage
Areas (HPSAs) as designated by the Health
Resources & Services Administration
(HRSA). Across D.C.’s Dental HPSAs,
HRSA reports that dental providers are
meeting only 9.30% of the need. And while
living near a D.C. metro station has been
shown to influence whether a Medicaidenrolled CSHCN receives oral health
services, the areas of D.C. with the highest
concentrations of Medicaid-enrolled
children have very few metro stations.
Overall, the data documenting D.C.
CSHCN’s access to oral health care
is limited, but it does suggest that a
significant number of D.C. CSHCN do
not regularly receive essential oral health
services. According to the 2009/10
National Survey of Children with Special
Health Care Needs (NS-CSHCN), the
need for preventive dental care is the
greatest unmet health care need among
D.C. CSHCN. More recent data indicates
that D.C. CSHCN are more likely than their
non-CSHCN counterparts to have an unmet
dental care need.
The consequences of not receiving oral
health care are frequently severe for
CSHCN. D.C. CSHCN are more likely than
their non-CSHCN counterparts to have oral
health problems such as decayed teeth
and cavities, and parents of CSHCN are
less likely than parents of non-CSHCN to
describe the condition of their child’s teeth
as “excellent or very good.” D.C. CSHCN
with the most complex health care needs
face the most oral health problems. Poor
oral health negatively impacts overall health,
and poor oral health early in life can lead to
significant health problems later in life.
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THE CONVENING
Since January 2016, the Georgetown Health Justice
Alliance (HJA) Oral Health Team has been working to
identify barriers preventing D.C.’s Medicaid-enrolled
children from accessing oral health care and the unique
challenges facing CSHCN. As noted above, the purpose
of the 2018 Oral Health Convening Focusing on Children
with Special Health Care Needs was to bring together
a multidisciplinary group of key stakeholders to share
their expertise and insights regarding how to improve the
oral health of D.C.’s CSHCN and identify concrete policy
solutions to improve access to oral health care for CSHCN.
The following sections describe the substance discussed
during each session of the convening.
Panel #1—A Personal
Impact: Stories of Barriers
to Oral Health Care in the
District:
MODERATOR:
•J
 essica Millward, Clinical Teaching
Fellow and Supervising Attorney at the
Health Justice Alliance Law Clinic
PANELISTS:
•D
 r. Jonelle Grant-Anamelechi, owner,
Children’s Choice Pediatric Dentistry &
Orthodontics
•E
 va Scheer, parent of Cade, a child with
a disability
•J
 ana Monaco, parent of Steven, a child
with a disability

The morning panel was designed to provide
a more personal view of the issues around
ensuring good oral health for CSHCN and
provide a sense of the range and difference
in barriers based on individual children’s
needs. The panel included two parents of
CSHCN, Eva Scheer and Jana Monaco, and
a practicing pediatric dentist, Dr. Jonelle
Grant-Anamelechi, who works closely with
CSHCN. The morning session was moderated
by Jessica Millward from the Health Justice
Alliance Law Clinic at the Law Center.
Dr. Grant’s preliminary remarks
demonstrated an acute awareness of the
special attention required to treat patients
with special health care needs. She shared
some of the tools she has implemented at
her practice to ensure a safe and enjoyable
dental experience for CSHCN and their
families, starting with scheduling the
appointment –when her staff asks about
special accommodations or requests
that will help make the child feel more
comfortable. She spoke on the importance
of recognizing individual patient needs,
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and how her office attempts to learn about
and accommodate these preferences.
For example, for patients who do not like
noise, the staff turns off the televisions and
radios to create a quiet and comfortable
environment before the patient arrives. Dr.
Grant also highlighted the importance of
creating a familiar environment for CSHCN
to get them used to the experience of
going to the dentist. One of her methods
is giving families a PowerPoint with photos
of the dental office and staff to increase
patient familiarity before they arrive for a
visit. Dr. Grant reminded the audience that
many CSHCN require more frequent dental
visits than other children because they
do not always have the best oral health
care routine; not all insurance providers,
however will cover additional visits.
Eva Scheer and Jana Monaco represented
parents of CSHCN on the panel and gave a
voice to the patients and their families. Eva
recognized early on (before age 1) that her
son Cade had autism. Jana’s son, Stephen,
now 20, was born with a rare metabolic
disorder called Isovaleric Acidemia and
suffered severe brain damage at age 3 ½,
which left him with severe disabilities and
complex medical issues. Representing a
broad spectrum of CSHCN issues, Eva and
Jana provided a real-life look at issues
families with CSHCN face in their efforts
to obtain oral health care. They serve as
strong advocates for their children and
experience first-hand on a daily basis the
struggles and joys of raising a CSHCN.
Eva and Jana shared some of their stories
of going to the dentist with their children—
positive and negative. They explained that a
lot of trial and error is necessary to identify
what works for each individual child. For
example, certain tools and devices, such
as weighted blankets and toys, may be
helpful while at the dentist’s office. Eva said
they discovered that her son, Cade, found
the weighted x-ray blanket at the dentist
soothing and comforting, which led them to
use it as a regular part of every visit. Jana
noted how much stress Stephen endured

early in his life from having his teeth cleaned
every 6 months. She explained that it took a
dental specialist at D.C.’s Children’s National
Hospital to inform them that the regular
cleanings were actually removing the
plaque that was protecting Stephen’s teeth
against decay. Eva and Jana also discussed
the importance of routine for CSHCN but
cautioned that routines may need to change
over time as children grow and develop.
Both mothers highlighted that good
communication between a dentist office
and the patient and their families is critical.
Overall, the discussion between panel
members illustrated the benefits of good
working relationships between providers
and parents in ensuring that CSHCN receive
good oral health care. All three panelists
acknowledged, however that parents
struggling financially or who lack other
resources and social supports are less able
to optimize their child’s oral health care.

Breakout Sessions
Following the morning panel—which
personalized some of the barriers to oral
health care—and before the afternoon
panel—designed to identify solutions to the
barriers identified—conference organizers
divided participants into breakout sessions
based on their expressed preference and
expertise. The four thematic areas for the
breakout sessions were: transportation,
financial incentives, case management
oversight, and school-based health centers
with dental suites. Background on each
area as well as highlights from the breakout
sessions are detailed below.

TRANSPORTATION
As discussed above, although D.C. may
have a sufficient number of dental
providers to serve all of D.C.’s children, not
enough dentists currently serve Medicaidenrolled children or practice in the areas
where such children are located. One way
the District is required to support access
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to care is by providing Medicaid-enrolled
children with non-emergency medical
transportation (NEMT) to help ensure they
can get to a provider’s office for services.
Quality NEMT services are vital to CSHCN,
who may have health conditions that make
travel using urban transportation systems
seriously impractical or who may require
the use of specially equipped vehicles.
Both parents and providers commonly
cite transportation as a barrier for D.C.
Medicaid-enrolled children’s access to oral
health care.

A 2017 SURVEY OF
D.C. ELDERLY ADULTS
AND PEOPLE WITH
DISABILITIES FOUND
THAT ONLY 11%
OF PARTICIPANTS
USED MEDICAID
TRANSPORTATION.
FORTY-NINE PERCENT
INDICATED THAT THEY
WERE AWARE OF THE
SERVICES BUT DID NOT
USE THEM.
Before the convening, the HJA Oral Health
Team identified two primary problems that
prevent D.C Medicaid-enrolled children
from accessing needed NEMT services. The
first is low levels of awareness regarding
the availability of services and how they
work. A 2017 survey of D.C. elderly adults
and people with disabilities found that
only 11% of participants used Medicaid
transportation. Forty-nine percent
indicated that they were aware of the
services but did not use them; in general,
a major reason for not using available
services was lack of specific information on
how the services work. Though the survey

participants were primarily older adults,
these numbers are telling; if older adults
are not using Medicaid NEMT services,
parents and guardians of children likely are
not using them either, for the same reasons.
The second problem is the actual practical
difficulties of using Medicaid NEMT
services. In the 2017 survey discussed
above, only 2% of participants said they
preferred Medicaid transportation to other
transportation options. D.C. Medicaid
providers have reported that patients must
endure extensive procedures to arrange
for transportation and that patients with
Medicaid have had to cancel appointments
because of inability to secure NEMT
services. Additionally, D.C. oral health
providers report that even when parents
of Medicaid-enrolled children are able to
secure NEMT services, they may experience
wait times of up to three hours for the
transportation to arrive.

