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Introduction

Oral health remains a serious concern for the health 
and well being of children, and especially those who are 
low-income. In recent years, a focus on children’s oral 
health has taken a more prominent role, particularly after 
the preventable death of a young Maryland boy due 
to an abscessed tooth.1 Although states struggle with 
low utilization of dental services by children enrolled in 
public programs, since the passage of the Children’s 
Health Insurance Program Reauthorization Act of 2009 
(CHIPRA), all children in the Children’s Health Insurance 
Program (CHIP) will have a base level of dental coverage 
included in their benefit package.

CHIPRA’s dental benefit mandate was effective as of 
October 1, 2009; however, because the Centers for 
Medicare and Medicaid Services (CMS) have yet to 
release regulations, most states have not yet submitted 

state plan amendments (SPAs) to CMS with proposed dental benefit changes. Still, some states are moving forward 
in seeking CMS approval for voluntarily changing their dental benefits to meet current guidance. This brief examines 
the benefit and coverage limits of those states that have voluntarily sought and received federal approval for their 
CHIP dental benefit. In addition to examining changes in benefits and coverage limitations, this brief also reviews 
states’ procedures for allowing children to obtain services beyond any stated benefit maximums.

Dental Coverage Before CHIPRA

By 2009, when CHIPRA mandated dental coverage, all states had established some level of dental coverage in 
CHIP; however, no federal standard existed. Since CHIP’s creation in 1997, states that operate Medicaid expansion 
(M-CHIP)2 programs were required to provide dental coverage as part of the Early and Periodic Screening, Diagnostic, 
and Treatment Program (EPSDT) mandated benefits offered to children. However, prior to CHIPRA, separate CHIP 
(S-CHIP) programs had the option, but were not required, to provide dental services to targeted low-income children 
enrolled in CHIP. In late 2008, the National Academy for State Health Policy (NASHP) conducted a survey of state 
CHIP programs and found that 39 out of the 40 responding S-CHIP programs provided oral health preventive, 
emergency, and treatment benefits3, but only 16 states provided coverage for orthodontic services. Fourteen 
S-CHIP programs also placed an annual cap on dental benefits, and one state imposed a $600 deductible.4  While 
states offered dental benefits prior to the passage of CHIPRA, coverage varied widely from state to state.
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Changes as a Result of CHIPRA

As of September 2011, CMS has approved nine SPAs 
(Alabama, Florida, Iowa, Michigan, Montana, Nevada, 
Tennessee, Washington, and Wyoming) that include 
changes to dental benefits.7 Seven of the nine states 
with approved SPAs chose to use the state-defined 
benefit package to cover children’s dental benefits. 
The two remaining states use the benchmark state 
employee benefit package. 

State Defined Benefit Packages

States may elect to use a state-defined benefit package 
to meet the statutory definition of required services, 
provided that the benefit package includes dental 
services necessary to “prevent disease and promote 
oral health, restore oral structures to health and 
function, and treat emergency conditions.” CHIPRA 
SHO number 7, developed by CMS in consultation 
with various dental organizations and using the 
American Dental Association’s (ADA) Current Dental 
Terminology (CDT) code of dental procedures and 
nomenclature, specifies the nine benefit categories 
states must provide in order to meet the definition.  
The nine benefit categories that are required to be 
covered by a state-defined benefit package include:

1.	 Diagnostic (CDT codes D0200-D0999);
2.	 Preventive (CDT codes D1000-D1999);
3.	 Restorative (CDT codes D2000-D2999);
4.	 Endodontic (CDT codes D3000-D3999);
5.	 Periodontic (CDT codes D4000-D4999);
6.	 Prosthodontic (CDT codes D5000-D5899, 

D5900-D5999, and D6200-D6999);
7.	 Oral and maxillofacial surgery (CDT codes 

D7000-D7999);
8.	 Orthodontics (CDT codes D8000-D8999); and
9.	 Emergency dental services. 

State programs are not required to cover all services 
in each category, though states may not impose any 
limits that would preclude children from receiving 
benefits defined by the statute.8 CHIPRA’s requirement 
that states selecting state-defined benefit packages 
cover medically necessary services, even if the 
services are not specifically listed as covered benefits, 
was significant, particularly for orthodontic services, as 
prior to CHIPRA, many states provided no orthodontic 
services, regardless of medical necessity.

