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A. NAME OF PROJECT

Provider Input for Improvement of the Early and Periodic Screening, Diagnosis, and

Treatment (EPSDT) Dental Program in Texas.

B. APPLICANT'S ROLE IN THE PROJECT

The applicant was the principal researcher in planning, implementing, analyzing,

interpreting and reporting this study.

C. STATEMENT OF PURPOSE

The purpose of the study was to evaluate provider perception of the EPSDT dental program

in Texas. In 1994, nearly 1.3 million children and adolescents were eligible for Medicaid in

Texas. Of those eligible, only .~ percent utilized dental care. Among the 7,964 dentists registered

and practicing in Texas, it is estimated that 4,900 dentists, 61 percent, are enrolled in the EPSnT

program. However, of those enrolled, only 40 percent (25 percent of the total population) are

actively seeing clients/patients and 60 percent are inactive. Thiny nine percent of providers are

unenrolled in the EPSDT program (1).

D. BACKGROUND AND REVIEW OF THE LITERATURE

1 . Description of the Problem The limited amount of literature available on the EPSDT

dental program is from the provider perspective and shows a distinct lack of provider satisfaction

with the program. With an overall 25 percent of dentists actively seeing and treating

clients/patients, only a small number of those eligible actually have access to care. There is a

dearth of information from the consumer side. According to Sokol, providers fall into three

categories. The first group are those who do not treat Medicaid patients on a regular basis, the

second group are those who treat small numbers and the third group are those who run their

practices on Medicaid patients (2).
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2. History of the Pro2'ram Medicaid (Title XIX),- a federal insurance program, was

established in 1965 by Congress to provide health services for children and adults, in the lower

socioeconomic groups, who would otherwise not have access to basi~ health care. Medicaid

services must be offered on a statewide basis, and be adequate in amount, duration and scope to

.achieve their purposes. An amendment to the Medicaid program in 1969 included the Early and

Periodic Screening, Diagnosis, and Treatment (EPSDT) program to provide services for children

under 21 years (3). States are not only required to pay for services but also to assure delivery of

the services. Because of states' failure to implement EPSDT, a requirement to provide EPSDT

services was added to the Social Security Act in 1972 (4). In 1985, additional amendments

imposed penalties for those states that did not implement the EPSDT program (5). Child health

standards for the EPSDT program of Medicaid are those of the American Academy of Pediatrics

(6).

3 . Oral Health Services under Medicaid

Eight states have oral health benefits available to children only through the EPSDT

program. Oral health services provided under EPSDT must be in accordance with accepted dental

standards. Recommended standards include primary, secondary and tertiary care (7). The Health

Care Financing Administration (HCFA) of the Department of Health and Human Services (DHRS)

has stated that the EPSDT dental program is so broad that virtually no medically necessary

preventive, restorative or emergency service can be omitted. With the EPSDT program, oral health

standards can be integrated into a comprehensive health program. Screening is carried out

according to a periodicity schedule. The responsibility to consider oral health and consider a dental

referral at age one in Texas, and age three in other states, is given to the primary general health care

provider. Thus, oral health has been integrated into the flow of general preventive health and

primary medical care. It has the advantage of crossing the boundaries between traditional maternal

and child health programs and private practitioners. Standards can be used as educational and

communication tools in both public and private sectors (8).
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In Texas, only children who belonged to families with incomes less than 20 to 30 percent

of the Federal Poverty Level (FPL) were eligible for Medicaid prior to the passage of the Omnibus

Budget Reconciliation Act (OBRA) of 1990, which mandated that Mediqud coverage be extended

to more women and children. As a result, eligibility now includes pregnant women and infants

.below 185 percent of the Federal Poverty Level (FPL), children ages 1 to 6 below 133 percent

FPL, children ages 6 to 9 years below 100 percent Ff'L, and children ages 10 to 19 below 27.7

percent FPL. In Texas, children account for the biggest portion of those eligible (62 percent).

Those between ages twenty one and sixty four years make up 26 percent and the elderly, aged

sixty five and up, account for only 12 percent. Dental screenings are mandatory for children under

the EPSDT plan for children ages 1 to 21 in families who meet the above criteria (9).

4. Medicaid Manuals Provider participation in the program is voluntary. Because of the

restrictions in allowed services, all of which are listed in Medicaid manuals, some provider

dissatisfaction begins with the manuals. Dentists do not have the same professional freedom to

provide treatment to Medicaid eligible versus private fee-paying clients/patients. Clements et al.

did an extensive comparative review of Medicaid Dental Manuals throughout the country and

concluded that most of them were substandard and encouraged the practice of poor quality care

(10). In 1989, Dental Survey of America found that Florida was the worst offender of public

health policy under EPSDT regulations (11). Apart from encouraging the removal of healthy teeth

in children to qualify for removable partial dentures, they claimed that the only thing that changed

in the updated Children's Dental Service Manual was the date from 1981 to 1989. They found that

the Massachusetts and Florida manuals had the same content, down to the technical errors of

spelling and grammar (10,11). The Ohio provider handbook was faulted for encouraging

substandard dentistry. Their handbook made no provisions for prevention and treatment of dental

diseases (12). A review of the Michigan handbook also revealed policies and procedures which

were inconsistent with modem dentistry (13).

