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INTRODUCTION

In October 2013, oral health stakeholders from across the country came together to build a shared set of goals aimed at
transforming the U.S. oral health care system to support overall health and wellbeing. The stakeholders realized that some
fundamental approaches to social change would be required to achieve their vision for a health care system that

gives everyone equitable opportunities to be fully healthy.

Following the recommendations of the Surgeon General's National Call To Action To Promote Oral Health in 2003 and
national work initiated at the American Dental Association Access to Dental Care Summit in 2009, the stakeholders
determined that a network approach to change — one that engaged partners at national, state, and local levels — was essential
to accomplishing their goals. The value set that guided this approach was the belief in a just health care system that
provides everyone with equitable access to all types of health care, including oral health care.

From these conversations, a Network was born. Originally launching under the name Oral Health 2020, the Network went
through a branding process, arriving at its name today: Oral Health Progress and Equity Network (OPEN). With more than
1,400 members from national, state, and community-based organizations nationwide and in all 50 states, OPEN is the
largest social impact network of its kind and in the oral health space. Its diverse membership includes all key health care
system stakeholder groups, including: federal and state agencies and administrators; national, state, and local advocacy
organizations; policymakers; community-based organizations; providers and provider associations; payers; academics;
health professionals; youth leaders; and others. In keeping with the Network’'s commitment to diversity and inclusion, its
membership and leadership include the racial and ethnic diversity required to represent the full set of experiences of people
impacted by a broken system.

In 2014, the Network refined its future vision and goals, and built seven specific targets to achieve by 2020. The goals and
targets reflected two themes that the Network identified as essential to success: (1) framing oral health as health, and

(2) focusing on oral health across the lifespan. Supported by training from the Association of Black Foundation
Executives, the Network conducted a racial equity impact analysis that analyzed the goals and targets through an equity
lens, in order to design Network strategies that addressed equity from the start. In doing so, it aimed to counteract historical
and structural barriers to equitable outcomes, while avoiding unintended negative consequences of its work.

The following year, the Network developed a series of roadmaps that identified local, state, and national strategies to achieve
each goal and target. Together, the seven roadmaps represent the most comprehensive national oral health improvement
strategy developed to date. In 2016, the Network added a set of 2018 milestones to serve as indicators of progress toward
fulfillment of the targets as a result of implementing the roadmap strategies.

The Network launched an audit of the milestones In May 2018. This highly ambitious project entailed partnering with state
and grassroots representatives to collect relevant state-level data for every milestone in order to evaluate nationwide
progress. Target teams, each comprising Network members with relevant interests and expertise, provided guidance on
data collection and subsequently aggregated and analyzed the findings. (See "Methodology” for details.)

This report represents the progress of the Network toward the 2018 milestones based on the results of the audit. It discusses
the importance of each target to achieving oral and overall health across the lifespan, and then describes progress on

each milestone, driven by Network member efforts across the country. The report and its findings reflect the Network's
commitment to utilizing a network approach to social change and promoting equitable outcomes throughout its work. It
presents a clear picture of the Network’s progress and challenges, as well as successes of which members are proudest.

Moving forward, the findings shared herein will help the Network to identify what is going well, what needs more attention
and effort, and what approaches might need to be reconsidered. This process will inform changes to the Network’s strategic
plan for the next two years, in optimal support of achieving all targets by the end of 2020 and improving the health and
wellbeing of fellow community members nationwide.
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METHODOLOGY

DATA COLLECTION PROCESS

In July 2018, target teams for each of the Network’s seven targets were formed, comprising Network members with relevant
content expertise or interest, and facilitated by members of the Network Support Team (NeST). Each target team convened
virtually throughout the summer to develop uniform data collection templates for use by state and grassroots representatives,
relying on a template created by the NeST. The templates included: questions to identify progress toward each milestone;
data collection guidance and specifications; and fields for inputting answers to the questions, the data sources used for
each, and facilitating and hindering factors that affected achievement of each milestone.