Main Points of Discussion:
Breakout session participants discussed
a number of barriers related to
transportation. There was general
agreement among participants that patients
find access to and use of Medicaid provided
NEMT transportation services unnecessarily
difficult and confusing. Among the first
hurdles D.C. patients face in accessing
transportation assistance is awareness
about NEMT services and determining
whether they are entitled to such services.
One possible solution suggested to address
those issues was a more user-friendly
website or handbook than those that
currently exist. It was noted that the current
handbooks are often too long for people
to read. Creating a one-page or summary
document that summarizes NEMT services
and rights of patients in a short, easy to
read document, which could be mailed to
patients and Medicaid recipients, provided
in dental offices, and made available online,
was proposed.
Even for patients who know that NEMT
services are available, participants agreed
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that the process and frequency for
requesting NEMT services was another
significant barrier to use. In D.C., access to
transportation services starts with a call to
DHCF or the patient’s Medicaid managed
care organization, which precipitates a
manual check of the Medicaid system’s
database to determine eligibility for
services. D.C.’s NEMT requires a new
qualification determination each time
services are requested. Thus, if a patient
is able to obtain a ride (e.g., the patient or
the patient’s family member owns a car)
for a particular medical visit, the patient is
not eligible for transportation services. The
group also agreed that a better eligibility
system would involve pre-qualification,
with periodic updates, so that patients are
not required to re-qualify each time they
request services. Dentists and parents
who work in other states shared with the
group that these types of eligibility and
qualification barriers are not universally
imposed. In some states, patients receive
a card with a member ID that they provide
each time they schedule transportation,
streamlining the scheduling process.
Once patients are determined to be eligible
for NEMT services, another barrier to
accessing those services is ease of use and
availability. Currently, D.C. does not have
an online portal to schedule transportation
services. Instead, patients are required to
call during normal business hours, which
often subjects them to long wait times. It
was suggested that an online portal would
make it easier to schedule and change
appointments and services. Aside from
an online portal, the suggestion was also
made that staffing the phone lines outside
of business hours and creating a mobile
app, to aid in scheduling and information
sharing, would be helpful to improving
use of the system. The point was made
that another issue associated with the
inconveniences of the current scheduling
system is that it deters people from using
the service, which can lead to additional
oral health issues. Moreover, because
NEMT services need to be scheduled days

in advance, emergencies that cannot be

ONCE PATIENTS ARE
DETERMINED TO BE
ELIGIBLE FOR NEMT
SERVICES, ANOTHER
BARRIER TO ACCESSING
THOSE SERVICES IS EASE
OF USE AND AVAILABILITY.

planned are particularly problematic (and
may result in the use of emergency room
services for treatment).
Once NEMT services are indicated and
requested, another barrier for patients
is the long wait times under the current
system. Adjusting for long windows for
pickups can mean that a simple dentist visit
will take all day. One proposed solution was
to establish a partnership with rideshare
services such as Uber and Lyft. The group
talked about how such partnerships are
currently being discussed in the District
and may reduce some of the barriers
around timing; however, these partnerships
may also encounter barriers in terms of
catering to patients with special health
care needs such as those with mobility
issues and those who use wheelchairs.
One participant noted that some issues in
these areas are being addressed through
services like Uber Assist and UberWAV,
which allow riders to request vehicles that
can accommodate riders with physical
disabilities. Another suggestion involved
the use of private ambulance services in
the form of a partnership or a charitable
contribution and/or tax write-off incentive.
In addition to the barriers that patients
face in using NEMT services, the group
discussed transportation from the dentists’
perspective. Dentists tend to keep
appointments short to see more patients,
in order to run a more cost-efficient
business. Because of the short appointment
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times, however, some patients must come
back three to four times, which equates
to additional trips, inconveniencing the
patient. The suggestion of scheduling
longer appointments, especially for
patients with special health care needs,
was one proposed solution. One of the
dentists in the room agreed that scheduling
long appointments might actually benefit
patients and providers. An incentive or
compensation for dentists seeing CSHCN
was another proposed solution. One such
incentive would involve providers in the
transportation process. Currently, the
responsibility to get the patient to the
appointment is on the brokers who provide
services through the NEMT system, and
they do not suffer consequences if the
patient is late or misses an appointment.
Shifting the responsibility to the
transportation provider was seen as likely
to increase efficiencies in the system. One
dentist said she would gladly take on the
responsibility at her practice for providing
reimbursable transportation services for
her patients because it would increase
the patients’ ability to be on time and her
ability to see patients in a predictable way.
The final area of discussion around
transportation focused on the location
and distribution of dentists, which is a
continuing major concern in D.C. For
example, Wards 7 and 8, some of the
poorest areas of the District, do not have
enough dentists that accept Medicaid.
One solution to the general transportation
challenges would be to bring the dentists
to where the people are, so patients do
not need to travel as far. Currently, some
facilities exist (such as school-based
health center dental suites) but are not
staffed. The group also discussed the
option of increasing the use of mobile
dentistry in D.C., although the consensus
was that it is actually more cost effective
to bring patients to the dentist. Finally,
the group briefly discussed the potential
for increasing oral health services in
underserved areas by expanding the scope
of practice rules in D.C. to allow dental

hygienists to practice preventive oral health
care without direct supervision of a dentist.
It was suggested that such a licensing
change, which is a contentious political
issue in D.C., might add to the number
of oral health services available in Wards
where there is a dearth of dental office
options and transportation problems are
especially acute.

Prioritized Solutions:
The main solutions identified by the group
were:
1.	Improve patient awareness of NEMT
services and reduce the logistics around
eligibility determinations.
2.	Increase ease of use of transportation
–make it mobile or online friendly by
creating a website or an app so people
can easily book transportation services
without having to call during business
hours.
3.	Develop a rideshare partnership such as
with Uber or Lyft. (The group believes
such a partnership is already being
discussed in D.C., in which case we
should consider how to make it most
accessible to users.)
4.	Incentivize oral health providers
to assume some responsibility for
transportation of Medicaid and
CSHCN patients (include them in the
transportation discussion).
5.	Promote policies that would bring
more oral health providers that accept
Medicaid to where people in need live
(especially Wards 7 and 8).