In 1990, the Office of Technology Assessment (OTA) was requested to determine if

children eligible for Medicaid were being provided with a minimum level of care. Dental manuals
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from seven states were compared with a set of basic dental services to see if these services were

allowed. Findings showed that there was considerable variation between states in dental services

provided. Certain basic care was universally provided, but significant differences existed among

states in the range of preventive, restorative and orthodontic services available (14).

5 . Barriers to Care

(a) Eligible Clients/Patients Factors such as unaffordability, lack of professional sensitivity

to the importance of oral health screening or inadequate collaboration between physicians and

dentists, and overloads of the public service system have been in the past, and continue to be major

barriers for large segments of the population in receiving quality preventive, restorative and other

oral health services. Recognizing the interdependence of oral health among all family members, has

not always been a top priority at national, state, and local levels of government (15).

Unfortunately, there are no available data on individual and family attitudes to dental health, fear

and anxiety about dental treatment, race and ethnicity, age and gender, education, and other

potentially important determinants of attendance and patient satisfaction helping to precipitate a lack

of priority.

Barriers to care were identified by the OTA in two ways. One was through a workshop

and the other was by surveying a sample of dentists from each participating state. Dentists felt that

some services were not equally available to both their Medicaid and non-Medicaid clients/patients.

Many eligible clients/patients were not being reached and educated about the dental services

available to them, and some of those eligible chose not to avail of the dental services. Lack of

transportation for a number of those eligible is a contributing factor for both unscheduled and

missed appointments (14).

(b) Provider Participation

The EPSnT program has the disadvantage of paying for services through Medicaid

mechanisms at Medicaid rates which can be a barrier to provider participation (16). According to a

national survey carried out by McKnight-Hanes et al., dentist participation in the Medicaid program

; varies geographically. The Northeast and Southwest regions of the country had the lowest
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percentage of provider participation with 39 percent, compared with a 54 to 65 percent participation

rate in other areas (17). Damiano et al. assessed factors affecting provider participation in the

California Medicaid (Med-Cal) program. Both participating and non-participating dentists had

similar concerns about low fees, denial of payment, too much paperwork and broken

appointments. Participating dentists were concerned about the lack of services covered. They also

found that most of the non participants were very familiar with the program and a high number (85

percent) of them had been previous participants (18). In a survey of Medicaid and non-Medicaid

dental providers in Michigan, Lang et al noted that providers were more likely to be in group

practices and providers in rural areas were more likely to accept Medicaid patients. A decline in the

number of Medicaid patients treated over an eight year period in comparison with an increase in the

number of patients with dental insurance was also noted (19).

Cases of dentists being investigated by Medicaid enforcement offices and being found

guilty of fraud have been cited in the literature. Investigators who did not understand usual billing

practices classified providers as those out to take advantage of the program (2,20). Such

occurrences discourage many providers to participate in the program. Because of the

unwillingness of dentists to participate, Georgia attempted to pass a law that required dentists to

participate in Medicaid program as a requirement of their licensure (21).

A recurrent observation by the OTA survey was the low provider participation rate, 26

percent enrolled at that time in Texas. In general, those who did not participate in the program had

a more negative opinion about the program. They also found that those who left the program rarely

reentered. Barriers to care affecting provider participation included the structure and process of the

program. This covered all aspects from eligibility requirements to quality control. Other barriers

included low reimbursement rates, poor perception of the program by dentists and too much

paperwork (14).

6 • Sh:nificance of the Problem While the limited data on the EPSDT program show

there is need for improvement from both the patient and provider side it is only feasible to measure

reasons for lack of access to care from the provider side, in this study, because of a time constraint

5



and also lack of funding. Continuous input from providers for both TDH and NHIC, along with a

strong consideration for clients/patients will help strengthen the program,

E. DESCRIPTION OF THE PROJECT

1. Purpose of the Project As a result of state legislation mandating consolidation of

public health programs, the EPSDT dental program Fas transferred from the Texas Department of

Human Services (TDHS) to the Texas Department of Health (TDH) in September 1993. State

officials at TDH immediately implemented changes such as upwards adjustment of fee schedule,

faster claims processing, electronic billing potential and reduced documentation in billing

requirements. However, the agency would like to expand the provider base, thus providing

improved access to care for eligible clients/patients. The purpose of this study was to assess

provider perception of the EPSDT program at present, which could provide valuable baseline

information on where to begin to make appropriate changes. The planning phase of the study was

initiated in January 1994. A survey instrument was designed and submitted with the protocol for

approval by the Institutional Review Board (IRB) at the University of Texas Health Science Center

at San Antonio (UTI-ISCSA) during the same month. When approval was received from the !RB,

the questionnaire was distributed for pilot testing, supplies were ordered and the sample was

chosen. The first mailing was done in March 1994 and a follow-up mail out was sent in April

1994. The study was closed out May 6, 1994. The final paper was submitted to the Residency

Committee of the Department of Community Dentistry at UTHSCSA in October 1995. in partial

fulfillment of the requirements for the completion of the Residency in Dental Public Health.