Once the data templates were developed, the NeST shared them with state and grassroots representatives, who were asked
to gather the state-level information in partnership with stakeholders in their states. The target teams collected data for any
national-level milestones. Data collection took place in August and September 2018.

State and grassroots representatives submitted their findings to the target teams, which then aggregated, discussed,

and analyzed the data. The teams interpreted the results against the original intent of the milestones, arriving at an overall
progress determination, defined as follows: milestone could not be assessed (information collected was insufficient to assess
progress); little or no progress (insufficient evidence to demonstrate progress on the milestone); on our way (measurable
progress identified in the data collected); and milestone achieved (sufficient evidence exists to assert empirically that the
milestone was fulfilled as written).

STUDY LIMITATIONS

All of the data requested were empirically verifiable, yet given the lack of a comprehensive oral health measurement system,
limitations to data collection still existed. A wide variance of infrastructure in states led to space for individual judgments to
impact data collection. In states with robust oral health departments that include epidemiologists, for instance, much of the
milestone data are readily available. In states without access to such quality information, and even in those that do collect
it, the use of the data may be restricted significantly. As a result, data sources across states were not uniform.

In evaluating progress toward the milestones, target teams preserved the original language of the milestones as written
in 2016. This prevented redundancy bias, gaming the measures in any way, and inconsistency with intent. However, this
approach did not acknowledge shifting environmental conditions, learning and adaptation, and sensitivity to progress
achieved outside of the bounds of the original milestones. For example, the milestones were developed prior to the 2016
election cycle; strategies developed to promote the inclusion of an extensive dental benefit in Medicare were altered
significantly in response to the policy environment that followed. While significant progress was achieved toward the
Medicare target, the milestones do not capture that strategic pivot.

Due to the broad nature of the milestone language in many cases, defining the milestones operationally required restrictive
choices as well. Operational definitions also reflected the short project timeline, information available, and the data collection
agents. In many cases, this led to milestone measurements that are not comprehensive, yet still offer important information
about progress.

While many of the data used in this evaluation were self-reported, and the operational definitions of the milestones were
constrained by data collection feasibility, ultimately falling short of the rigor of an academic research design, this evaluation
is the most comprehensive assessment of national oral health improvement conducted to date. In all cases, conclusions
offered are cautious and reflective of the limitations of the data. As a progress assessment and a guide for future Network
strategy, the data contained in this report are robust; however, conclusions do not extend beyond the bounds of what can
be asserted reasonably based on observations contained in the findings.
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FINDINGS OF THE X[
N MILESTONE ASSESSMENT

OP

CHILDREN
[cNe VN Fradicate dental disease in children.

LA CRRN \ith a closing of disparity gaps, 85% of children reach age five without a cavity.

Why This Target Matters: The first five years of a child's life are critical to his development — cognitively, emotionally, and
physically. Oral health is no exception. The Surgeon General’s 2000 report, Oral Health in America, further told us that poor
oral health in childhood can affect children’s abilities to learn, eat, and socialize. Children who experience excellent oral health
in their early years are also more likely to have continued oral health across their lifespan. Conversely, childhood dental decay
is associated with poor oral health into adulthood.

Why It Takes a Network: Improving oral health care access and outcomes for children — particularly those from racial/ethnic
minority groups and low-income families — requires large-scale changes in multiple interdependent systems. The need for
involvement among these systems, including health care, education, public health, and government, reflects the numerous
environments and levers that can both obstruct and open doors to better access to care. Improving oral health for the
youngest children further requires engagement of health care teams led by obstetricians, pediatricians, and family medicine
providers, who interact with young children and their families.