FINANCIAL INCENTIVES
Across the country, reimbursement rates
affect both dentists’ and primary care
providers’ willingness to provide Medicaidenrolled children with oral health care.
Currently in the District, patients can enroll
in one of two types of Medicaid programs.
The first of those is traditional, fee-forservice (FFS) Medicaid, in which patients
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can see providers that accept Medicaid
payments and those providers receive a
negotiated fee for those services, including
oral health services. The second is Medicaid
managed care, in which Medicaid recipients
enroll in a managed care plan (like an HMO)
that contracts with providers and helps
to coordinate care (including oral health)
among those providers for the patients.
CSHCN in the District are encouraged to
enroll in the Health Services for Children
with Special Needs plan to receive care
coordination appropriate for their complex
medical needs.
In 2016, Medicaid FFS reimbursement rates
for child dental services were less than half
of the fees generally charged by dentists
and only 61.8% of private dental insurance
reimbursement rates. Commonly held
concerns amongst providers about treating
Medicaid-eligible patients that providers
can make significantly more money serving
non-Medicaid-enrolled children also have
a significant impact on their willingness to
treat Medicaid-enrolled children.
Even among providers who do serve
Medicaid-enrolled children, many limit the
number of CSHCN they see or refrain from
serving CSHCN altogether. One of the
primary reasons oral health providers do not
serve CSHCN is inadequate financing and
reimbursement for the direct and adjunctive
oral health services CSHCN require.
In D.C., reimbursement rates for the
most common oral health services that
are included in the D.C. Medicaid Dental
Fee Schedule and paid to primary care
providers and dentists serving children
enrolled in the D.C. FFS program are higher
than both national and regional averages.
Moreover, they represent a greater
percentage of private dental insurance
reimbursement rates than the national
average (82.3% for D.C. vs. a national
average of 61.8%).
However, the reimbursement rates paid
to D.C. providers operating in managed
care organization (MCO) networks

and Federally-Qualified Health Centers
(FQHCs) are not required to be equal to
the rates dictated by the D.C. Medicaid
Dental Fee Schedule. For instance, while
DHCF has required MCOs to keep the FFS
rates paid to providers for offering oral
health services somewhat close to the
rates dictated in the dental fee schedule,
three of four D.C. MCOs reimbursed their
dentists at a lower rate than the FFS
program in FY 2015. Considering that over
90% of D.C. Medicaid-enrolled children
are enrolled in managed care, this lower
reimbursement for MCO providers could be
a factor contributing to the lack of dentists
participating in D.C. Medicaid. Additionally,
providers operating in MCO networks
and FQHCs are potentially being paid in
accordance with capitated or bundled fee
agreements that may discourage them
from providing certain oral health services.
For oral health providers who are willing

IN 2016, MEDICAID FFS
REIMBURSEMENT RATES
FOR CHILD DENTAL
SERVICES WERE LESS
THAN HALF OF THE FEES
GENERALLY CHARGED
BY DENTISTS AND
ONLY 61.8% OF PRIVATE
DENTAL INSURANCE
REIMBURSEMENT RATES.
to accept Medicaid reimbursement
rates but not willing to serve CSHCN, a
primary financial disincentive to treating
CSHCN is often that the providers do
not receive increased reimbursement
for serving CSHCN vs. non-CSHCN. Both
managing CSHCNs’ cases and treating
CSHCN oftentimes requires more time
and expertise than performing the same
services for non-CSHCN. For instance, it
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frequently takes providers additional time
to obtain and understand CSHCN’s complex
medical history or perform medical
consultations with CSHCN both before and
after treatment. Moreover, treatment of
CSHCN, and particularly treatment of those
with developmental disabilities, complex
health care issues, behavioral issues, or
dental fears, may require additional time
and involve the use of additional personnel
or advanced techniques. Thus, some
providers who treat Medicaid-enrolled
children abstain from treating CSHCN
because they are not reimbursed for those
additional services (i.e., case management
services, behavioral management services,
etc.) or the additional time they spend—
not because of the rates at which they are
reimbursed.
For many years, a medical model has

PARTICIPANTS
ACKNOWLEDGED THAT
CSHCN ON MEDICAID
WOULD BE AMONGST THE
MOST EXPENSIVE AND
HIGH-RISK PATIENTS FOR
DENTISTS TO TREAT.

reimbursed primary care providers for
the increased time and effort it takes
to serve Medicaid-enrolled CSHCN vs.
Medicaid-enrolled non-CSHCN. Partly in
an effort to establish a similar model for
oral health providers, the American Dental
Association’s Council on Dental Benefit
Programs has adopted numerous Codes on
Dental Procedures and Nomenclature (CDT
Codes). While D.C. provides reimbursement
for the Current Procedural Terminology
(CPT) codes that comprise the medical
model, it does not provide reimbursement
for the CDT codes that comprise the dental
model.

Main Points of Discussion:
During this breakout session, participants
focused on issues associated with costs
for dental services. Participants agreed
that a central goal should be preventing
oral health problems, rather than allowing
issues to progress to where they are more
significant and expensive to treat. The
group brainstormed methods to increase
financially viable options to encourage
dentists to undergo the training necessary
to treat CSHCN while also convincing more
providers to accept Medicaid patients. Key
themes of discussion during the session
were the issues of risk adjustment, the
role of the federal and state government
in Medicaid reimbursement, and provider
choice for users.
Participants acknowledged that CSHCN
on Medicaid would be amongst the most
expensive and high-risk patients for
dentists to treat. The idea of incidence fees
or bonus payments to dentists who accept
children on Medicaid and/or CSHCN was
discussed as a plausible incentive. Multiple
participants suggested that such payments
could increase provider participation and
lead dentists to accept more CSHCN for
less invasive or complicated procedures.
Though not discussed by the group, two
policies adopted by other states provide
models of how D.C. might implement
such an incentive. California, for example,
established a Dental Transformation
Initiative that supports payments to oral
health providers who (1) increase the
percentage of Medicaid-enrolled children
they provide with preventive services, and
(2) increase children’s dental continuity
of care by providing annual dental exams
to children at the same service office
location year after year. Additionally, 27
states have followed the recommendation
of the American Academy of Pediatric
Dentistry and adopted a dental behavior
management code (CDT code D9920)
into their state Medicaid plans. This new
coding allows reimburses providers for
helping CSHCN “identify appropriate and
inappropriate behavior, learn problem-
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solving strategies, and develop impulse
control, empathy, and self-esteem.” The
goal is to incentivize more providers to
accept CSHCN and to decrease the use of
general anesthesia to treat these patients.

to bill for oral health services in addition to
medical services, in order to also aggregate
and capitalize on their expertise.

The group also considered ways to
ensure that MCO providers and FQHCs
get reimbursed for oral health services at
rates that cover their costs. Encouraging
D.C. and the MCOs to cover new CDT
codes to acknowledge special procedures
with CSHCN, providing greater care
coordination and transitional support to
heads of FQHCs, and determining a way
to bill at 100% of costs for oral health
services at FQHCs were suggested as
possible solutions by participants. A related
recommendation was to rely on economists
and business experts to help determine
economical methods for unraveling the
value chain for the issues associated with
care of Medicaid-enrolled CSHCN.

1.	The main solutions identified by the
group were:

One participant suggested that regardless of
increased financial incentives, providers with
inadequate training (e.g. around how to care
for CSHCN) may still not open their practices
to CSHCN out of a lack of comfort and/or
fear of inducing a medical emergency. On the
discussion of patient comfort, participants
acknowledged that many families have
difficulty finding oral health providers
equipped with the requisite training and
expertise to treat CSHCN. In addition,
participants discussed how some families
enrolled in managed care may have issues
following through with oral health care for
their CSHCN if they are assigned to primary
dental providers with whom they lack any
prior relationship. Similar considerations of
patient comfort extended to the group’s
conversations surrounding the transition
from child-to-adult services for CSHCN.
The group decided that aggregating
services through the creation of specialized
centers or drop-in clinics could be a way
to ensure that CSHCN receive quality care
from well-equipped providers. Participants
also suggested that such centers or clinics
could be staffed with billing staff trained

Prioritized Solutions:

2.	Aggregate providers serving CSHCN and
equip them with trained billing staff
3.	Change reimbursement policies for MCO
providers and FQHCs.
Create incidence fees/special payments for
oral health providers serving CSHCN and/or
Medicaid-enrolled children.