F . PROCEDURES AND METHODS

1. Population to be Studied The study population consisted of a random sample of 500

dentists registered and practicing in Texas. Using computer generated random numbers, five

hundred dentists were selected from the total population of 7,964. Dentists aged sixty five and

older were considered to be less representative of the active practitioners, and were excluded from
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the study.

2. Materials and Methods The survey instrument used was a self-administered

questionnaire (Appendix). After pre-testing the questionnaire among a group of practicing

dentists, the questionnaire was refined for use in the study. The questionnaires were coded with

the client number. They were then placed in an outgoing envelope. The mailing also included a

letter signed by Dr. Nana Lopez, Bureau Chief ofDental Services at the TDH, explaining the

survey and requesting participation, and a return addressed stamped envelope. The first mailing

was done in March 1994. Coding of the data was begun as soon as the surveys were returned. A

second mailing was done four weeks later, in April 1994, to the non-respondents.

The first part of the questionnaire contained questions on general demographics,

information on age, gender, type and location of dental practice. The participants were then asked

to categorize themselves into one of three provider groups and to answer questions specifically for

their group. The first group (enrolled/active) was for those providers who were enrolled in the

EPSDT program and who had taken care of at least one EPSDT dental eligible client/patient in the

last year. The respondents who fitted the profile of the second group (enrolled/inactive) were

enrolled providers who had not delivered services to EPSDT dental eligible clients/patients in the

past year. The third category (not enrolled) was for those providers who had never been enrolled

in the EPSDT program. Each participant had the option of including their name and telephone

number, if they wished to be contacted

3. Data Entry and Analysis Data were entered into a microcomputer using the

spreadsheet program Excel. A random ten percent of all data were verified for coding accuracy and

the error rate was found to be very minimal. Statistical analyses were carried out by

microcomputer using Statview and Excel. Descriptive and analytical tests were included.

Frequency and percent distributions were the main form of descriptive statistics for categorical

data. For continuous data/variables such as age, means and standard deviations were used.

Contingency tables were constructed for the purpose of analytical/inferential tests and included a

dependent and independent variable. For example, type of provider was a dependent variable and
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location of practice (urban, suburban, or rural) was an independent variable. Chi-square tests of

association investigated any associations between dependent and independent variables.

G. FINDINGS

Two hundred and eighty questionnaires were returned, yielding a 56 percent response rate.

Of those responses, forty (eight percent) questionnaires were unusable. Six were full time faculty

members at teaching institutions who did not see EPSDT patients, two were recently deceased.

Five respondents said that they did not wish to participate and the remainder (N=27) returned the

envelope unopened. Thus, the effective response rate to the survey was 48 percent.

1. Demo2raphic Information The age of the respondents ranged from 28 to 64, with a

mean age of 50±9. The number of years in practice ranged from 2 to 42, with a mean of 22±5

(Table I). The study population was predominantly male, 93 percent, and only five percent

female.

Table II illustrates that most of the respondents were general practitioners, 79 percent. One

percent were endodontists, four percent were pediatric dentists, one percent were prosthodontists,

five percent were oral surgeons, nine percent were orthodontists, and one percent were

periodontists.

The highest proportion, 48 percent, worked in an urban location. Thirty-five percent

worked in a suburban location and 17 percent in a rural location. The majority, 81 percent, worked

in a solo practice with 19 percent in a group practice (Table III).

Sixty percent had a computerized system for other insurance billing and only 18 percent

billed electronically. Fifty nine percent had a computerized bookkeeping system. Forty nine

percent were able to track their claims using a computer. Some 42 percent had the same facility

for treatment planning. Forty six percent had a computerized system for referral tracking. Of

those who had a computerized system, 41 percent had a modern (Table IV). The three most

commonly used software programs were Softdent, Easydent and Palm Tree. Sixty percent of

offices were able to generate hard copy billing in American Dental Association (ADA) format. It

was not surprising to find that a significant number (p=O.017) of those who had a computerized
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billing system would also use electronic billing (Table V). A high number of offices, 66 percent,

billed other insurance claims manually.

Most of the respondents (64 percent), were not enrolled in the EPSDT program. Thirty

percent were enrolled and active participants of the program and six percent were previously

enrolled but currently not active in the program (Figure IA). When compared with current figures

for the total population of dentists in Texas, our sample had its highest proportion, 64 percent, in

the unenrolled group compared with 38.5 percent for the total population. There was also a major

discrepancy between the findings in both populations for the enrolled/inactive groups, 6 percent in

survey compared with 37 percent in the total dentist population (Figure lA, IB). A higher

proportion of the enrolled/active participants were specialists, implying that a high proportion of

general practitioners are not enrolled (p=0.003), as shown in Table VI.