The tragic and preventable 2007 death of 12-year-old Deamonte Driver in Maryland from an untreated tooth abscess that
led to an infection that spread to his brain underscores how the absence of a comprehensive and integrated approach falls
short. Before Deamonte’s death, individual stakeholders and organizations in Maryland had various ideas about how to improve
the oral health of low-income populations, but were all working separately on their own agendas — with little to no success.
The tragedy forced them to come together and shed their mistrust of one another and their siloed points of view about what
needed to be changed. Only then were they able to gain a comprehensive view of the problem in all parts of the system —
providers, schools, families, advocacy, and government — and create a set of systemic solutions. This multi-stakeholder
approach is especially needed because Medicaid is a federal-state partnership, calling for commitment, engagement, and
change at both levels of government. After those solutions were implemented, Maryland climbed from one of the 10 worst-
performing states to one of the 10 best in delivering oral health services to Medicaid-enrolled children.
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LOOKING THROUGH AN EQUITY LENS

Over the last generation, childhood tooth decay has been largely addressed in certain populations, but oral health care
utilization and outcomes remain a challenge among low-income populations and families of color. Consider:
- Among young children, disparities are greatest in children who are black, non-Hispanic, or Mexican-American.

- Even when controlling for insurance status, children from low-income families and those in racial/ethnic minority
groups are less likely than their more well-off peers to receive preventive oral health care.

- The rate of tooth decay among Hispanic and African-American children ages 2 to 8 is twice that of non-Hispanic,
white children.

- Preschool-age, Native American children experience four times as many cases of untreated tooth decay as their
white counterparts.

The "knee-jerk” reaction to these disparities is a set of pervasive misconceptions regarding their root causes. These include
the belief that some parents don't care about their children’s oral health or feed them unhealthy foods that fuel dental
disease. A shift in this narrative is needed for underlying and systems-based contributors to disparities to be recognized
and addressed. For example, children who cannot safely drink tap water in their schools or homes are forced to drink bottled
water and lose the benefit of fluoridated water systems. Some live in “food deserts” and are unable to consume a healthy
diet. Others do not go to the dentist because there are no dentists in their neighborhood (or none who accept Medicaid),
and/or they face barriers such as transportation to appointments, language, and dental office hours limited to traditional
business hours, when parents may not be able to miss work. All of these scenarios are structural inequalities that must be
exposed and addressed.

OVERVIEW OF CHILDREN’'S MILESTONE ACHIEVEMENT

ON OUR WAY: There is a 15 percentage point increase in the number of kids receiving oral health preventive services
from any health care provider on an annual basis by age two.

Progress toward this milestone was made, with a 6.8 percentage point increase nationally. According to CMS-416 data,

121 % of children ages 2 and under who were eligible for Early and Periodic Screening, Diagnostic and Treatment (EPSDT)
services enrolled for at least 90 continuous days in Medicaid received a preventive dental service in 2014. That percentage
rose to 18.9% in 2017. Further, only 12 states reported a decline in utilization over that time period; the majority of
states/territories saw an increase!

What helped us? Several factors drove progress: an increased focus on prevention; school-based screening, fluoride
varnish application, and sealant programs; and federal, state, provider, and other efforts to improve children’'s dental
care guality and access. A notable example was the CMS Oral Health Initiative, launched in 2010 to increase
preventive dental service and sealant delivery to Medicaid- and CHIP-enrolled children.

What held us back? The current oral health care delivery system structure does not prioritize prevention (e.g., reimbursement
and payment structures do not always incentivize prevention). Changing this requires cultural and structural shifts that
will take time. Further, many general dentists remain uncomfortable seeing very young children, and there simply are
not enough pediatric dentists to serve all children of this age.

ON OUR WAY: A detailed understanding of which populations have the lowest percentage of children reaching age
five without a cavity in each state will have been developed.

Data from Healthy People 2020 and the Centers for Disease Control and Prevention’s (CDC) National Center for Health
Statistics break down caries risk experience by race/ethnicity and family income nationally? These data demonstrate that
children from low-income families and/or those of color are more likely to experience a higher prevalence of dental caries
and untreated dental caries. However, states do not consistently measure caries prevalence for the 0-to-5 population, so
this understanding at the state level has not yet been achieved.

Tt is not clear which states’ increases were statistically significant.
2 Because the data reported from individual states came from different sources and were most likely measured in different ways, the target team reported the most reliable national data.
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https://www.cdc.gov/oralhealth/oral_health_disparities/index.htm
https://www.cdc.gov/oralhealth/oral_health_disparities/index.htm
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What helped us? Moving the Network towards this milestone has been states’ recognition that oral health surveillance
data disaggregated by age, race/ethnicity, and income level are necessary for determining how to target limited
resources, including public health funding. As states focus more on prevention, it is important to know how young
children are faring, and knowing who and where the populations with the greatest need are?