CASE MANAGEMENT OVERSIGHT
Case management services are an essential
component of oral health for Medicaideligible CSHCN. Case managers alleviate
some of the personal and systemic barriers
ordinarily affecting Medicaid patients’
abilities to access necessary oral health
services, such as income level, education,
and familiarity with the Medicaid system.
This ultimately results in higher usage rates
of oral health services by CSHCN. Case
managers assist with 1) assessing each
patient’s individual needs for medical or
other services covered by Medicaid; 2)
developing a care plan customized to that
particular patient that can include medical
services, physical and other types of
therapy, support at school, etc.; 3) referring
the patient to the appropriate providers
for those services; and 4) monitoring the
patient over time to ensure that he or she
is actually receiving those services and is
progressing appropriately. For patients
with special health care needs particularly,
case managers can help to navigate a
sometimes-large and bewildering array
of providers, specialists, and support
services. As a result, all children enrolled
in HSCSN in the District are entitled to
case management services; special needs
children in other MCOs and in FFS Medicaid
receive case management services as well,
as would non-CSHCN after a health crisis.
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Main Points of Discussion:

PARTICIPANTS IN THE
CASE MANAGEMENT
SESSION DISCUSSED
THE CHALLENGES WITH
CASE MANAGEMENT
BEING POORLY
DEFINED, RESULTING IN
INCONSISTENT SERVICES
BEING PROVIDED TO
PATIENTS.

Participants in the case management
session discussed the challenges with
case management being poorly defined,
resulting in inconsistent services being
provided to patients. They also identified
a need to bridge the gap between dental
and medical services through provider and
case manager training, and the importance
of communication in facilitating strong case
management processes. Broader themes
of the discussion included finding ways
to empower case managers by providing
them with more quality information about
the children they manage and reducing
the burden on case managers by enabling
others, such as parents and providers, to
help coordinate children’s care.

In fulfilling these requirements a significant
challenge case managers face is lack
of data describing individuals’ access
to and need for oral health care. For
example, in its D.C. Healthy People 2020
Framework, the D.C. Department of Health
acknowledged the need to collect more
data on children’s access to oral health
care, “especially vulnerable sub-populations
such as children with special health care
needs.” Such need is consistent with the
2009/10 National Survey of CSHCN, which
reported that 43.1% of parents of CSHCN
who needed assistance coordinating their
child’s health care did not receive all the
care coordination services they needed.
Additionally, 21.1% of CSHCN who needed
a referral for specialist care or services
had difficulty getting it. More recent data
from the Agency for Health Research and
Quality’s Child Consumer Assessment
of Healthcare Providers and Systems
(CAHPS®) Survey also suggests that D.C.
MCOs’ case management services could
be improved. The survey’s “Coordination of
Care Composite” measure, which evaluates
MCO’s case management services with a
focus on criteria such as patient access
to case managers and ability to schedule
needed appointments, D.C. was below the
national average in 2017 and dropped 3%
from 2015 to 2017.

At the beginning of the discussion,
participants discussed case management
as a federally defined service that is
currently not universally available and
discussed the differences in how to
attain case management services. As
discussed above, most CSHCN receive
case management services, one way
or another. Taking D.C. as an example,
however, children enrolled in the District’s
managed care plan for CSHCN receive
services automatically, while CSHCN in
fee-for-service Medicaid need to opt in to
receive those same services. Additionally,
the scope of services covered by the term
“case management” was the topic of some
debate, with some participants asserting
that helping to coordinate Individual
Education Plans (IEPs) at school was within
the scope and others arguing that only
health care services were required. Because
a clearer definition is not included in federal
or D.C. regulations, clarity in managed care
contracts would at least resolve the scope
issues for children enrolled in HSCSN.
Participants acknowledged that case
management services often focus on
medical services and overlook oral health
issues. One participant questioned whether
the present eligibility criteria for receiving
case management are too broad and
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whether they should be narrowed to allow
case managers to spend more time with
children whose health conditions are
especially complex. Another participant
commented that a child’s oral health
is usually not considered during the
determination of what case management
services the child requires, and this should
be changed. To these suggestions, another
participant added that both case managers
and medical professionals should also
be trained to handle particular medical
disabilities and understand the interaction
between particular medical conditions and
oral health.
To overcome discrepancies in oral and
medical service provision, participants
discussed potential ways to better integrate
dental and medical care. Participants
noted that while useful, case managers
are not always able to bridge the gap
between medical and dental services. In
part, this was seen as the result of most
individuals opting to go to small, general
dental practices to obtain dental services in
lieu of larger hospitals or medical centers
where it is much easier to integrate a
variety of types of services. Moreover, due
to the Health Insurance Portability and
Accountability Act (HIPAA) considerations
and misinterpretations, participants noted
that dentists and doctors do not always
communicate effectively with each other
regarding a particular patient.
One participant noted the usefulness
of paper health passports, previously
carried by patients and used as medical
documentation systems to integrate and
inform care between doctors and dentists,
are almost obsolete now. The group
considered whether there were any similar,
modern alternatives available. However,
participants quickly noted weaknesses
of the data included in D.C.’s electronic
medical record systems and how weak data
can inhibit case managers from effectively
managing children’s care.
For example, one participant noted that
available electronic medical record systems

data indicates that when D.C. primary
care doctors provide required oral health
assessments during well-child visits for
children between the ages of zero and
three, they are not correctly billing for
such services. Though not discussed by
the group, evidence suggests there are at
least two ways D.C. primary care providers
are incorrectly billing for oral health
assessments during well-child visits. First,
despite D.C.’s 2014 instruction to primary
care providers to bill separately for each
required component of a well-child visit
(instead of using a single “lump sum” code
for the visits), primary care providers have
not widely adopted the practice. As a
result, case managers are likely unable to
easily obtain information about whether a
child received an oral health assessment
during his or her well-child visits and
to coordinate the child’s future care
accordingly.

TO OVERCOME
DISCREPANCIES IN ORAL
AND MEDICAL SERVICE
PROVISION, PARTICIPANTS
DISCUSSED POTENTIAL
WAYS TO BETTER
INTEGRATE DENTAL AND
MEDICAL CARE.
Second, despite D.C.’s 2014 instruction to
primary care providers to begin using a
“modifier” in their billing claims to indicate
when a child needs follow-up care after a
well-child visit, many providers have not
adopted the practice of using the modifier,
and the D.C. Department of Health Care
Finance has experienced issues viewing
claims with the modifier. As a result, case
managers are likely unable to easily tell
whether a primary care provider’s oral
health assessment revealed a condition
that needs follow-up care and to create
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individualized dental plans to ensure that
children receive all necessary care.
One participant also expressed concern
about some primary care providers’
abilities to effectively perform oral health
assessments in the first place. Finally, one
participant noted that dentists have been
billing for services using treatment codes
without using diagnostic codes. As a result,
it can be more difficult for case managers
to decipher a child’s conditions and to
determine the patient’s overall health and
health needs. Though useful new dental
diagnostic codes were implemented
nationally in 2015, some payers have yet to
require providers to report these codes in
their dental claims.

ONE PARTICIPANT
NOTED THAT DENTISTS
HAVE BEEN BILLING
FOR SERVICES USING
TREATMENT CODES
WITHOUT USING
DIAGNOSTIC CODES.