The respondents were subdivided into two age groups, those younger or equal to forty-

nine years and those fifty (median) and above, for comparison by type of EPSDT provider. More

younger than older dentists were in the enrolled/active group. Conversely, more older dentists

were in both enrolledlinactive and unenrolled categories in the program. The enrolled/active group

had a significantly higher proportion (p=0.009) of younger practitioners than the enrolled/inactive

(Table VII).

Because of the small number of respondents in the enrolled/inactive group, these

practitioners were grouped with those not enrolled for the purpose of comparing location of

practice with type of provider. Urban and suburban areas were also grouped for this purpose. In

the unenrolled group, a significantly higher proportion than those in the enrolled/active group

(p=O.OOI)were practicing in urban and suburban areas (Table VIII).

2. Enrolled/Active Providers The number of patients seen by enrolled/active

respondents in the last year ranged from 2 to 5000, so the users were grouped as follows. Those

that saw 1-60 clients/patients were classified as very low users. Low users were those that saw

61-150 clients/patients. Providers who delivered services to 151-600 clients/patients in the last

year fell into the medium group and the high category was for those who treated 601-5000
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clients/patients in the last year. Forty six percent of the total enrolled/active group said they would

like to see more EPSDT clients/patients, 30 percent said they would not and 24 percent said they

weren't sure. About a third of the very low and low users said they would like to see more

clients/patients, with more of the medium (57 percent) and high users (44 percent) saying they

would like to.

Eighty-three percent of all enrolled/active providers agreed that increased reimbursement

rates would prompt them see more clients/patients. The same number also said that less

cancellations/no shows would help them see more patients (Table IX). More medium users agreed

with these two factors. Faster claims processing would make a difference for half the providers in

seeing more patients. Fifty percent said it would, and 50 percent said it would not matter. The

high users cared the least about it. On the other hand, the high users seemed to care most about

less appeals for claims, with only 43 percent of users overall saying it made a difference. Only

thirty four percent of respondents felt that fewer documentation requirements, or faster appeals

processing, were important factors in helping them to see more clients/patients.

When asked if they limit the number of EPSDT clients/patients, 72 percent said they did

not. Only 4 percent of enrolled/active providers said their name was not given out by the Regional

Human Services (RHS) office to new clients. Almost 34 percent gave their comments on manual

and electronic billing. The three most commonly cited comments were that they needed more

information, manual billing was easier, and concerns about the cost of electronic billing.

While 28 percent of those that responded said they would recommend enrollment to a peer,

nearly 15 percent said they would not. The most common reason for not recommending was poor

patient attitude/no shows. Other reasons cited include low fees and hassle with payment for non-

standard care.

Patient factors and National Heritage Insurance Company (NHIC) assistance were also

rated. NHIC is contracted by TDH to implement the EPSDT program reimbursement to providers

in Texas. Providers were most unhappy with appointment keeping, then low fees and patient

attitudes. They were most happy with promptness of payment, followed by NHIC assistance to
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the program (Table X).

4. Enrolledanactiye Group Of those providers in the enrolled/inactive group, 50 percent

said that low reimbursement, and too many patient cancellations/no shows were the reasons for not

delivering services during the previous year. A smaller proportion, 31 percent, felt that slow

claims processing and too many documentation requirements were reasons (Figure In. Too many

claims requiring appeals and slow appeals processing, was an issue with only 14 percent.

Twenty nine percent would like to see more EPSDT clients/patients, seven percent would

not and 50 percent were undecided. Some 85 percent of those enrolled/inactive providers were

unaware of the upwards adjustment of fee scale in January 1993. Ninety two percent were

unaware of the other changes, such as electronic billing, faster processing of claims and reduced

documentation requirements, made since the same time.

Factors that were important to prompt providers to reenter the program were decreased

patient cancellations/no shows and faster claims processing for 57 percent. Increased

reimbursement levels and fewer documentation requirements were claimed as motivating factors

for 50 percent. A decrease in the number of claims requiring appeals and faster appeals processing

were the least important factors with only 29 percent considering it. Figure III shows the

frequency distribution of desired program changes for both enrolled/active providers and

enrolled/inactive providers. Fifteen percent of the enrolled/inactive group said they would like a

personal conference, 45 percent said they would not and 29 percent said they weren't sure.

S. UnenroUed ProyidersProviders in the unenrolled category were given an opportunity

to share reasons why they were not enrolled in the program. The most common reason, given by

33 percent, was that they did not know about the program, 26 percent said low fees was the

reason, and 19 percent said they were not interested. Eight percent said they just did not wish to

participate, one percent had limited practices and did not see children and another one percent said

they were busy enough and did not need new patients. Some 11 percent cited too many

cancellations/no shows as a reason, eight percent said there was no demand in their area, and

another eight percent said there was too much hassle with paperwork (Table XI). Fifty nine
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percent of this group were not interested in a personal conference, 13 percent expressed an interest

in having a conference and 28 percent weren't sure.