CHIPRA’s Oral Health Requirements

CHIPRA’s dental mandate was intended to level 
the playing field so that children in both M-CHIP 
and S-CHIP programs and across states would 
have a more consistent level of dental coverage. 
Section 501 of CHIPRA added section 2103(c)(5) to 
Title XXI of the Social Security Act that requires 
S-CHIP programs to provide dental services 
to targeted low-income children that are “…
necessary to prevent disease and promote 
oral health, restore oral structures to health 
and function, and treat emergency conditions.” 
The law states, “A State may elect to meet the 
requirement of [the statutory definition] through 
dental coverage that is equivalent to a benchmark 
dental benefit package…”5 

On October 7, 2009, CMS issued CHIPRA 
State Health Official (SHO) letter number 7, 
which provides guidance on the dental benefit 
requirements. SHO number 7 clarifies that 
effective October 1, 2009, states are required 
to offer either a dental benchmark plan outlined 
in the law, or a state-defined dental benefit 
package that meets the statutory definition of 
necessary coverage.6 The SHO further explains 
that states using a state-defined dental benefit 
package must cover medically necessary oral 
health services, regardless of whether they are 
specified as a covered benefit. Since EPSDT 
is required of M-CHIP state programs, M-CHIP 
states are considered to be compliant with 
CHIPRA requirements. Although CMS provided 
guidance through the SHO, regulations are not 
anticipated for release until 2012. 

In order to make the necessary changes to 
their CHIP programs, states must submit a SPA 
to CMS for approval, though states are not 
required to make changes until after CMS issues 
final regulations. These SPAs outline necessary 
changes to benefits, limits, and financial caps. 
CMS makes a determination on the SPA following 
a review process that includes any clarifications 
from state officials.
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Covered Benefits

The seven states with approved state-defined 
benefit packages appear to have a more uniform 
benefit structure than prior to CHIPRA because 
of the nine mandated benefit categories. More 
specifically, three states (Iowa, Michigan, and 
Wyoming) provide orthodontic coverage not 
previously included in their CHIP benefits, four 
states (Iowa, Michigan, Nevada, and Wyoming) 
amended their state plans to add benefits, and 
three states (Florida, Michigan, and Nevada) 
increased or removed benefit limits.  

Of those states with state-defined benefit 
packages, Nevada and Washington cover full 
dental EPSDT benefits. In particular, Nevada 
made more significant changes by reinstating full 
EPSDT coverage and orthodontic benefits and 
removing its $600 annual cap. EPSDT requires 

coverage of dental services, including any 
medically necessary care or treatment needed 
to correct illness, even if not specifically listed as 
a covered benefit. Under EPSDT, the frequency 
of dental care covered must “meet reasonable 
standards of dental practice” and must also 
include coverage for maintenance, pain and 
infection relief, tooth restoration, and other 
medically necessary care.9 

Benefit Limits, Exceptions and Prior 
Authorization Requirements

Although the states offering state-defined benefit 
packages now offer relatively similar benefits, 
the limits on benefits vary. Four of the nine states 
with approved SPAs (Alabama, Iowa, Michigan, 
and Wyoming) impose annual benefit maximums 
ranging from $1,000 to $1,500 per child. In 
addition, the process for providers or families to 
request medically necessary treatment beyond 
the maximums differs among those four states. 

States must comply with existing federal CHIP 
regulations that set forth limits on cost sharing. 
State-defined and benchmark packages alike 
may not impose any cost sharing on preventive 
or routine diagnostic services, including routine 
or diagnostic dental services, with a cumulative 
limit (including copayments, coinsurance, 
deductibles, or other cost sharing) of five percent 
of family income across all services, including 
dental and medical.10  

Alabama
Alabama’s ALL Kids program has a $1500 annual 
benefit maximum for dental services, which 
does not include preventive and diagnostic care. 
The state has a contract with BlueCross and 
BlueShield of Alabama (BCBS Alabama), which 
acts as a third party administrator for all benefits, 
including dental. 

For approval of services beyond the annual 
benefit maximum, providers are responsible for 
submitting the prior authorization form required 
by the program. BCBS Alabama handles 
authorization requests and makes an initial 
determination. Because ALL Kids is self-insured, 
BCBS Alabama then e-mails the ALL Kids 
program to ensure that the program will approve 
payment. There is also a clinical appeals process 
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Orthodontic care must be medically necessary 
based on a cleft lip, cleft palate, or orthognathic 
abnormality. In order to receive orthodontic 
treatment, the child must first be deemed eligible 
for Michigan’s Title V Children’s Special Health 
Care Services (CSHCS) program, based on an 
application the family submits to the Michigan 
Department of Community Health (the Title 
V agency). Once the child is approved for the 
program, a nurse, physician, or dentist review 
panel will then determine if orthodontic services 
are medically necessary. Orthodontic services 
are subject to a $4000 lifetime benefit maximum, 
which is separate from the $1500 annual cap for 
all other dental services.

