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ACA and Oral Health

Taken together (funded and unfunded), the 23 oral
health provisions in ACA offer an integrated and
comprehensive plan to address:

PREVENTION & HEALTH PROMOTION
COVERAGE & FINANCING

DELIVERY SYSTEM/SAFETY NET
INFRASTRUCTURE & SURVEILLANCE
WORKFORCE & TRAINING



Provisions in the ACA

 Funded or Mandatory
e Partially Funded
 Unfunded
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Dental Caries Disease
Management

School-based Dental
Sealant Programs

Oral Health Public
Education Campaign

Prevention and Public
Health Trust Fund

National Prevention,
Health Promotion, and
Public Health Council

Community
Transformation Grants

Prevention & Health Promotion

Establishes a national grant program to demonstrate the effectiveness of
research-based dental caries disease management

Requires that states receive grants for school-based dental sealant programs

Requires HHS Secretary to establish a 5-year public education campaign to
promote oral health

Establishes a fund to provide an expanded and sustained national investment
in prevention and public health programs — may include oral health.

Appropriates the following amounts to the PPHF: FY2010 = $S500 million;
FY2011 = $750 million; FY2012 = S1 billion; FY2013 = $1.25 billion;

FY2014 = $1.5 billion; FY2015 and each fiscal year thereafter = $2 billion.

Charged with coordinating Federal prevention policy and developing a
national prevention strategic plan

Establishes grants to state and local agencies and community organizations
for prevention efforts outside the doctor’s office.

Funded through the Prevention and Public Health Trust Fund at $221 million
for FY 2011 & 2012
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Effective Coverage
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DENTAL HEALTH PROJECT
...from research to policy

Oral Health Services Requires State Exchanges to include oral health services to
for Children children as part of the Essential Health Benefits Package
Stand-Alone Dental Allows stand-alone dental plans with pediatric benefits to
Plans participate in State Exchanges

MACPAC Reporting on | Requires MACPAC to review payments to dental
Dental Payments professionals and report to Congress: S9 million for FY 2010
to remain available until expended

CHIP Maintenance Funding made available through FY 2015 — increased federal
assistance in FY 2016, CHIP maintained until 2019

Medicaid Expansion Expands Medicaid coverage to individuals whose income is
133% of FPL or less.
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Workforce and Training
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Alternative Dental Health Establishes a 15-site demonstration project to train or
Care Providers employ alternative dental health care professionals
National Health Care Establishes the Commission and makes the oral health
Workforce Commission care workforce a high priority for review

Dental Training Programs SEC 5303 - General, pediatric, and public health dentistry
training program funded at $30 million for FY 2010.

Primary Care Residency Establishes three-year, $500,000 grants for new primary
Programs care residency programs, including oral health

Funded through the Prevention and Public Health Trust
Fund for FY 2010 at $168 million.

Graduate Medical Provides funding for new and expanded graduate medical
Education Programs education, including dental education
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Federally Qualified
Community Health
Centers

School-based Health
Centers

Delivery System

e Community Health Center Fund (CHCF): Establishes a CHCF and
appropriates a total of $11 billion over the five-year period FY2011
through FY2015 to the fund, to be transferred by the Secretary to
HHS accounts to increase funding, over the FY2008 level, for (1)
community health center operations; and (2) NHSC operations,
scholarships, and loan repayments.

* Health center construction and renovation: $1.5 billion, to be
available for the period FY2011 through FY2015, and to remain
available until expended.

* Grant program for the establishment of school-based health
centers for facility construction, expansion, and equipment: $50
million for each of FY2010 through FY2013, to remain available until
expended.