What held us back? Available data are very sporadic, inconsistent, and in many cases, outdated: most states
do not collect it into a centralized database at regular intervals. There is also a need for better referral processes and
integration of electronic health records (EHRs) to provide a true picture of what services children are receiving and where.

ON OUR WAY: There is a 15 percentage point increase in the number of non-dental providers that have delivered
preventive services, anticipatory guidance, education, and/or referral for continuous care for kids under age five.
Movement on this milestone is slow and ongoing, as evidenced by an increase in service delivery within Medicaid. Between
2014 and 2017, the percentage of children who were eligible for EPSDT services, enrolled for at least 90 continuous days in
Medicaid, and received an oral health service from a non-dental provider increased from 5.3 % to 8.0 %.

Notably, these data do not include children served by the Children’s Health Insurance Program (CHIP), private insurers, or
through public programs (e.g., the Women, Infant, and Children’s Program (WIC), Head Start, school-based programs) or
charitable sources that may not bill Medicaid for services. Data for services delivered through these channels are not available.
Further, the data speak to the percentage of children receiving services, rather than the percentage of non-dental providers
delivering these services, for which data are not available.

What helped us? A number of policies and changes fueled progress toward this milestone, such as: the U.S. Preventive
Services Task Force (USPSTF) determination that children ages 5 and under receive fluoride varnish application

from their primary care provider as a B-grade recommendation (i.e., to be provided with no cost-sharing under the
Affordable Care Act (ACA); Medicaid reimbursement for fluoride varnish application by primary care providers

in all states and the District of Columbia; CPT code (99188), which allows medical providers to bill for the service. Other
facilitating factors have been training of medical providers by state-based programs to provide preventive oral health
care services; online training for medical providers available through Smiles for Life and Colorado’s Cavity Free at 3;
and investment by national and state medical and dental associations in medical-dental collaboration and interdisciplinary
oral health teams.

What held us back? Factors preventing achievement of this milestone were: no private-payer reimbursement for these
services; the absence of a national registry for the data; minimal medical-dental collaboration; lack of dental referrals
available to medical providers, especially in Medicaid; and service delivery that is not billed, impeding data reporting.
And lastly, practice change is hard.

ON OUR WAY: 65 percent of kids under age five have access to consistent, evidence-based oral health care.

States continue to face barriers to this milestone, as evidenced by mean national rates of service utilization in Medicaid
that are well-below 50%. In 2017, utilization rates were 42% for any dental or oral health service; 38% for any dental service;
36% for dental diagnostic services; and 35% for a preventive dental service? A bright star on the map was Texas, which had
utilization rates in the 60’s for all of these measures.

What helped us? As noted above, the CMS Oral Health Initiative boosted progress on this measure. Additionally, the
U.S. Health Resources and Services Administration (HRSA's) Oral Health Strategic Framework (2014-2017) includes a
number of measures (e.g., the Perinatal and Infant Oral Health Quality Improvement Initiative) aimed at decreasing
early childhood caries and outlines partnerships with agencies such as the Administration for Children and Families.
Other efforts have been underway by the American Academy of Pediatrics’ (AAP's) National Center on Early Childhood
Health and Wellness, as well as the National Maternal and Child Oral Health Resource Center and the Association
of State and Territorial Dental Directors (ASTDD) in support of oral health programs through Head Start.