Wyoming
Wyoming’s Kid Care CHIP program has a $1000 
annual benefit maximum, which does not include 
preventive and diagnostic services. Children may 
receive additional treatment beyond the $1000 
maximum if the treatment is medically necessary. 
Wyoming has a full-risk insurance contract with 
Delta Dental of Wyoming (Delta Wyoming). Delta 
Wyoming must approve or deny the treatment 
request within two weeks, but the process rarely 
takes this long and can be expedited if a provider 
needs an immediate decision. 

If Delta Wyoming denies treatment based on lack 
of medical necessity, families can appeal directly 
to Delta Wyoming either by telephone call or in 
writing. If Delta Wyoming receives an appeal, 
then the Delta Wyoming CEO meets with the 
Wyoming CHIP Director to make a determination 
within 10 business days. This is the final level of 
appeal.

Wyoming covers orthodontics if medically 
necessary or due to craniofacial orthopedic 
deformity.  Orthodontists must use a malocclusion 
index and submit referral and evaluation forms, 
evaluation narrative, photographs, and X-rays to 
Delta Wyoming.  The Delta Wyoming Orthodontic 
Consultant will review the information and make 
a determination.

through BCBS Alabama, which is the same as 
the appeals process for non-dental services. 
There are multiple levels of appeal, the last one 
being with the BCBS Alabama Medical Director.

Alabama did not change its benefit package as a 
result of CHIPRA. Orthodontics are covered for 
craniofacial malformation, including cleft lip and 
cleft palate.

Iowa
Iowa’s CHIP program, hawk-i, has a full-risk 
contract with Delta Dental of Iowa (Delta Iowa) 
to provide its dental benefits. The benefit 
has a $1000 annual maximum, not including 
orthodontic services, with prior authorization 
from Delta Iowa required to obtain benefits in 
excess of this amount.

Delta Iowa reviews prior authorization requests 
and makes determinations in consultation with 
hawk-i. In the event that a prior authorization 
request is denied, a family could appeal through 
Delta Iowa, with the final level of appeal being 
with the state Insurance Commissioner. Review 
time frames are not established.

Providers submit requests for orthodontic 
services on behalf of their patients and are paid 
an up-front fee of $4300 for approved benefits. 
Delta Iowa approves services for patients with 
a Salzmann Index11 score of 26 or higher that is 
used to determine if the services are medically 
necessary. 

Michigan
Prior to CHIPRA, Michigan’s MIChild program 
had a $600 annual maximum. Currently the 
benefit maximum is $1500 a year, and children 
can obtain benefits in excess of this amount 
if medically necessary. Michigan’s approval 
process for orthodontics differs from that for 
other dental services.

Delta Dental of Michigan (Delta Michigan) 
provides all dental benefits and two additional 
insurers provide only orthodontic coverage. For 
prior approval of services in excess of the benefit 
maximum other than orthodontics, the provider 
submits a request to Delta Michigan, which makes 
the authorization determination. If Delta Michigan 
denies services, the family may appeal through Delta 
Michigan or to a state administrative tribunal. 
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States with Benchmark 
Benefit Packages

As set forth in the law and CMS guidance, in 
addition to using a state-defined benefit package, 
states may elect to provide dental coverage that 
is equivalent to a benchmark dental plan. The 
three benchmark options available for selection 
are:

1.	 A dental benefit plan under the Federal 
Employee Health Benefit Plan (FEHBP) 
that has been selected most frequently by 
employees for dependent coverage in either 
of the previous two plan years;

2.	 A state employee dental benefit plan that has 
been selected most frequently by employees 
for dependent coverage in either of the 
previous two plan years; or

3.	 A commercial dental benefit plan that covers 
the largest insured, non-Medicaid, dependent 
population in the state.12 

Unlike states’ options with CHIP health benefit 
packages, CHIPRA requires benchmark dental 
coverage to be equivalent, not actuarially 
equivalent, and all benefits must be equal to 
the scope, level, and type of services offered 
in the benchmark plan. States that use a 
benchmark plan cannot remove any benefits 
from the package and may, but are not required 
to, add any benefits that are not included in 
the benchmark plan. Thus, if specific benefits, 
such as orthodontics, are not included in the 
benchmark plan, the program is not required to 
offer these services to its enrollees. 

Benefit Limits and Orthodontics

Two of the nine states with approved SPAs, 
Montana and Tennessee, elected to offer a plan 
equivalent to the state employee dental benefit 
plan. Unlike the state-defined package, neither 
state that chose to use a benchmark dental 
benefit package was required by CMS to have 
an exception to its annual limits for medically 
necessary services. 