* Expands school-based dental sealant programs to all states,
territories and tribes (unfunded)

* Provides Grants to SBHCs for operations and includes oral health
services in qualified services provided by SBHCs (unfunded)
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Oral Health Infrastructure

Pregnancy Risk Assessment
and Monitoring System

National Health and
Nutrition Examination
Survey

Medical Expenditure Panel

National Oral Health
Surveillance System

Infrastructure, Quality & Surveillance

Requires the CDC to provide cooperative agreements
to states for improving oral health infrastructure (from
19 states =50 states, territories, & tribes)

Requires that oral health measurements be included
in PRAMS

Retains “tooth-level” surveillance in NHANES

Requires a “look-back” validation for dental - parity
with medical

Requires that NOHSS include measurement of early
childhood caries and authorizes funding to expand the
system to all 50 states
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ACA Pediatric Dental Benefit
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Background: Pediatric Dental Benefit

Insurance plans participating in an Exchange must provide,
at a minimum, the “essential benefits package”

[SEC 1302(b)] Essential Health Benefits “....the Secretary
shall define the essential health benefit...(J) Pediatric
services, including oral and vision care”

Scope of benefits must be equivalent to the benefits
provided under a “typical” employer-sponsored plan.
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Background: Pediatric Dental Benefit

Essential benefits must be provided by:

Qualified health plans (QHPs) and stand-alone dental plans
participating in the Exchanges

Health plans providing coverage in the small and individual
group markets outside the Exchanges

Basic health plans (for states that choose to establish)

Bulletin issued by HHS on December 16, 2011

FAQ released February 17, 2012
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EHB Bulletin — December 2011

States are permitted to select a single benchmark to

serve as the standard for qualified health plans inside
the Exchange...

(1) the largest plan by enrollment in any of the three largest small group
insurance products in the State’s small group market;

(2) any of the largest three State employee health benefit plans by
enrollment;

(3) any of the largest three national FEHBP plan options by enrollment; or

(4) the largest insured commercial non-Medicaid Health Maintenance
Organization (HMO) operating in the State.
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EHB Bulletin

If a category is missing in the benchmark plan, it must
nevertheless be covered by health plans required to
offer EHB. The State may select supplemental
benefits from either:

1) The Federal Employees Dental and Vision Insurance Program
(FEDVIP) dental plan with the largest national enrollment; or

2) The State’s separate CHIP program

Children’s Dental Health Project | 1020 19t Street NW, Suite 400 Washington, DC 20036 | 202.833.8288 | www.cdhp.org



(JNKQ/(MQIW/A

I)[ \1 ‘.I Hf \I IIH PROJEC T
to polic

ACA EHB Benchmarks

EHB Benchmark

Dental Offered

Child-Only Benefit

(1) three largest small group insurance

products in the State’s small group market Not typically No
(2) largest three State employee health

benefit plans by enrollment Varies No
(3) largest three national FEHBP plan options by

enrollment Limited coverage No
(4) largest insured commercial non-Medicaid

HMO operating in the State Varies No
(5) EEDVIP dental plan with the largest national

enrollment Yes No
(6) The State’s separate CHIP program Yes Yes
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Improving the Model of
Pediatric Dental Coverage



Efforts to Improve Pediatric Dental
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e Development of Consensus Statement w/ Delta Dental Plans Association

“Federal regulators, in defining the pediatric benefit in ACA, should endorse
a set of dental services that reflects current professional and governmental
evidence-based guidelines and recommendations that are designed to
improve oral health outcomes in children.”

e Evidence based Guidelines and recommendations include:

v" ADA Center for Evidence-Based Dentistry: recommendations on fluorides &
dental sealants

v' FDA-ADA: Guide to Patient Selection for Dental Radiographs

v" AAPD policy: Model Dental Benefits for Infants, Children and Adolescents and
Individuals with Special Care Needs

v AAP policy: Oral Health Risk Assessment Timing and Establishment of the
Dental Home

v’ California Dental Assoc. guidelines: Caries Management by Risk Assessment
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Consensus Statement
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Recommendations predicated on 3 principles:

1.

Effective and efficient dental care for children must be individualized
according to their levels of disease risk and disease experience

Existing clinical diagnostic and preventive resources should be directed
so that the intensity of care received by children is tailored to their
levels of disease risk and disease experience in collaboration with the
child’s medical home and other community health care agencies.

All children should receive pediatric dental services necessary to
prevent disease and promote oral health, restore oral structures to
health and function, and treat emergency conditions for the attainment
and maintenance of oral health.