Multiple participants suggested that training
primary care providers to properly perform
oral health assessments and both primary
care providers and dentists to properly bill
for services may be ways to help ameliorate
these issues. A successful example of the
benefits of provider training exists around
mental health in D.C. and could serve as a
model for oral health care. Beginning in 2014,
a public-private partnership called the DC
Collaborative for Mental Health in Pediatric
Primary Care offered a free 16-month Quality
Improvement Learning Collaborative for the
pediatric primary care practices serving 80%
of the Medicaid-enrolled children in the D.C.
area. The partnership offered participating
practices the training and support necessary
to implement mental health screening with

approved screening tools during wellchild visits, including technical assistance
from quality assurance and mental health
coaches, three plan-do-study-act cycles,
monthly chart audits, team leader calls,
practice team meetings, and webinars. As a
result of this quality improvement structure,
the percentage of the practices’ well-child
visits that included a mental health screening
with an approved screening tool rose from
1% to 76%, this contributed to a 353%
increase in the number of developmental
and behavioral health screenings performed
in D.C. from 2013 to 2015.
Participants also noted that even when
all necessary data is available to case
managers, some case managers may
struggle to interpret the data and
coordinate children’s care if they are not
well-versed in oral health issues and how
they can affect CSHCN’s overall health.
Because of this, participants believed that
creating and/or bolstering oral health
training for case managers could be useful.
The session concluded with a discussion on
the importance of communication in case
management processes. Regardless of the
presence of case managers, participants
agreed that communication between
parents, case managers, primary care
doctors, and dentists is the cornerstone
of effective care coordination for CSHCN.
Participants noted that due to the
current lack of institutional connections
and coordination between physicians
and dentists, parents often become the
main communicators and advocates for
their child. However, due to a lack of
understanding and knowledge, they are
often unable to best communicate the
oral health needs of the child. Participants
agreed that educating parents so that they
can understand their child’s oral health
needs would empower them to effectively
communicate these needs to others,
including providers and case managers.
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Prioritized Solutions:
The main solutions identified by the group
were:
1.	Better define case management and
eligibility criteria for case management
services.
2.	Improve coordination between primary
care doctors, case managers and oral
health professionals through provider
and case manager training.
3.	Empower individuals other than
case managers, such as parents and
providers, to help ensure CSHCN receive
the oral health care they need.

SCHOOL-BASED HEALTH
CENTER LESSONS:
The D.C. Department of Health (DOH),
in collaboration with D.C. Public Schools
(DCPS), healthcare providers and other
partner organizations, has created a
network of programs to coordinate and
deliver school-based health services.
Among these programs is the School
Based Health Center (SBHC) program,
which funds three community-based
medical providers who operate seven
SBHCs in different D.C. public schools.
Each SBHC serves as a primary care
clinic, offering a range of health services,
including dental services. Staffed with
health professionals from a variety of fields,
the SBHCs focus on “the prevention, early
identification and treatment of medical
and behavioral concerns that can interfere
with a student’s learning.” The target
areas of health provided by SBHCs include
obesity, mental health, asthma, substance
abuse, lead exposure, well-child care, oral
health, and sexual health. Regarding the
range of SBHC oral health services, the
DOH recommends that services include
basic oral examinations, teeth cleanings,
education and counseling, as well as
sealant applications.
As of February 2016, 27% of DCPS Medicaid
children between the ages of 11 and 20

attended a school with a SBHC. To receive
oral health care in a SBHC, students under
the age of 18 must obtain parental consent.
During school years 2015-16 and 2016-17,
SBHCs were responsible for 364 and 358
oral health visits, respectively. Additionally,
during 2016, SBHCs referred 259 children
and youth to outside providers for
preventive oral health services.
Despite a competitive process designed
to ensure that each of the D.C. SBHCs
would deliver the same minimum services,
including oral health services, only four
of seven D.C. SBHCs currently have an
operating dental suite (Ballou Senior High
School, Cardozo Learning Center, Dunbar
Senior High School, and Woodson Senior
High School). While some of these SBHC
dental suites are relatively well staffed,
all have experienced varying degrees of
difficulty filling and operating their dental
suites. Barriers to delivery of oral health
care through SBHCs in the District include
financial disincentives, administrative
burdens, and D.C.’s relatively limited dental
hygienist scope of practice rules.
For example, research by the HJA
revealed that lengthy and slow suboperator credentialing and Department
of Healthcare Finance (DHCF) Medicaid
Provider certification processes are
significant barriers faced by SBHCs. SBHC
operators often have to find external suboperators for their dental suites for reasons
such as a lack of dentists within their own
organization. The sub-operators then must
go through a comprehensive credentialing
process within the operator’s organization.
Additionally, each operator and suboperator is required to establish a Medicaid
Provider Agreement with DHCF. Even
though this rigorous application process
can take several months, federal regulations
add to the burden by requiring providers
with existing agreements to go through
this process each time they want to service
a new location, even if they are already
credentialed in other locations within the
District.
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Additionally, in schools that currently
operate dental suites, only about 40%
of students have the consent needed to
receive services from the SBHC. In 2018,
DOH stated that “[w]ithout systematic
changes to the [SBHC] enrollment process
or to eligibility . . . improvements in service
utilization and student health outcomes will
be limited.”

Main Points of Discussion:
The group discussed financial disincentives
to providing oral health services, such as
inadequate SBHC funding and Medicaid
reimbursement. The group discussed
how current levels of funding for SBHCs
inhibit them from being able to purchase
sufficient equipment for the dental suites or
to adequately staff them. One participant
noted that SBHC’s dental suites only allow
providers to serve one patient at a time; the
participant suggested that this limitation
contributes to SBHC’s financial and
utilization issues.
The group also discussed the difficulty of
finding oral health providers to work in
SBHCs. Several participants felt that most
problems around recruiting providers
to work in school dental suites result
from barriers related to the design of the
suites (chairs, equipment, etc.), which
reflect a lack of understanding about how
practitioners need to work within a school
space. Issues with Medicaid reimbursement
for services provided in SBHC dental suites
were also identified as a primary barrier to
provider participation.
Beyond improving SBHC funding and
Medicaid reimbursement, participants
suggested offering loan repayment benefits
or other financial incentives to dental
school students and recent graduates
who commit to work at SBHCs. D.C.’s
Health Professional Loan Repayment
Program (HPLRP) provides loan repayment
benefits to dentists and dental hygienists
who commit to practice at a certified
service obligation site located in a Health
Professional Shortage or Medically

Underserved Area. However, the HPLRP
program currently only provides benefits
to applicants who provide full-time service
of at least 40 hours per week at a service
obligation site certified by the HPLRP;
dentists and dental hygienists currently
only work at D.C. SBHCs one day per
week, and the only SBHCs that have been
certified as service obligation sites are
those at Woodson Senior High School and
the Cardozo Learning Center. Thus, in order
to utilize the D.C. HPLRP to encourage
oral health providers to work at SBHCs, it
appears that exceptions to the program
requirements or legislative amendments
would be necessary.
Additionally, the group discussed the
potential of partnering with local dental
schools (such as the College of Dentistry at
Howard University) to provide opportunities
for students to both work in SBHCs and
gain experience treating underserved
patients and CHSCN. Participants
suggested that schools could offer
education credit to students who work at
SBHCs or provide scholarships to students
who commit to working at SBHCs.
The group also discussed how D.C. dental
hygienists’ limited scope of practice is
another barrier to operating efficient and
effective SBHCs. D.C.’s dental hygienist
scope of practice laws are some of the
most restrictive in the country. According
to the Pew Charitable Trusts’ Dental
Campaign and others, these restrictive laws
unnecessarily limit both the efficiency and
effectiveness of school-based oral health
programs by preventing dental hygienists
from performing services they are trained
to perform without the supervision of
dentists, thereby increasing the program’s
reliance on dentists.
After considering this issue, the group
briefly discussed the viability of expanding
D.C. dental hygienists’ scope of practice
at least to allow them to provide dental
sealants in school-based settings without
the patient first seeing a dentist for an
examination, diagnosis, and treatment