Montana increased its basic dental benefit 
package from $412 to $1412 per year.  The plan 
has the flexibility to provide an additional $1176 
per year (total of $2588) if the child exceeds 
the basic benefit and is determined to have 
significant dental needs. Medically related dental 
emergencies are reimbursable under the CHIP 
medical benefits; however, because Montana’s 
state employee health package does not cover 
orthodontic services, these services are not 
available in its CHIP program. The only exception 
for orthodontic coverage is for a cleft palate or 
craniofacial malformation.

Tennessee’s SPA increases the annual limit 
on services from $600 to $1000. Although 
Tennessee does provide medically necessary 
orthodontic care, it is subject to a $1250 lifetime 
cap and a child must be enrolled in CHIP for 12 
months before being eligible for the orthodontic 
benefit.  
 

Dental-Only Supplemental Coverage

CHIPRA not only mandates dental benefits, but 
it also provides states with S-CHIP programs 
the option of using CHIP funds to provide stand-
alone, dental-only services to CHIP-eligible 
children who have private health insurance but 
have no or inadequate private dental coverage. 
To qualify for this option, the state must adhere 
to all of the CHIP program’s cost sharing 
requirements, be void of any waiting lists or 
caps on enrollment in its CHIP program, and 
not provide more favorable treatment to children 
under the supplemental dental benefit than 
provided to other CHIP enrollees.13  

Iowa is currently the only state that offers 
supplemental coverage and as of September 
2011 had over 3,000 children enrolled in 
the dental-only program. Children enrolled 
either have no other dental coverage or are 
underinsured with regards to their other dental 
coverage, in which case the state plan acts as 
a secondary payor. The state enrolls a child in 
the CHIP program solely for the dental benefits 
portion of the program, and families pay up to 
$15 per month for one child, but no family pays 
more than $20 per month in total. 

Issue Brief | December 2011
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Trend in and Possible Rationale for Benefit 
Package Selection

Of the nine states with approved SPAs, seven 
offer state-defined benefit packages and two 
offer benchmark packages. Given the small 
subset of states, it may be premature to assess 
whether this demonstrates a definite trend 
in how states will choose to define their CHIP 
dental benefit; however, this sample may provide 
insight into states’ likely preference for the CHIP 
dental benefit packages. 

At first glance, it may seem that selecting a 
benchmark plan would be less costly than a 
state-defined benefit package, since states 
adopting benchmark plans do not have to cover 
services from all nine categories of benefits and 
are not required to cover medically necessary 
orthodontics if not already in the benchmark 
benefit package. However, it may actually be 
less costly for states to provide a state-defined 
benefit package. CHIPRA states that benchmark 
coverage must be “equivalent to a benchmark 
dental benefits package,”14  and CMS has clarified 
this to mean that an actuarially equivalent benefit 
package does not meet this requirement.15 Private 
dental insurance plans generally require enrollees 
contribute through copayments, co-insurance 
and deductibles before the plan will start paying 
for covered services. For example, the FEHBP 
benchmark (MetLife Dental Plan High Option) 
requires a 30 percent co-insurance for dental 
fillings and 50 percent co-insurance for crowns, 
root canals, bridges, and orthodontic services. 
These levels of cost sharing greatly exceed 
those permitted in CHIP. Since CHIP programs 
are statutorily prohibited from imposing cost 

sharing above five percent of a family’s income, 
and benefit packages cannot be reduced when 
using a benchmark plan to offset the low level 
of cost sharing,16 this precludes programs from 
taking cost sharing into account, and adjusting 
benefits and limits when designing dental benefit 
packages. Therefore, when choosing how to 
design their dental benefits, CHIP programs 
may see a state-defined benefit package as the 
more cost-effective option to administer. This 
could explain the potential preference for the 
state-defined benefit package by state CHIP 
administrators.

Conclusion

CHIPRA’s dental mandate is a significant 
development in ensuring that children have 
coverage for needed dental services, regardless 
of the state in which they live. As of September 
2011,13 states with S-CHIP programs voluntarily 
submitted SPAs to CMS, the majority of which 
chose to implement a state-defined dental 
benefit package. States may wish to draw from 
the experiences of the nine states with approved 
SPAs when examining whether their current 
dental benefits meet CHIPRA’s requirements 
or if changes are needed to provide coverage 
that meets children’s needs and complies with 
CHIPRA. Policymakers can glean information 
from these states’ choices and CMS’ approvals 
to help them decide whether a state-defined or 
benchmark package will best meet children’s 
needs and create benefit packages and policies 
that will promote good dental health. 

National Maternal and Child Oral Health Policy Center
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