3 An example is the California state oral health plan, which calls for school districts to comply with the Kindergarten Oral Health Assessment (AB 1433). The importance of the KOHA was underscored by passage of
SB 379 in 2016, which strengthened the data collection and reporting procedures of the KOHA program.
4The target team explored service utilization among children enrolled in Medicaid, where access challenges are the greatest, as a proxy for access nationwide.
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https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
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https://www.aap.org/en-us/Documents/coding_factsheet_oral_health.pdf
https://www.ncbi.nlm.nih.gov/pubmed/28369904
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https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
https://www.hrsa.gov/sites/default/files/oralhealth/oralhealthframework.pdf
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https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/NCECHW/Pages/National-Center-on-Early-Childhood-Health-and-Wellness.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/NCECHW/Pages/National-Center-on-Early-Childhood-Health-and-Wellness.aspx
https://www.mchoralhealth.org/headstart/index.php
https://www.astdd.org/
https://www.astdd.org/
https://www.astdd.org/head-start-state-dental-hygienist-liaisons-information
https://www.cda.org/public-resources/community-resources/kindergarten-oral-health-requirement/ab1433-results
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201720180SB379

What held us back? Additional progress was hindered by frequent misalignment (or lack of incentives connecting)
payment and evidence-based practices; lack of medical and dental collaboration or integration; and the absence of
education and awareness-building aimed at current and prospective parents about the importance of oral health for
young children. Further, there is no agreed-upon, evidenced-based approach to oral health care for children.

ON OUR WAY: 90 percent of early childhood programs will deliver oral health education and prevention to the
children they serve.

National Head Start data suggest a promising level of engagement of young children? For example, 69% of children and
infants enrolled in Head Start are up-to-date on a schedule of age-appropriate preventive and primary oral health care;®
and 83% received a preventive care service in the past year?

What helped us? Factors supporting this milestone have been American Dental Hygienists Association (ADHA) dental
hygiene liaisons in each state; and Head Start's Brush Up on Oral Health newsletter and its oral health initiative. Many
states also have resources for early childhood learning and recognize that nutrition and good oral health are essential

to that.

What held us back? A key hindering factor is lack of data from early childhood programs outside of Head Start. Data are
needed from private schools to determine the full extent of needs.

LITTLE OR NO PROGRESS: Number of fluoridated communities increased by 10 percent and no communities
currently fluoridated eliminate fluoridation.

Assessing the first half of this milestone was not possible. Data on community water fluoridation (CWF) are reported voluntarily
by states to the CDC's Water Fluoridation Reporting System (WFRS) based on the number of persons receiving CWF, not
the number of communities. The most recent data are for 2014, when that number was 74.4 %8

Another way to measure progress is the number of communities experiencing challenges to CWF, including attempts to
remove it from the water, also known as rollbacks. The ASTDD has tracked this activity for each year beginning in 2014
see Figure 1. Its data show that the number of communities initiating CWF is very small. Over the four years reported,
CWF has been maintained about 78% of the time in the face of challenges. Notably, the number of challenges dropped
significantly in 2017. However, these data also show that the Network did not meet the second half of this milestone, as a
number of communities eliminated fluoridation in the past four years.

YEAR CWF CHALLENGES MAINTAIN ROLLBACK INITIATE
9

2017 48 39 80% 5

2016 89 63 70% 26 7

2015 84 69 82% 14 7

2014 88 72 81% 16 10
Figure 1

What helped us? Numerous factors have facilitated progress toward this milestone, as measured by maintaining CWF
in a high percentage of challenged communities and a reduction in the number of rollback attempts. For example:
- There has been increased investment and advocacy at the national, state, and local levels. Funders such as the
DentaQuest Foundation, The Pew Charitable Trusts, Arcora Foundation, and others have invested in
fluoridation advocacy.

- The American Dental Association and its National Fluoridation Advisory Committee have continued to stay on
top of the science of fluoridation, educate the public, and advocate for the practice.

5 National data are only available for Head Start programs, and not for all early childhood programs.

6 According to each state’s EPSDT schedule.

7Head Start does not report on the delivery of oral health education and prevention.

8 From 2008 to 2014, the percentage of the population receiving CWF increased by two percentage points.
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- The CDC continues to collect data and educate the public about water fluoridation.