Children’s Dental Health Project | 1020 19t Street NW, Suite 400 Washington, DC 20036 | 202.833.8288 | www.cdhp.org



m@z{m@m /S

Promoting the Risk-Based Benefit

January 2011: CDHP asked to testify before IOM Panel on
Essential Health Benefits

— Promoting comprehensive risk-based, affordable benefit
September 2011: Letters to Secretary Sebelius:

— Letter from CDHP and 50+ signing organizations
(including all Delta Dental Plans)

— Letter from 42 Deans of 42 of the nation’s dental schools

2011: Monitoring related Federal agency activity (DOL
review of benefits, IOM recommendations, HHS regulations)

2011-2012: Meetings with HHS, CMS, CCIOO, White House
on benefit design, affordability, Exchange rules

Children’s Dental Health Project | 1020 19t Street NW, Suite 400 Washington, DC 20036 | 202.833.8288 | www.cdhp.org



Tracking CHIPRA Implementation:
Improving the Benchmark



CHIP Dental Benefit
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e 2009 Reauthorization (CHIPRA): “services necessary to
prevent disease and promote oral health, restore oral
structures to health and function, and treat emergency
conditions.”

— CHIP remains critical to ensuring comprehensive pediatric
dental coverage

— Authorized through 2019

— Funding extended to 2016

— Serves as a possible benchmark for ACA benefit
— Opportunities exist for a risk-based approach
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Sildron CHIP Dental Coverage

DENTAL HEALTH PROJECT
..from research to policy

National Maternal and Child Oral Health Policy Center

CHIP data taken from December 2011
report by National Maternal & Child
Oral Health Policy Center and NASHP

CHIP Dental Coverage: An Examination
of State Oral Health Benefit Changes as
a Result of CHIPRA

ISSUE BRIEF

Introduction

e Review of 9 states with approved
SPAs for CHIP dental benefit

e 7 of 9 States chose state-defined
benefits (vs. benchmarks outline in
10/09 SHO letter) v, A\
N L . SO S e e G
e Significant variations in plans, e ons. o s s o s

state plan amendments (SPAs) to CMS with proposed dental benefit changss. Still, some states are moving forward

Oral health remains a serous concemn for the health
and well being of children, and sspecially those wheo are
low-income. In reoent years, a foous on children’z oral
health has taken a more prominent role, partioutary after
the preventable death of a young Maryland boy due
to an absoessed tooth.! Although states struggle with
low utization of dental ssnioes by children enralled in
public programs, sinoe the passage of the Chidren's
Health Insurance Program Reauthorization Aot of 2009
(CHIPRA), all children in the Children’s Health Insuranos
Program (CHIF) will have a bass level of dental coverage
included in their benefit package.

CHIPRAs dental benefit mandate was effective as of

. . . in seeking CMS approval for voluntarily changing their dental benefits to meet ourrent guidanoe. This bref examines
I n C | u d I n c O St - S h a rI n the benefit and coverage limits of those states that have voluntarily sought and recsived federal approval for their
CHIP dental benefit. In addition to sxamining changes in benefitz and coverage limitations, this brisf alzo revisws

states’ prooedures for allowing ohildren to obtain servioes beyond any stated benefit maximums.

.
 However, CHIP regulations for dental

By 2000, when CHIPRA mandated dental coverage, all states had established some level of dental ooverage in

C Ove ra g e h a Ve n Ot b e e n re | e a S e d CHIP; however, no federal standard exsted. Sinoce CHIP's creation in 1997, states that operate Medioaid expansion

(M-CHIFY programs wers required to provide dental ooverage as part of the Early and Pericdic Scresning, Diagnostio,

. and Treatment Program (EPSDT) mandated bensfits offered to chidren. Howsver, prior to CHIPRA, separate CHIP

(5-CHIF) programs had the option, but were not required, to provide dental servioes to targeted low-income ohildren

( eX p e Ct e d t h I S ye a r) enrolled in CHIP. In late 2008, the National Academy for State Health Palioy [NASHP) conducted a survey of state

CHIP programs and found that 39 out of the 40 responding S-CHIP programs provided oral health preventive,

emergenaoy, and treatment benefits?, but only 16 states provided ooverage for orthodontio services. Fourtsen

5-CHIP programs also placsd an annual oap on dental bensfits, and one state imposed a $600 deductible.* Whiks
states offered dental benefits prior to the passage of CHIPRA, coverage varied widsly from state to state.