H. DISCUSSION

While the effective response rate of 48 percent for the survey is low, it compares favorably

with other studies (17, 21). One consideration is the database of the State Board of Dental

Examiners, from which the sample was drawn included military and airforce personnel, and full

time faculty at teaching institutions who have no opportunity to participate in the EPSDT program

and could account for many of our non-respondents. Respondent bias was not assessed because

of a time constraint, but could be carried out by administering the questionnaire by telephone to 5

percent randomly selected non-respondents and comparing certain characteristics with the

respondents. Our finding that only 36 percent of providers were enrolled in the EPSDT dental

program was similar to a national survey which found a 39 percent enrollment in the Southwest

region and higher rates in other regions (17).

Our data were skewed in favor of the older practitioner with a mean age of 50. This

finding may reflect the older group's understanding of the value of their input and their eagerness

to have changes made. Age of providers is shown to be a factor influencing client/patient

treatment. Consistent with Lang's finding in Michigan, our study suggests that younger dentists

are more likely to be actively treating EPSDT clients/patients (19).

The high percentage of respondents in the unenrolled and the low percentage in the

enrolled/active group may be due to factors such as confusion about the differences in categories or

a reluctance to say they had previously been enrolled in the program.

The main purpose of this study was to provide baseline information to TDH to help them

make necessary changes to the program, which was achieved. However, the results must be

interpreted with caution. The following recommendations can be drawn.

1 . Education of Providers:

A primary task would be to increase the awareness of the EPSDT dental program among

dental students by implementation of seminars and lectures in the dental school curriculum. Every
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student as he/she graduates should be encouraged to participate. For those dentists, already in

practice, who do not know about the program, information could be provided. A personal

conference will be held with all those who requested it in this survey. While more practicing

dentists were located in urban areas, it was interesting to note that they were more likely to be

inactive in the program. This finding, also consistent with Lang's study (19), can be explained by

the demographic locations of the lower income families in rural areas. Dentists in these areas do

not have as much choice in their patients. Urban dentists are the ones to whom education about the

EPSDT program should be targeted. Since most providers are general practitioners and are least

likely to see EPSDT clients/patients, this group also warrants education.

Providers who see a lot of clients/patients should speak to unenrolled providers to

encourage their participation. Some motivating factors could include a patient no-show fee paid to

the provider by TDH and limiting EPSDT clients/patients to a certain percentage of time or day of

week. A bonus scheme could be implemented for rate of client/patient attendance, thus putting the

incentive on the dental office to encourage attendance and/or to complete treatment. Continuing

education courses could be provided on seeing children as young as one year old. Practitioners

should be supported in their challenge to introduce and implement a preventive course of action to

these families.

2 • Education of Patients:

Poor patient attitude/no shows must be addressed. The initial office visit could focus on

office structure, appointment keeping, treatment planning, and recall system. Brochures about

their entitlements and responsibilities could be distributed to patients. Encouragement of a positive

patient attitude by targeting people in contact with parents e.g. case workers from TDH, regional

dental directors, front desk people at dental offices, providers and school nurses should be done. A

preventive dentistry model, introduced to families, will give them a more positive perception of

dentistry, attenuate unknown amneties about dental care, and define and improve client satisfaction

factors. Thus, a reduction in the numbers of no shows and poor appointment keeping. can be

expected. Behavior change should be encouraged and the clients/patients need to be informed
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about their responsibilities as patients. Linkage with outreach workers to get patients in need of

transport to providers could also be considered.

3. Adjustment of Fee Schedule:

TDH must recognize that the fee schedule is a very major contributing factor to low

provider participation, even though only 50 percent of the enrolled/inactive group claimed they

were not seeing patients because of low fees. As mentioned earlier, fees were increased in January

1993 and yet 85 percent of those enrolled/inactive were unaware of the changes. It is essential for

the fee scale to be continuously adjusted in line with inflation and this information disseminated.

This may help to keep existing enrollees, increase the numbers of enrolled/active providers and

encourage participation of the unenrolled group.

4 . Claim Forms:

Claim forms and documentation requirements should be investigated. A more efficient

system with less hassle is required, which might improve provider participation. Appropriate hard

and software must be available to all providers.

I. CONCLUSION

The fmdings of the study are optimistic. Despite the limitations in extrapolating the results

to the general population, a number of findings are significant. Only thirty percent of the

enrolled/active group and only fifteen percent of the enrolled/inactive group said they would not

like to see more client/patients, which shows potential for expansion in the market for those already

enrolled. Also, a total of 28 percent of providers expressed a wish to have a personal conference.

One of the barriers to care identified by the OTA was the lack of available data on the

EPSDT program. This study is the first to provide data on the EPSDT dental program in Texas.

Also, in a paper prepared for Texas Senator Judith Zafarini, Dr. David Smith, Texas

Commissioner for Health, in September 1994, stated that ninety-four Texas counties have

shortages of EPSDT dental providers and recommendations for improvement were being made

(23). A follow-up survey should be carried out in three years to measure the effectiveness of any

changes made by WH. A survey to determine client/patients' concerns about the program is also
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indicated, since there are no such data available. Ongoing client/patient evaluation. and then

education is warranted to increase compliance and achieve better oral health outcomes.