- In 2012, the AAP adopted the Campaign for Dental Health, established by the Pew Charitable Trusts as the hub
of a network of advocates for CWF; and has invested in search-engine optimization of its website to “outrank” anti-
fluoridation information online. In addition, the American Fluoridation Society travels to local communities to train
and assist advocates contending with rollback attempts. Both organizations, working collaboratively and in different
sectors, educate the public, and promote the preventive benefits of CWF before rollback attempts occur. Local
advocates are drawing upon increasingly available resources such as these to promote and defend CWF.

- Awareness of children’s oral health disparities as a function of the social determinants of health has increased
among health care providers and the public.

What held us back? Factors slowing progress have been: competing priorities and a lack of funding for fluoridation
infrastructure; strong and influential national and local opposition organizations with effective online presences;
reluctance of local decision-makers to advocate for a contentious issue; and supporters’ failure to “drown out the noise”
of a small group of highly vocal opponents.

LITTLE OR NO PROGRESS: The U.S. Preventive Services Task Force includes an oral health strategy for prospective
parents and primary care givers.
No oral health strategy for these critical stakeholders has been put forth by the USPSTF.

What may help us? The USPSTF recommends that primary care clinicians prescribe oral fluoride supplementation
(starting at age six months for children whose water supply is deficient in fluoride) and apply fluoride varnish to the
primary teeth of all infants and children starting at the age of primary tooth eruption. This recommendation and the
role of primary care physicians in providing health education laid the groundwork for additional recommmendations
targeting prospective parents and primary caregivers.

What held us back? Direct advocacy of the USPSTF for a strategy that targets prospective parents and primary
caregivers has not occurred, at least not with a consistent and cohesive voice. No one has taken the lead to harness
the power of the Network to do so.

CELEBRATING OUR SUCCESS

With the majority of this target’s milestones in view, there has been meaningful progress toward eradicating dental disease
in children. There have been consistent improvements in oral health care access rates; a continued reduction in caries
experience in young children; and ongoing interest, discussion, and programs in federal and state agencies to improve
access to dental care for Medicaid-enrolled children. The USPSTF recommendation that children ages 5 and under receive
fluoride varnish applications from their primary care provider was also significant, requiring all insurers that participate in ACA
marketplaces to reimburse physicians for this service.

In addition, there is momentum for improving children’s oral health through: medical-dental integration and collaboration;
lifting up consistent, evidence-based oral health care as necessary to a child’s overall health; and improving oral health
education and messaging to be targeted and delivered through multiple channels.

Looking ahead, a full and complete picture of collective impact and areas for future focus calls for consistent, reliable, and
stratified data.
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SCHOOLS
CNo VNS |ncorporate oral health into the primary education system.

i

LSRR The 10 largest school districts have incorporated oral health into their systems.

Why This Target Matters: School systems build the foundation for happy, healthy, The school districts included
and successful lives by providing education, supporting social development, and in this target are:’
improving children’s health and wellbeing. They enhance a child’s ability to grow, « Broward County Public Schools (FL)

learn, thrive, and establish lifelong healthy habits, by offering health education and . Chicago Public Schools (IL)
connections to health care services. While all primary education systems provide

health education, oral health is largely absent from the topics and services included. + Clark County School District (NV)

« Hawaii Department of Education (HI)
The implications of oral disease for children extend to their overall health, self-image, + Hillsborough County Public Schools (FL)
and quality of life, and affect their ability to be successful in school. Oral discomfort
and pain can impact a child’s ability to pay attention, learn, and perform well
academically. At the same time, schools are optimal settings for improving oral + Los Angeles Unified School District (CA)
health, relying on community-based and person-centered care models. Through - Miami-Dade County Public Schools (FL)
existing educational and communication channels with students and families, as
well as care delivery facilities, school-based oral health strategies can be one of
the most effective ways to reach children most at-risk for oral disease. Critical to - Puerto Rico Department of Education
their success, however, is obtaining parental consent for student participation School District (PR)
which is challenging.

- Houston Independent School District (TX)

« New York City Department of Education (NY)

Consent allows for students to access the spectrum of service options where they
spend most of their day, at school, while parents stay at work or at home. School-
based oral health services also teach students the importance of oral health as
part of overall health.