Children’s Dental Health Project | 1020 19t Street NW, Suite 400 Washington, DC 20036 | 202.833.8288 | www.cdhp.org



Tl CHIP Dental Benefits

...from research to policy

lowa - hawk-I
(State Defined Benefit Package)

Quantity Service Cost Cost-sharing Out of Pocket Cost
2 Exam & Cleaning $300 0% S0
1 X-Ray $30 0% SO
3 Filling $300 0% S0
1 Panoramic X-Ray $100 0% SO
1 Maxillary Expansion* $2,000 0% S0
2 Sedation $100 0% S0

Total $2,830 $0
Annual Cap Premium Total 1 yr out of pocket by family

$1,000 S0 1]

% of cost paid by family 0%

% of cost w/ premium paid by family 0%

*Orthodontics that meet the State’s definition of medically necessary are excluded from the annual cap.



CHIP Dental Benefits

...from research to policy

Montana - Healthy Montana Kids

(State Employees Benefits Plan)

Quantity Service Cost Cost-sharing Out of Pocket Cost
2 Exam & Cleaning $300 0% SO
X-Ray $30 0% SO

3 Filling $300 0% SO
1 Panoramic X-Ray $100 0% SO
1 Maxillary Expansion $2,000 100% $2,000
2 Sedation $100 0% S0
Total $2,830 $2,000
Annual Cap Premium Total 1 yr out of pocket by family

$1,412 SO $2,000

% of cost paid by family 71%

% of cost w/ premium paid by family 71%
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...from research to policy

Tennessee - Cover Kids

(State Employee Benefits Plan)

Out of Pocket Cost
Quantity Service Cost Cost-sharing (<150% FPL/>150% FPL)
2 Exam & Cleaning $300 0% SO
1 X-Ray $30 0% )
3 Filling $300 0% $5/$25%
1 Panoramic X-Ray $100 0% SO
1 Maxillary Expansion* $2,000 0% $5/$25>
2 Sedation $100 0% S0
Total $2,830 $10/$50
Annual Cap Premium Total 1 yr out of pocket by family
$1,010/$1,050
*$1,000 S0

36%/37%

% of cost paid by family
% of cost w/ premium paid by family 36%/37%

*non-preventive visits: $5.00/visit 150% FPL and below to $15 annual max; $25.00/visit over 150% FPL to $75 annual max
*All orthodontics covered once enrolled for at least 12 months, up to benefit limit. Additional $1250 orthodontic lifetime cap.



M CHIP Dental Benefits

...from research to policy

Nevada - Nevada Checkup

(State Defined Benefit Package)

Quantity Service Cost Cost-sharing Out of Pocket Cost
2 Exam & Cleaning $300 0% $0
1 X-Ray $30 0% $0
3 Filling $300 0% $0
1 Panoramic X-Ray $100 0% $0
1 Maxillary Expansion* $2,000 0% $0
2 Sedation $100 0% $0

Total $2,830 $0
Annual Cap Premium Total 1 yr out of pocket by family
none $0 S0

% of cost paid by family 0%
% of cost w/ premium paid by family 0%

*Must be deemed medically necessary according to Nevada handicapping labiolingual deviation index.
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e CDHP Issue Brief: follow-up to
study with NASHP

e Recommendations:

— Clear and consistent guidance
to states on benefit design and
exclusions of services

— Clear guidance and oversight on
acceptable cost-sharing,
financial benefit limits and
tracking of medical and dental
expenses

— Encourage cost-effective
risk-based pediatric dental
benefits
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Making CHIP Work for Kids: Changes in State
CHIP Dental Coverage Subsequent to CHIPRA