Since all of the providers' main concerns are changeable, the aforementioned

recommendations may pave the way for increased participation in the EPSDT program by Texas

dentists. thus improving the oral health of the indigent population of Texas and helping TDH

achieve its oral health goals for the year 2000.

J. SUGGESTED CHANGES IF PROJECT WERE REPEATED

Overall, the study progressed in an acceptable manner. However, there was not enough

consideration given to the fact that the total population of dentists practicing in Texas does not have

a normal distribution. A simple random sample did not give a truly representative sample of the

total population. A stratified random sample according to age, location of practice and specialty is

required. Although there were two mailings sent, a higher response rate might have been achieved

if reminder cards were sent one week after the mailings.

Further questions could have been included on the survey instrument For example. for those

enrolled in the program, providers could be asked if they were satisfied with the services covered

in the Medicaid manual. While this did not seem to be a concern for the respondents. the

information could be very useful for TDH and NHIC when reviewing the Medicaid manual.

Also, more specific questions about billing practices need to be answered, for example. do

providers always write down their usual and customary fee. This fee is requested by NHIC and

has a direct bearing on how fees are adjusted. Failure to report this will cause fees to lag behind

rate of increase of usual and customary fees.

Reasons for participation in the program should be included to determine if providers

participate because of location of practice, use the program as a practice builder or because of their

social conscience and ethical stance. Providers' opinions on how to recruit providers would also

be helpful. A question on what criteria they use to limit EPSDT ctients/patients could also be asked

of those that do limit clients/patients.
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The findings of this study have been shared by Dr. Nana Lopez, Bureau Chief of Dental

Services, Texas Department of Health, with the Regional Dental Directors of TDH for use in their

recruitment of providers and also with staff from NHIC to use as a marketing tool. As a direct

result of the findings Dr. Lopez has spoken to the Senior Dental Students at the University of

Texas Dental Schools at San Antonio and Houston and at Baylor College of Dentistry at Dallas to

encourage their participation in the program.
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TABLE I

Demographic Characteristics of the Respondents

Age

Range Mean S. Deviation

928-64 50

No. of Years in

Practice

2-42 22 5

TABLE II

Percent Distribution of Type of Practice by Specialty

General/Family Practice 79.0%

Endodontics 1.0%

Pediatric Dentistry 4.0%

Prosthodontics 1.0%

Oral Surgery 5.0%

Orthodontics 9.0%

Periodontics 1.0%
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TABLE III

Percent Distribution of Location and Type of Practice

Urban 48%

Suburban - 35%

Rural 17%

Solo 81%

Group 19%

TABLE IV

Availability of Computer and Modem Facility Among
Study Population

Billing 60%

Bookkeeping 59%

Tracking of Claims 49%

Treatment Planning 42%

Referrral Tracking 46%

Modem 41%
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TABLE V

Potential use of EPSDT Electronic Billing by Respondents who have
Computerized Billing System

Yes 16 3 (16%)(84%)

NoYes

No 9 (47%) 10 (53%)

p=0.017

TABLE VI

Enrollment in the EPSDT Dental Program by Type of Practice

Enrolled/Active 47 (67%)23 (33%)

130 (84%)Not Enrolled 24 (16%)

p = 0.003
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Enrollment Status in EPSDT Program

Figure IA
Study Population

64%
Not Enrolled

6%
Enrolled/Inactive

30%
Enrolled/ Active

Figure IB
Total Population of Dentists in Texas

24.4%
Enrolled/ Active

37.1%
EnrolledlInactive

38.50/0
Not Enrolled
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TABLE VII

Association Between EPSDT Participation/Non-Participation
and Provider Age

Enrolled/Active 42 (60%) 28 (40%)

Enrolled/Inactive 3 (21 %) 11 (79%)

P= 0.009

TABLE VIII

Enrollment in the EPSDT Dental Program by Location of Practice

,' ..······~;<::::i~:::,}\','.';'·:::('···· ""}f':\~~":":~:' ,:,',;

,Urb~QJSuburcban
Enrolled/Active 48 (69%) 21 (31 %)

Not Enrolled 134 (87%) 19 (13%)

P = 0.001
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TABLE IX

Program Modifications Suggested by Enrolled/Active Providers to
see more EPSDT Clients/Patients

::::::::::::::;:::::::::::::::;:;:;::::::::::;;:;:"': ;::::::: :.;.;.;::: '........•.• .; ' :.;..... . ' .......•........• ' ' ;.:.:.;.:.:.;.:.:.:.:.;.;.:.;.>;. .....•..

:;~~:::::::'::i~i·:·I~;I)~':'~~I::·~:I~lif:i¢·~ti4fi:·:j:·:j:i:I:.i:::·:.::·::jlj·:::ii:i::.:::::::.:i·j~!·.::::.:j":':..:;::::'.::..:..:.::~.:::..::::j.