A school-centered, cross-sector collaborative strategy has the potential to:
1. Increase oral health literacy among a population of high-risk children.

2. Build lifelong knowledge, skills, and habits that are essential to oral health.

3. Address powerful determinants of oral disease such as family and
peer influences.

4. Ensure systematic delivery of age-targeted, preventive services such
as topical fluoride and dental sealant applications.

5. Integrate oral health with behavioral health and primary care within
the school environment.

6. Create care-management systems to help families navigate community
services and connect children to a dental home.

9 0f the 10 targeted school districts, Broward County, Hawaii, and Puerto Rico did not participate in the learning collaborative led by the School-Based Health Alliance, which was the focus of the target, in year one. Miami-Dade
participated during the first year only.

10 Stakeholders working on this target viewed consent as a proxy measure for access to care. At the start of this work, it was discovered that many of the districts provided oral health services, but had consent rates below the
national average. In order for programs to get care to the students and remain sustainable, higher consent, and thus access to services, was needed.
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Why It Takes a Network: An underlying aim of the schools goal and target is to create agreement on how oral health should
be integrated into primary education systems. Doing so calls for engagement across multiple stakeholders and stakeholder
environments. These encompass school nurses, administrators, and care providers, as well as parents/caregivers, teachers,
after-school providers, students, insurers, and others. Their individual and collective perspectives, as well as experiences
with failed and successful approaches, are needed at the table.

The target focuses on the country’s 10 largest school districts because they have the resources and scope needed to test
strategies and bring them to scale. They are also diverse in their approaches and expertise, which they share with others in a
learning collaborative that was launched in 2016 as the primary vehicle for achieving the target.

LOOKING THROUGH AN EQUITY LENS

In lower-income areas, oral health disparities are exacerbated due to social injustices and inequalities, both historical
and contemporary. People of color, particularly black and Hispanic children, carry an unusual burden of dental caries and
periodontal diseases, which are preventable. Cultural and/or language barriers also influence signing and understanding
consent forms, nutritional counseling, and home care practices. The focus on obtaining parental consent for services
addresses a key equity challenge. Parents who are more engaged and involved in their children’s schools — who are
disproportionately in higher socioeconomic brackets — are more likely to give consent.

The 10 school districts included in this target present meaningful opportunities to better understand and address disparities.
Many districts, such as Los Angeles Unified, encompass both urban and rural areas, and many serve student bodies with
wide-ranging incomes. All of the districts have diverse populations and high rates of participation in the Free and Reduced
Price School Meals, which is a good example of targeted universalism. These are also school districts with highly mobile
family units.

OVERVIEW OF SCHOOLS MILESTONE ACHIEVEMENT™"

ON OUR WAY: X%" of schools in districts are delivering oral health services in the 10 districts.

Across the responding districts, an average of half (51%) of schools offer access to oral health education services; about one
third (32%) offer preventive oral health services, such as fluoride varnish and/or sealants; 13% offer access to restorative oral
health services; and 14% offer access to oral health case management or case navigators.

What helped us? The work of one central organization, the School-Based Health Alliance (SBHA), to advance school-
based oral health in these districts has been the primary supportive factor. By leading the learning collaborative de-
scribed below, SBHA worked diligently to advance great work already underway in the districts, focused primarily on
increasing rates of parental consent for oral health care service delivery.

What held us back? For all milestones of this target, additional progress was hindered by a number of factors. First,
oral health is often buried deep in educational curricula, where changes take time, and resources are often beyond
the scope of the school or district. Second, SBHA's learning community model utilizes “on the ground” approaches and
small tests of change, often without explicitly addressing policy barriers. Another challenge was actually measuring
impact, as there are tremendous barriers to linking student and health data.

ON OUR WAY: National learning collaborative has created measurable district-wide improvement in cross-

cutting policy barriers in the 10 districts.

In a recent survey of learning collaborative participants, all reported that the initiative’'s change ideas around school district
policy, administration, staff engagement, community/school partner engagement, and oral health education for students
and families to be either somewhat or very successful. These drivers were used by many of the districts, mostly to change
approaches to obtaining consents — practicing small change rather than pursuing big policy change. Examples included a
five-year consent policy and inclusion of consent forms in back-to-school packets.