CHANGES IM PEDIATRIC DEMTAL COVERAGE IN THE
CHILDREN'S HEALTH IMSUBAMNCE PROGRAM (CHIF

Dot migjor policy changes i the past fve vears, stanfing deparitios in the ceal health
of children ramain in the United Saates. Wich denial disease in children maintaining
tha unforiunats top poastion among cheonic conditions in childeen, thers s growing
prEiiie 1o éfdoie 1Rl childien 51 grosted fisk bl dentsl camed (Ehae dideaso 1HRat
ChURS i) have dsskRan0e in Daying for necessany case. While The: Medicaid Earty
Panod Screerning, Thagnasks and Treatmeant [EPSOT] benai includss comprehene
demtal services, untl recently, Medicaids sister program, the Children’s Health
Insusance Program (CHIF), was not sequined 1o provide dontal sorvices. Howeer, tha
Chiikdien’s Health Insurance Peogram Resahodization Aot of 2009 (CHPRA) amendsd
tha 567 law 10 Mandaie dental covwempe tor all ohikd benehcianies in CHIR Camently,
12 statos impiement CHIP thimugh 3 Medicaid supansion that snoman:ally mects this
requisament as their dontal benefit is provided through tha EPSOT benafit package.
Howesar, The remaining staes with combination and separate THP peogeaens ane
T TRQUITRC B0 TRVESIE ThisiT dental plan cegn o ansuns that i mests. CHIPRA demai
COWERAgE Mecuirmments. in addion, tha now Fationt Proaection and Affordsbie Caro Act
UCAI 8o inchided & pedistic demal banifit in he requined Essential Heallh Berefit
Package In 3 Decenber 18, 3001 Bulleln on the Essential Health Bensfit Package
the Department of Health and Human Services outined peoposed benchmarks for
megting the pedaine dental component which indude, but am not imeed io, the
staba’s saparate CHIP dental benefit. Whils reguilations on the CHIFRA padiatric derntal
sament ana CurTently bing drafted, this SOUMEnt provides background Infcrmation
and resoarces for siate polcymaiens to rview what has been dona to date in specific
stsbon; and beflor uncantand iha opporbunitos w CHIPRA and ACA o impiove socess
o and iifordabiiity of dentsl Cowirage fod working timilics

CHIPRA DENTAL BENEFIT
CHIFRA msinucty siates io provide denial services “necemary o prevent desase
and promots ool haalth, restons csal structures bo health and function and treat
emengency conditicns” nd suthorizes dental benefies o be providid through existing
commertial benchemark plans regardies: of whether they provide coverage asoutined
i the defirifion. Siatos with sopscaio CHIP plans ans provided 1he option to implemant
Ehir defilal berafit by athe providing “dental coversge thal B equivalent 1o &
benchmarnk deeial beeseft package” of by establishing a "state-defined benefin ™ that
st the statuicey defnition of necesary coverags, The thirea benchimark coverage
otions & (1] the wppiemental dependent dantal plan most requantly selected
ursdar tha Fedessl Emprloyeas Hoalth Bonafit Plan in the past two yean el (20
Ehiie Stk emphoyes dependent dental benafn that has been seliscrad most Msguenthy
by empilrpees seeking dependant coverags in the past two years; and (3] the dental
bemefit plan provided by the State’s kgest insured commancal non-Medicsid plan of

For more information on
pediatric dental benefits
under CHIPRA and ACA,
visit www.cdhpoorg or
contact the Children's
Dental Health Project at
cdhpinfomedhp.org.




Dental Plans in the Exchanges:
Promoting Affordability



mw Background: Dental Plans in the Exchanges
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Exchanges must permit stand-alone dental benefits to be offered either
separately or in conjunction with a qualified health plan (QHP)

— Although, QHPs do not have to offer dental if a stand alone offers
pediatric coverage in the Exchange

ACA uses HIPAA “excepted benefits” definition which includes stand-
alone dental plans

Stand-alone dental plans must provide the pediatric benefit in
accordance with the requirements of the essential benefits package
but...