19

HIV PREVENTION IN THE UNITED STATES: FEDERAL INVESTMENTS ARE SAVING LIVES AND STRENGTHENING COMMUNITIES

planning. This expansion was included in a
bill introduced to the D.C. Council in 2013,
but the bill did not pass. The group also
briefly discussed whether midlevel dental
providers, such as dental therapists (which
are a category of practice in Alaska and
Minnesota), should be authorized to work
as part of oral health teams in D.C. Though
there was some support for both of these
ideas within the group, a participating
expert described significant political
barriers that would have to be navigated
before action could be taken.
Finally, the group discussed the difficulties
SBHCs have experienced in their efforts
to enroll children and serve the children
who are already enrolled. Multiple group
members expressed concerns about both
parents’ and teachers’ lack of awareness
of available dental services at SBHCs.
A participating parent mentioned that
many students never bring home SBHC
enrollment forms, and even when parents
are able to sign them, many students never
return the forms to the school. Another
participant noted that because parents do
not have to take their children in for dental
treatment at SBHCs like they ordinarily
would for treatment at dentists’ offices,
there is potentially less buy-in from parents
of children receiving care at SBHCs. The
group discussed the possibility that this
may negatively impact the day-to-day
priority some households place on dental
care and that some parents may not
receive information about the results of
their child’s dental visit from the school.
To help solve these issues, numerous
participants suggested expanding and
adding to current efforts to educate
parents and teachers about the importance
of oral health and the oral health services
available at SBHCs. Already, as part of
its efforts to increase the number of D.C.
children receiving preventive dental visits,
D.C. is providing a significant number of
parent and teacher oral health education
sessions at various Head Start locations
and parent/teacher meetings to increase

TO HELP SOLVE THESE
ISSUES, NUMEROUS
PARTICIPANTS SUGGESTED
EXPANDING AND ADDING
TO CURRENT EFFORTS
TO EDUCATE PARENTS
AND TEACHERS ABOUT
THE IMPORTANCE OF
ORAL HEALTH AND THE
ORAL HEALTH SERVICES
AVAILABLE AT SBHCS.
awareness of oral health issues and
prevention. The group believed education
sessions such as these should be continued,
and if they do not already include
discussions of SBHCs, expanded to do so.
Additionally, the group discussed the ideas
of placing oral health peer educators at
schools, encouraging schools to discuss
oral health and SBHCs at school events like
back to school nights, and incorporating
discussions of oral health into different
health-related classes.

Prioritized Solutions:
The main solutions identified by the group
were:
1.	Incentivize established oral health
providers to work in SBHCs by
improving Medicaid reimbursement and
general SBHC funding.
2.	Encourage dental school students and
recent graduates to work at SBHCs by
partnering with local dental schools
and offering loan repayment or other
financial incentives to dentists and
dental hygienists.
3.	Examine viability of expanding dental
hygienists’ scope of practice and/or
authorizing midlevel dental providers to
work as part of the dental team in D.C.
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4.	Partner with parents and teachers
to better communicate about the
importance of oral health and the oral
health services available at SBHCs.

Panel #2—Where to go
from Here: Improving Oral
Health in the District and
Beyond:
MODERATOR:
•S
 ara Hoverter, staff attorney and adjunct
professor at the Harrison Institute for
Public Law, Georgetown University Law
Center
PANELISTS:
•D
 r. Joan I. Gluch, Associate Dean for
Academic Policies, and Chief of the
Division of Community Oral Health,
Penn Dental Medicine
•D
 r. Jay Balzer, director of postgraduate training of dentists in the
specialty of Dental Public Health at NYU
Langone Hospital and Medical School
The afternoon panel was more a solutionsbased panel and consisted of two practicing
dentists, and public health professionals,
Dr. Joan I. Gluch and Dr, Jay Balzer. The
panel was moderated by Sara Hoverter,
staff attorney and adjunct professor at the
Harrison Institute for Public Law.
The panel highlighted some interesting
points, including that access to services
is one of the barriers to oral health care
for CSHCN and that proximity does not
equal access: just because you live near
Harvard University does not mean you can
go to school there. One possible solution
to increase access is to use mobile vans.
Dr. Gluch has experience working with a
program in bringing oral health care to
people in high need areas using mobile
dental vans in Philadelphia. However, in
Pennsylvania, hygienists and other health
care professionals (as opposed to just
dentists) are allowed to see patients
independently, which makes it easier to

staff and run mobile clinics and vans. Other
jurisdictions, including the District, have
more restrictions only allowing dentists to
provide dental services.
The panelists reminded us that in thinking
about potential solutions and collaborators,
it is essential to look at successful models
as guides including community health
centers like Mary’s Center. Another idea
to increase access to oral health services
is to align with residency programs and
large dental centers and universities to
implement programs. Dr. Gluch shared
stories of how campus-community
partnerships have been successful at the
University of Pennsylvania.
The panelists also discussed increasing
the use of silver diamine fluoride (SDF),
a non-surgical procedure liquid used to
paint on teeth to arrest dental caries. SDF
is a relatively new but increasingly popular
procedure that helps manage tooth decay.
From a safety perspective, SDF allows
dentists to delay or avoid more traditional
invasive restorative therapies that require
general anesthesia. Additionally, from a
financial perspective, SDF is a relatively
low cost procedure that can reduce the
need for more expensive treatments in the
future. Some states allow dental hygienists
to perform the procedure, which makes it
even more affordable.
After performing a successful SDF
pilot study in 2017, one of D.C.’s MCOs
(AmeriHealth Caritas District of Columbia,
Inc.) began to cover CDT code D1354
(Interim Caries Medicament), which is the
code that oral health providers use to bill
for applying SDF. However, contrary to
the recommendations of the American
Academy of Pediatric Dentistry (AAPD),
D.C.’s broader Medicaid program still
does not provide reimbursement for this
code. D.C. oral health providers are, thus,
disincentivized from offering the procedure.
Moreover, evidence suggests that D.C.’s lack
of reimbursement for the code may reduce
its use in local pediatric dentistry training
programs and subsequent use in private
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practice by graduates of such programs.
The afternoon panel also discussed
characteristics of an effective oral health
care system, including transparency,
accountability, and the sharing of
information.

NEXT STEPS
In 2017-18, HJA staff and law students
explored policy options to increase access
to oral health services for children with
special health care needs (CSHCN) enrolled
in Medicaid. These options included:
•c
 reating financial incentives to increase
the number of dentists treating
Medicaid patients,

bids its Medicaid managed care contract
for CSHCN in fall 2019. Over the following
year, we plan to influence the next contract
to include:
•M
 ore robust transportation options for
families (including adding more reliable
options such as UberWAV, for people
with physical disabilities)
•B
 etter case management for patients
in order to ensure they get the services
to which they are legally entitled, by
focusing on reporting patient outcomes
in addition to case manager actions
Partners for this work could include the D.C.
Department of Health Care Finance, the
Children’s Dental Health Project, and the
D.C. Pediatric Oral Health Coalition.

•c
 reating more capacity among dentists
to treat children with special health care
needs,

(2) Establishing a dental collaboration
network.

• improving managed care case
management,

The HJA is interested in exploring the
possibility of convening a group of schoolbased health centers, Howard dental
school’s clinicians, and federally-qualified
health centers (FQHCs) to establish a
collaborative network. Modeled after a
program based at Tufts University, this
network could:

• improving transportation for patients,
•b
 roadening the scope of practice for
other health professionals such as
dental hygienists, and
•c
 reating more community-based
locations for treatment (such as schoolbased health centers and federallyqualified health centers).
The convening provided an excellent
opportunity to identify barriers as well
as solutions to accessing oral health
services for CSHCN in D.C. and to gather,
ground-truth, and prioritize these and new
solutions. Our research and the convening
together have allowed HJA’s oral health
team to identify key areas of focus over
the next academic year starting with
ongoing advocacy on the following main
policy levers (some of which will benefit
not only CSHCN but also Medicaid patients
generally):
(1) Improving D.C.’s contracts with
managed care partners.
The District of Columbia government re-