Increased reimbursement 83%

Decreased atient cancellations/no shows 83%

50%

Decrease in the number of claims re uirin 43%

Fewer documentation r uirements 34%

34%

Limit number of EPSDT clients/ atients 28%

TABLE X

Rating of EPSDT Client/Patient Factors and Administrative Factors

Very Unhappy Happy Very Happy

iAppointment Keeping 55% 31% 6%

Low Fees 47% 27% 17%

Patient Attitude 38% 34% 19%

iNHIc Assistance 12% 37% 39%

Promptness of Payment 23% 29% 41%
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Figure II
Reasons for not Delivering Services

by Enrolled/Inactive Providers
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Figure III
Program Modification Wishes of Enrolled/Active

and Enrolled/Inactive Providers
82
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E-Fewer documentation requirements
F-Faster appeals processing
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Appendix I

March 16, 1994

Dear Doctor:

Because we value your opmron, we hope that you will take just a few minutes to
complete the enclosed questionnaire. Your candid response will be most helpful as we
attempt to assess providers' perceptions about the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) Dental Program: a Medicaid federally mandated
health care program that provides payment for the early detection and treatment of
dental health problems for Medicaid/EPSDT clients under the age of 21 years.

The EPSDT Dental Program was transferred from the Texas Department of Human
Services to the Texas Department of Health (TDH) on September 1, 1993, as a result
of recent state legislation mandating consolidation of public health programs. We at
TDH are very interested in improving the program through improved access for patients
and expansion of our provider base. The questionnaire is being distributed to a small
group of randomly selected Texas dentists, whose responses will be invaluable as we
attempt to determine exactly what dentists think about the program, and begin' to
implement changes for its improvement.

A postage-paid envelope is provided for you to use to return the questionnaire, and we
request that it be returned by April 1 if at all possible. Please call Dr. Neula Porteous
or me at (512) 458-7323 if you bave any questions.

Thank you very much for your interest and participation.

Sincerely,

/1;1/[ YIJ2~'VL~d/
G:'M. Nana Lopez, D.D.S., M.P.H.
Chief, Bureau of Dental Health Services

An Eqwzl Employmmt Opportunity Employ"
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Appendix 2

UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT SAN ANTONIO
AND

TEXAS DEPARTMENT OF HEALTH

Provider Input Cor Improvement of the Early and Periodic Screening, Diagnosis, and Treatment
(EPSDT) Dental Program in Texas

Questionnaire

The purpose of the survey is to assess provider perception of the EPSDT dental program in Texas. It
includes general questions on demographics and billing, as well as separate sections for providers who are
currently enrolled and active in the EPSDT dental program, those who are enrolled and inactive, and those
who are not enrolled in the EPSDT dental program. Your cooperation in completing this questionnaire is
appreciated. The information collected will be handled confidentially, and no individual respondent will be
identified. Data will only be presented in an aggregate form. Please check the correct answer, or write it
wherever appropriate.

I.D.# (For office use only). _

1. Age:

2. Gender: o Male o Female

3. No. of years in practice:

4. Type of dental practice:

0 GenerallFamily Practice

or limited to:

0 Endodontics 0 Orthodontics

0 Pediatric Dentistry 0 Periodontics

0 Prosthodontics 0 Oral Pathology

0 Oral Surgery 0 Other (Please Specify)

5. In which of the following areas is your practice located?

DUrban o Suburban o Rural

6. Is your practice a:

o Solo

o Group
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7. Do you have a computerized system in your office for:

Billing 0 Yes 0 No 0 Don't Know

Bookkeeping 0 Yes 0 No 0 Don't Know

Tracking of claims 0 Yes 0 No 0 Don't Know

Treatment planning 0 Yes 0 No 0 Don't Know

Referral tracking 0 Yes 0 No 0 Don't Know

8. If you have a computerized system, do you have a modem? 0 Yes o No

9. If yes, would you provide us with the name of your software
package and vendor?

10. Can your office generate hard copy billing in American Dental DYes o No
Association (ADA) claim format?

11. Do you bill your other insurance claims by:

Manual billing 0 Yes 0 No o Don't Know

Electronic billing 0 Yes 0 No o Don'tKnow

Computer generated entry on a claim form 0 Yes D No o Don'tKnow

Other (Please Specify)

12. Are you:

a) An enrolled EPSDT provider who has taken care L1 Yes o No
of at least one EPSDT dental eligible client/patient
in the last year? (ENROLLED/ACTIVE)

b) An enrolled EPSDT provider who has not delivered DYes o No
services to EPSDT dental eligible clients/patients in
past year? (ENROLLEDIINACTIVE)

c) A provider who has not been enrolled in the EPSDT DYes o No
program? (NOT ENROLLED)

IF YOU ANSWERED YES TO 12 (a), PLEASE ANSWER QUESTIONS 13-24.

IF YOU ANSWERED YES TO 12 (b), PLEASE ANSWER QUESTIONS 25-29.

IF YOU ANSWERED YES TO 12 (c), PLEASE ANSWER QUESTIONS 30-32.
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OUESTIONS 13·24 ARE FOR ENROLLED/ACTIVE EPSDT PROYIDERS I
-------
13. How many EPSDT clients/patients (estimates are OK) have you seen in the

last month? . last year? _

14. Would you like to see more EPSDT clients/patients? DYes 0 No 0 Don't Know

_15. What changes could take place to help you see mor.c..EPSDT clients/patients?
(More than one of the following may be checked).