Prior to Exchange regulation, ACA treated stand-alones differently than

traditional health plans with regard to cost sharing and consumer
protections
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Consistency and Parity in Benefits

Because stand-alone dental plans are statutorily excluded from consumer
protections, there may be variation among the plans in the Exchange

For example, benefits provided by stand-alone dental plans are allowed to:
e charge for preventive services

e charge unlimited out-of-pocket expenses
e place annual and lifetime caps on benefits

Affordability

Because the cost-sharing reductions only apply to qualified health plans,
—Families may pay more in a stand-alone plan vs. QHP

—Families that opt out of dental coverage (and face no penalty) can apply
their spending on pediatric dental care toward out-of-pocket limit

Children’s Dental Health Project | 1020 19t Street NW, Suite 400 Washington, DC 20036 | 202.833.8288 | www.cdhp.org



w@ﬁim Promoting Affordability: The Controversy
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e ACA gives states wide flexibility to enforce “relevant” consumer
protections, certification standards, and affordability measures on
dental plans in the Exchanges.

e Citing relevancy, many dental plans resisted state and federal
applicability of many consumer protections, including:

— Network adequacy standards

— Cost-sharing reductions

— Removal of annual and lifetime caps and limits

— Mandatory external review of denied services

— Quality improvement strategies and quality measures
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 September 2011: Senators Stabenow and Bingaman clarified relevancy
and applicability of consumer protections through Colloguy on Senate
floor.

e October 2011: Senate and House sign-on letters to Secretary Sebelius
clarifying Congressional intent regarding dental plans and consumer
protections and affordability

e October 2011: CDHP & numerous state and national organizations
responds to proposed rule on Exchanges and Qualified Health Plans,
urging equal standards for dental plans and health plans

e December 2011: Meetings with HHS and Administration officials to
educate on the unintended consequences of not addressing these
concerns

e 2011-2012: CDHP issues talking points, conducts webinars and intensive
TA to states grappling with dental coverage in the Exchanges
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State Example: Maryland

Addressing many of the consumer protection and cost-sharing issues
through Exchange legislation (now addressed by Exchange rule).

Maryland Dental Action Coalition (MDAC) and Advocates for Children &
Youth (ACY) developed amendment language

Worked with Maryland Legislature and Department of Health and
Mental Hygiene and other stakeholders

Reached consensus on language giving Exchange Board final authority on
certification standards and benefit design.
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Advocates’ Principles/Talking Points

Families may be forced to pay more and get less. Applying consistent
standards for cost, availability and consumer protections should be
requirements to participate in the Exchange.

States have the ability to meet the oral health needs of children by
promoting competition and choice. Encouraging competition in dental
coverage within the Exchange means playing by the same rules.
Requiring transparency in benefits and pricing and the ability for all
families to appeal the decision of their dental insurer are standards that
promote competition while providing families the equal opportunities to
stay healthy.

The law is complex, but the solution is simplification. Applying the same
certification standards to participate in the Exchange for stand-alone
dental plans as is required for Qualified Health Plans for cost sharing and
limits, child-only plans and external appeals is simply easier to
administer than having separate standards for pediatric dental care.
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Federal Outcome: Final Exchange Rule
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Final Exchange Rule — March 2012
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HHS released final rule on Establishment of Exchanges and Qualified
Health Plans on March 12, 2012. For dental plans, HHS plans to:

impose cost-sharing limits and restrictions on annual and lifetime limits;

require stand-alone dental plans to offer child-only plans in the
Exchanges;

require the Exchange to ensure that stand-alone dental posess the
"solvency and provider network” to provide coverage;

require that stand-alone dental plans comply with all certification
standards for qualified health plans "except for those certification
standards that cannot be met because the stand-alone dental plans
covers only pediatric dental benefits;"

direct the Exchanges to collect rate information on pediatric dental
benefits for the purposes of determining advance payments of the
premium tax credit;
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Final Exchange Rule — March 2012

Implications:

 Traditional dental benefits like the benchmark plans will
have to be significantly adjusted

e Dental plans can control for costs by focusing on medical
necessity

* Risk-based benefit design may be a viable approach in light
of restrictions on annual caps & lifetime limits
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Final Exchange Rule — March 2012
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Ongoing Concerns:

e Network adequacy standards and quality measures have yet
to be established for dental plans

 Dental plans are seeking exemption from actuarial value
(metal levels)

e Insurers may pursue new cost-control measures (e.g.,
service limits, deductibles)

e Examples of risk-based pediatric dental benefit are not
widely available in current insurance market

e Tracking out-of-pocket costs
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Ongoing Efforts
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Model Risk-Based Plans:

Consulting with experts on caries management and risk-based dental
care (e.g. CAMBRA)

Discussions with companies implementing similar benefits
Discussions with insurers about developing new models

Actuarial Value:

Collecting information on scope of services, treatment plans, etc.
Estimating cost of plans to insurers and families

Developing pricing estimates for model benefit plans for determination
of EHB actuarial value
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Advocacy
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Federal Level:

Discussions with CMS regarding CHIPRA regulations and
option to provide risk-based benefit

Memo to HHS officials regarding actuarial value and cost-
control measures on dental plans in Exchanges

State Level:

Educating advocates on issues of cost control and actuarial
value

Asking the right questions of Exchange, policymakers, and
insurers
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State Advocates: Opportunities for Action



Advocate Concerns

e Lack of specific guidance to States

— CHIP is the only benchmark that provides a child-only benefit
and it has yet to be defined

o Affordability for families to purchase dental coverage

— Benefits offered by stand-alone dental plans should abide by
the same rules as QHPs (largely addressed by Exchange rule)

— Developing a mechanism for tracking out-of-pocket costs
(dental and medical) for purpose of cost-sharing
limits/reductions.

e Ability to meet the needs of children

— Some states are requesting flexibility to provide evidence-
based dental benefits for better outcomes and lower cost
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W\MM Efforts Toward Improvement
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e Asking HHS for further clarification on the dental benefit requirements
of essential health benefits (EHB) and CHIPRA dental benefit.

* Asking HHS, State Officials, Exchange Board how they plan to enforce
cost-sharing limits.

e Asking dental insurers about innovative risk-based plans to be made
available on the Exchange.

e Speaking up for strong certification standards to participate in the
Exchange that allow for parity among dental benefits offered (e.g.,
network adequacy standards, quality improvement, quality measures).

 Research current state benchmark plans, including the details of CHIP
dental benefit, to inform decisions on the benefit design.
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'mm Other Dental Benefit Concerns

e Premium Tax Credit: Fixing the “Family Glitch” in the affordability
test for employer-sponsored health insurance to ensure that
affordability is based on cost of family coverage

 Uniform Summary of Benefits: defined to apply to all dental
benefits

* Ensuring smooth transition and comparable benefits for children
moving between Medicaid, CHIP, and Exchanges.

e Actuarial Value: How will it be calculated for dental?
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are Other States?

...from research to policy

T —
Gowernor Dayton issued | yg 5434 an Exchange establishment
an Executive Orderin | *jntent byt was enacted in 2011 HB
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= HB 1126, enacted in May 2011, |Commerce to design and Exchange Massachusetts state health
st tte o th; ety S e [e—— ofarm jeakiition epacted i
s enm Commissioner to plan and 2006 created the Health
legislation " implement an Exchange huses Soilich DTN Connector
estobllshiog an enacted in 2011. HB 4141 wos
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m‘”‘* by the Exchange as introduced in 2012,
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Connecticut
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- District of Columbia

S { Maryland

- Virginia

o,

¥
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(15+DC)
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et ey P Gov. Executive
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would establish an compliant with
Exchange exclusively the ACA
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Source: www.kidswellcampaign.org



Resources

CDHP Health Reform Center
www.cdhp.org/cdhp healthcare reform center

National Maternal & Child Oral Health Policy Center
www.nmcohpc.org

...Or contact us!

Colin Reusch
creusch@cdhp.org
202-417-3595