• increase providers available to treat
CSHCN (by training and enlisting
Howard dental students and faculty),
• increase reimbursement for
services through FQHCs’ enhanced
reimbursement rates, and
increase treatment options at school-based
health centers by finding providers and
affiliating those centers with the FQHCs to
receive enhanced reimbursement.
Partners for this work could include the
school-based health centers themselves,
the D.C. Primary Care Association, Howard
Dental School, Unity Health Care, and
Mary’s Center.
to bring more providers in to provide
oral health services for CSHCN, increase
reimbursement rates, and create
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efficiencies of scale, and
(3) Training primary care providers about
oral health.
Students in the HJA Law Clinic will
collaborate with Georgetown School of
Nursing and Health Studies faculty and
students to develop a training program for
nursing students who work with children
in primary care settings. All DC Medicaid
Managed Care primary care providers
(PCPs) are responsible for providing
HealthCheck screening services to patients
up to age 21, which includes an oral health
screening. This training could cover:
•O
 ral health risks in underserved
populations,
•H
 ow to implement patient education
and oral health risk assessment in a
primary care setting serving high risk
children and families , and/or
•P
 CPs oral health obligations under
Medicaid and D.C.’s dental periodicity
schedule.
PCPs in pediatric settings are the first
line of defense against deteriorating oral

health and the first line of referral for
parents. Increasing provider knowledge and
understanding of their role in promoting
their patients’ oral health can improve
children’s access to oral healthcare.
Other possible advocacy efforts include
adding a behavior management billing
code in the District’s Medicaid program
(currently available in 27 other states)
in order to mitigate the costs of treating
CSHCN and addressing the needs of
CSHCN who age out of the current system,
move into fee-for-service Medicaid, and
lose the support of policies aimed at
children. Beyond these specific proposals,
the HJA team will seek to:
(4) Continue to strengthen working
relationships with key partners and
stakeholders (including new partners
and stakeholders) to help implement our
action plan.
(5) Help to staff and open school-based
health centers, beginning with the dental
suite at Anacostia High School.
(6) Host and report on a second oral

health convening in 2019.

CONCLUSION
Access to oral health care for CSHCN in D.C. has improved drastically
over the years, but we can do better. Issues that inhibit access to oral
health care services under Medicaid, including transportation, financial
incentives, case management oversight, and school-based health centers,
may be daunting, but they are not unsolvable.
We know that the system is difficult to navigate and there are a variety
of political and legal issues that must be addressed in order to make
lasting change. While we have identified and begun to work with some
key partners, we have connected with other potential stakeholders and
partners through our research and the convening, and we look forward to
collaborating with all interested parties as we move forward in our efforts
to increase the number of D.C. CSHCN who receive quality oral health
care under Medicaid.
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APPENDIX 1:
MEETING AGENDA
Agenda
8:30-8:45am | Check in (coffee, tea, &
continental breakfast served)
8:45-9:15am |Welcoming Remarks
Jane Aiken, Vice Dean; Associate Dean for
Academic Affairs, Georgetown University
Law Center
Vicki Girard, Co-Director, Georgetown
University Health Justice Alliance
9:15-10:30am | Panel 1 | A Personal Impact:
Stories of Barriers to Oral Health Care in
the District
10:30-10:45am | Coffee & Tea Break
10:45-12:00pm | Breakout Sessions | A
Better Understanding of Barriers
Breakout sessions will identify barriers
to oral health care for children with
special needs in the District, including
an examination of transportation issues,
provider barriers, and scope of practice
12:00-12:45pm | Lunch | Poster
Presentations
12:45-2:00pm | Panel 2 | Where to Go from
Here: Improving Oral Health in the District
and Beyond
2:00-2:10pm |Closing Remarks|
Vicki Girard

APPENDIX 2:
PANELIST
BIOGRAPHIES
Morning Panel: A Personal
Impact: Stories of Barriers
to Oral Health Care in the
District
MODERATOR: Jessica Millward
Jessica Millward is a clinical teaching
fellow and supervising attorney at the
Health Justice Alliance Clinic. Prior to
joining Georgetown Law, Jessica was
a managing attorney at Montana Legal
Services Association. As managing
attorney, Jessica led staff and attorneys in
high-quality, client-centered legal services
in a high-volume practice. Jessica started
at Montana Legal Services as an Equal
Justice Works AmeriCorps Law Fellow,
serving as an attorney in a Medical-Legal
Partnership with a community-based
health center. Throughout her five-year
tenure at Montana Legal Services, Jessica
primarily represented low-income clients
in public benefits matters while performing
other advocacy work including outreach
to seasonal and migrant farmworkers and
representation of individuals in landlordtenant and end-of-life matters. As one of
the only attorneys in the state practicing
public benefits law, Jessica focused on
impact driven cases that would change
the lives of her clients and others utilizing
benefits programs. Jessica graduated from
American University Washington College
of Law. As an undergraduate, she received
dual degrees in Political Science and
English Literature from Trinity College in
Connecticut. She is licensed to practice in
Washington, DC, Massachusetts, Montana,
and New York.
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Dr. Grant-Anamelechi
Dr. Jonelle Grant-Anamelechi is the owner
of Children’s Choice Pediatric Dentistry
and Orthodontics in New Carrollton,
MD and attending teaching faculty at
Children’s National Medical Center and
Georgetown University Medical Center.
Along with professional memberships
locally, nationally and internationally, Dr.
Grant-Anamelechi serves as the president
of the D.C. American Academy of Pediatric
Dentistry and a co-leader of the Medical
and Dental Collaboration committee for the
D.C. Pediatric Oral Health Coalition and the
Maryland Dental Action Coalition as well
as the D.C. Pediatric Oral Health Coalition.
She is also a speaker for Colgate-Palmolive
Oral Health Network Speakers Program.
Dr. Grant-Anamelechi was recently named
one of America’s Top Pediatric Dentists by
Consumers’ Research Council of America.

Eva Scheer
Eva Scheer is a native Washingtonian who
has a Masters Degree in Education from
New York University. For the past 10 ½
years, Eva was the director of operations
at a nutritional supplement company
which was recently sold to a Fortune 500
company. In May 2017, Eva graduated
from the Institute of Integrative Nutrition
as a certified health coach and is actively
pursuing this new career.
Eva is married to Dr. Mark Scheer, an
Orthopaedic Surgeon in Washington, D.C.
and together they have two sons. Cade, 17,
who has autism and attends high school in
Montgomery County’s autism program and
Ben, 21, who attends Vanderbilt University.
While in high school, they created
Photobilities, a business that took pictures
for families with special needs children.
Eva is one of the original members of Cure
Autism Now, now known as Autism Speaks,
an organization she was involved with for
many years. Her committee had a feature
story in Bethesda Magazine. Eva is also
involved with Autism Ambassadors and is a
member of Main Street, Inc., an intentional

inclusive apartment community being built
in Rockville, MD. Eva has spoken at several
events including the Dinner of Champions,
an event raising money towards inclusion
camp.

Jana Monaco
Jana is a state and national advocate for
newborn screening and has helped to pass
legislation to expand newborn screening
laws in all 50 states. A former member
of the Secretary’s Advisory Committee
for Heritable Disorders in Newborns and
Children (SACHDNC), Jana now serves
on its subcommittee for Follow Up and
Treatment and the Virginia GeneticsAdvisory Council. As Rare Action Network
State Ambassador for NORD, Jana was
instrumental in passing legislation declaring
every February 28th in Virginia Rare
Disease Day. Jana is the Advocacy Liaison
for the Organic Acidemia Association
and has presented on newborn screening
and rare diseases on Capitol Hill, with
NORD, Genetic Alliance, the FDA, and
March of Dimes. She has also presented
at the Advocate Leader’s Program at the
ACMG Conference. She is a member of
the Children’s National Health System
Patient/Family Advisory Council in DC
promoting patient and family centered
care. Jana is published in Exceptional
Parent Magazine, “My Poster Family”, given
media interviews and featured in Northern
Virginia Magazine, September 2015. With
her husband, Jana now hosts The Stephen
Monaco Charity Golf and Dinner Event in
Stephen’s honor to support the Division of
Genetics and Metabolism of the Children’s
National Rare Disease Institute. Jana serves
on the external advisory board for the
Clinical Translational Science Institute at
Children’s National (CTSI-CN) and holds a
bachelor’s of science degree in Therapeutic
Recreation from Temple University.
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Afternoon Panel: Where to
Go from Here: Improving
Oral Health in the District
and Beyond
MODERATOR: Sara Hoverter
Sara Hoverter is a staff attorney and
adjunct professor at the Harrison Institute
for Public Law, Georgetown University
Law Center. Her area of concentration is
health policy, including climate change and
public health, Medicaid, state and federal
health reform, improving school nutrition,
and the use of community health workers
to reach vulnerable populations. Past
positions include: law clerk at the National
Partnership for Women and Families,
research assistant for the Center for Law
and the Public’s Health, and program
associate at the DC Appleseed Center.