D Increased reimbursement

D Decreased patient concellations and/or no shows

o Faster claims processing

o Decrease in the number of claims requiring appeals

o Fewer documentation requirements

D Faster appeals processing

o Other (please Specify)

16. Is your office name and address given out by the
Regional Human Services office to new EPSDT
dental eligible clients/patients?

DYes ONo DDon'tKnow

17. Do you accept new EPSDT clients/patients on referral from:

(a) Regional Human Services office? DYes ONo o Don't Know

(b) Other dental providers? DYes DNo o Don't Know

18. Do you limit the number of EPSDT clients/patients that you DYes o No
have in active treatment?

19. Since the EPSDT electronic billing system is now available,
do you intend to utilize the system?

DYes 0 No 0 Not sure

20. Please give your comments/concerns on manual or electric billing of your claims.

21. Would you recommend enrollment in the EPSDT dental r.
program to a peer? .

DYes 0 No 0 Don'tKnow
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22. ffno, why not? _

The EPSDT dental program has undergone some changes in the last two years. Please rate the
changes 1 through S. (Ievery unsatisfactory, 2=unsatisfactory, 3=neutral, 4=satisfactory, S=very
satisfactory)

23. Please rate the following EPSDT client/patient factors:

Appoinonent keeping 1 2 3 4 5

Patient attitude 1 2 3 4 5

Other (Please Specify) 1 2 3 4 5

24. Please rate the following EPSDT administrative factors:

Fees/reimbursement level 2 3 4 5

Promptness of payment 1 2 3 4 5

National Heritage Insurance Company (NHIC) 1 2 3 4 5
assistance to the program

Other (Please Specify)

Name and Tel. no. (optional), if you wish to be contacted
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QUESTIONS 25·29 ARE FOR ENROLLEDaNACTIVE PROVIDERS

25. What is the reason you have limited or not delivered services to EPSDT clients/patients in the last
12 months? (More than one of the following may be checked).

o Low reimbursement

o Too many patient cancellations and/or no shows

o Slow claims processing

o Too many claims requiring appeals

o Too many documentation requirements

o Slow appeals processing
o Other (please Specify) _

26. Would you like to see EPSDT clients/patients? DYes 0 No 0 Don't Know

27. Are you aware of the various changes that have been made to
improve the EPSDT dental program such as:

Adjusted (upwards) fee schedule as of January 1993 0 Yes 0 No

Electronic billing potential 0 Yes 0 No

Faster claims processing 0 Yes 0 No

Reduced documentation in billing requirements 0 Yes 0 No

28. What program changes/modifications would prompt you to re-enter the EPSDT dental program as
an active provider? (More than one of the following may be checked).

o Increased reimbursement

o Decreased patient concellations and/or no shows

o Faster claims processing

CJ Decrease in the number of claims requiring appeals

o Fewer documentation requirements

o Faster appeals processing

o Other (please Specify)

29. Would you be interested in a personal conference on the
EPSDT dental program?

o Yes 0 No 0 Notsure

Name and Tel. no. (optional), if you wish to be contacted _
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OUESTIONS30·32 AREFORDEGtArlfmR¥r;70T ENROLLEDIN THE EPSDT

30. What are the reasons for your non-participation in the EPSDT dental program?

31. Would you be interested in a personal conference on the
EPSDT dental program?

DYes 0 No 0 Not sure

32. Is there anything else you would like to say about the dental program?

Name and Tel. no. (optional), if you wish to be contacted _
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Appendix 3

April 12, 1994

Dear Doctor:

We understand that you have a busy schedule; however, we hope that you or one of
your staff will take just a few minutes to complete the enclosed questionnaire. Your
candid response will be most helpful as we attempt to assess providers' perceptions
about the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Dental
Program: a Medicaid federally mandated health care program that provides payment
for the early detection and treatment of dental health problems for Medicaid/EPSDT
clients under the age of 21 years.

The EPSDT Dental Program was transferred from the Texas Department of Human
Services to the Texas Department of Health (TDH) on September 1, 1993, as a result
of recent state legislation mandating consolidation of public health programs. We at
TDH are very interested in improving the program through improved access for patients
and expansion of our provider base. The questionnaire is being distributed to a small
group of randomly selected Texas dentists, whose responses will be invaluable as we
attempt to determine exactly what dentists think about the program, and begin to
implement changes for its improvement.

If you have already returned the questionnaire, please disregard this letter.

A postage-paid envelope is provided for you to use to return the questionnaire, and we
request that it be returned by April2f if at all possible. If your schedule does not allow
you to personally complete the questionnaire, your receptionist or other designated staff
may complete the questionnaire on your behalf. Please call Dr. Neula Porteous or me
at (512) 458-7323 if you have any questions.

Thank you very much for your interest and participation.

~
S~~t7U.'iC~.> ,

M. Nana Lo::7~.s.,M.P.H.
hief, Bureau of Dental Health Services

An EqwzlEmploymmt Opportunity Empll7y~
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