Dr. Joan I. Gluch
At Penn Dental Medicine, Dr. Joan Gluch
serves as Associate Dean for Academic
Policies, and Chief of the Division of
Community Oral Health. She directs the
academically based community service
learning courses and leads the three PDM
clinical outreach programs: Penn Smiles,
the mobile children’s dental care program;
the dental program at LIFE for low income
elderly; and the dental program at Sayre
Health Center, for low income children
and adults. Dr. Gluch also coordinates the
community health honors program, and the
dual degree DMD/MPH program for predoctoral dental students at Penn.
Dr. Gluch’s research interests focus on
expanding access to oral health promotion
and clinical care in community based
settings. She is the principal investigator for
the training grant to expand pediatric and
community based training for pre-doctoral
dental students, received from the Health
Resources and Services Administration,
2017-2022. Dr. Gluch also serves as dental
school coordinator and program faculty
for the Penn community health inter-

professional education program, Bridging
the Gaps.

Dr. Jay Balzer
Dr. Jay Balzer is a dentist with a specialty
in Public Health. His expertise in not in the
clinical care of patients with special needs,
but rather with developing communitybased programs that try to prevent or
minimize dental problems before they get to
the point of toothache or need for treatment
in the hospital operating room. Examples
include home visitation programs that
incorporate dental screenings and parent
education, parent-to-parent programs
where experienced parents mentor new
parents, and dentist training in medical,
rather than surgical, management of dental
decay that avoids the needle and drill.
Dr. Balzer was a career dental officer
in the U.S. Public Health Service and
worked in community health centers,
Indian reservations, state public health
departments, and the federal Title V
program that supports services for
children with special health care needs. His
daughter, Allison, has significant intellectual
and physical disabilities, so he can relate to
the parent experience. Dr. Balzer currently
is director of post-graduate training of
dentists in the specialty of Dental Public
Health at NYU Langone Hospital and
Medical School in New York.
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APPENDIX 3: IN ATTENDANCE/PARTICIPANTS
ATTENDEE

JOB TITLE

ORGANIZATION

Ms. Jane Aiken

Vice Dean; Associate Dean for
Academic Affairs

Georgetown University Law Center

Ms. Ariel Ardura

Student

Georgetown University Law Center;
Harrison Institute for Public Law

Dr. Jay Balzer

Panelist

Association of State and Territorial
Dental Directors; Program Director,
Dental Public Health (DPH)

Ms. Gwendolyn
Bell-Foxworth

Program Analyst

Department of Health Care Finance

Dr. Sujana
Bhattacharyya

Family Medicine Resident

Unity Health Care

Ms. Meg Booth

Executive Director

Children’s Dental Health Project

Mr. Al Brennan

Event Sponsor

George E. Richmond Foundation

Ms. Yael Cannon

Co-Director

Georgetown University Health
Justice Alliance

Dr. Ana Caskin

Associate Medical Director for
Community Pediatrics; Medical
Director of the School Health
Center at Anacostia H.S.

MedStar/Georgetown University
Hospital and Georgetown Health
Justice Alliance

Ms. Allison Corr

The Pew Charitable Trusts

Ms. Amanda Corwin

Medical Student

Georgetown University School
of Medicine

Mr. Jeremy Crandall

Officer

Pew Dental Campaign

Dr. Chiranjeev Dash

Associate Professor of
Oncology and Assistant
Director of Minority Health and
Health Disparities Research

Georgetown University Medical Center,
Lombardi Comprehensive Cancer
Center

Ms. Carma Fauntleroy

Senior Director, Corporate &
Foundation Relations

Georgetown University

Ms. MayaFiellin

Program Manager, DC SchoolBased Health Centers

Children’s National Medical Center

Ms. Mehgan Gallagher

Law Fellow

O’Neill Institute for National and Global
Health Law; Georgetown Health Law
Initiative

Ms. Vicki Girard

Co-Director and Professor of
Law, Legal Practice

Georgetown University Health
Justice Alliance

Dr. Joan Gluch

Panelist

UPenn Dental School

Ms. Katie Gottschalk

Deputy Director

O’Neill Institute for National and
Global Health

Dr. Jonelle GrantAnamelechi

Panelist

Children’s Choice Pediatric Dentistry
and Orthodontics; DC Pediatric Oral
Health Coalition
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ATTENDEE

JOB TITLE

ORGANIZATION

Ms. Sara Hoverter

Staff Attorney and Adjunct
Professor

Harrison Institute for Public Law,
Georgetown Law Center

Mr. Robert James

Policy Analyst

National Health Law Program

Ms. Lisa Kessler

Program Manager

Health Justice Alliance

Ms. Katherine
Leopold

Oral Health Disparities
Program Scholar

Georgetown Office of Minority Health &
Health Disparities Research, Lombardi
Comprehensive Cancer Center

Dr. Eric Levey

Chief Medical Officer

Health Services for Children with
Special Needs, Inc.

Ms. Jessica Millward

Richmond Fellow

Georgetown University Health
Justice Alliance

Ms. Jana Monaco

Panelist

Parent of a child with a disability

Mr. John Monahan

Senior Fellow; Senior Advisor
to the President for Global
Health

Georgetown University

Ms. Audrey Neff

Social Worker

Medstar Georgetown University
Hospital, Community Pediatrics

Ms. Joanne Odom

Program Administrator

Medstar Georgetown University
Hospital, Community Pediatrics

Ms. Betty Peebles

President

Jon C. Birr Foundation

Ms. Brigid Rayder

Program Coordinator

O’Neill Institute for National and Global
Health Law

Ms. Maya Sandalow

Project Researcher

Georgetown University Center for Child
and Human Development

Ms. Eva Scheer

Panelist

Parent of a child with a disability

Dr. Erik Scheifele

Chief, Division of Oral Health

Children’s National Medical Center

Ms. Yugank Sikka

Richmond Scholar

Georgetown University Law Center

Mr. Neil Sircar

Georgetown University Law Center

Mr. Allen Tran

Law Student

Georgetown University Law Center;
Harrison Institute of Public Policy

Ms. Nicole Tuchinda

Clinic Law Fellow

Georgetown University Law Center

Dr. Viviana Urban

Dentist

Viviana Urban DDS

Mr. Tim
Westmoreland

Professor from Practice

Georgetown University Law Center

Ms. Tzuhsuan (Elodie)
Yang

Research Assistant

O’Neill Institute for National and Global
Health Law

Ms. Wei Zhang

Law Student

Georgetown University Law Center

Mr. Devan Zorn

Richmond Scholar

Georgetown University Law Center
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APPENDIX 4: ORAL HEALTH CONVENING
STUDENT POSTER PRESENTATIONS
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APPENDIX 4: ORAL HEALTH CONVENING
STUDENT POSTER PRESENTATIONS (CONTINUED)
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APPENDIX 4: ORAL HEALTH CONVENING
STUDENT POSTER PRESENTATIONS (CONTINUED)
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