1 Data for this target reflect responses from seven of the 10 targeted school districts. Data were not submitted by Miami-Dade, Broward County, or the Puerto Rico Public School Systems.
12 A target percentage for this milestone was never identified.
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What helped us? A number of factors advanced progress toward reducing policy barriers, including: (1) a focus on
relationship-building with school administrators, teachers, and pupil-support professionals; (2) family engagement;
(3) pursuit of community-based partnerships; and (4) use of data to test the effectiveness of small changes.

What held us back? A major component of the learning community was “meeting school teams where they were” and
supporting their choices to work on specific drivers of change. Most teams implemented small increments of change at
the site, rather than district-wide. As they achieved success, they tried “spreading” ideas to other schools in the district.
The teams often did not include a district representative who could facilitate broader conversations about policy.

ON OUR WAY: The Network has adopted the defined parameters of oral health integration into primary education.
Seventy-one percent of Network organizations that are engaged in school-based oral health issues are aware of the
framework for oral health integration in schools This framework, created by SBHA, proposes five complementary
components along the continuum from preventive oral health services to treatment of oral disease, namely: (1) oral health
education; (2) oral health screening; (3) oral health preventive care; (4) care coordination and linkage to community-based
oral health care; and (5) oral health treatment in schools. Most organizations reported full implementation of the frame,
primarily through education and a broad range of clinical applications such as fluoride varnish, sealants, restorative care,
and care coordination.

What helped us? SBHA and the Network led a comprehensive effort of oral health experts to define the parameters of
the framework. This engendered the buy-in needed among key organizations to advance subsequent dissemination
and adoption.

What held us back? While many organizations are aware of the parameters, additional work is needed to more fully
disseminate them. Prompting adoption is an even heavier lift, requiring further strategizing among national organizations.

ON OUR WAY: All 10 districts include oral health in their wellness policy.

Half of the 10 districts — Chicago Public Schools, Houston Independent School District, Los Angeles Unified School District,
New York City Department of Education, and Hillsborough County Public Schools — address oral health in their wellness
policy™ Five districts include oral health education; care coordination and linkages to community-based health care; and/or
preventive oral health care; and four districts address oral health screening and/or oral health treatment in schools.

What helped us? Factors that advanced the milestone include: support from the administration; an oral health assessment
policy; promotion of services and parental consent; collaboration among the school district, city department of health,
and other oral health stakeholders; grant funding; and partnerships with academic institutions and the community.

What held us back? Hindering factors to additional progress included: teachers’ abilities to opt out of oral health
education classes; school principals’ abilities to choose not to offer oral health care services in their schools; having
only one mobile unit that provides treatment across multiple schools; and insufficient funding.

LITTLE OR NO PROGRESS MADE: Consent rates for student participation in oral health programs in the 10 largest
school districts has increased by 20 percentage points.

Chicago Public Schools saw increased consent rates for the six schools in its pilot program, but consent rates across the
reporting districts decreased overall.

What helped us? Promising approaches noted by responding districts included community partnerships; offering
incentives to schools for rates of consents; dentists’ willingness to see any student with a positive consent, regardless
of insurance status; and clear language on consent forms to define sealants and reinforce that there is no cost for
services to families.

What held us back? This milestone was particularly challenging due to: the absence of program champions in schools;
fear among families with undocumented members; low knowledge levels about the importance of preventive care and
restoration; concerns about potential costs; inadequate assistance with Medicaid enroliment; lack of school interest in
oral health; no funding for oral health investment; and competing mandates and priorities.

13 Finding reflects a survey conducted in September 2018 of 92 Network members who subscribe to the Schools Community on the Network’s Socious platform.
14 The answer is unknown for the remaining five school districts..
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CELEBRATING OUR SUCCESS

With leadership from SBHA, the Network is on its way to meeting four of this target's five milestones. School districts
participating in SBHA's learning community are representative of the broader nation, therefore successes and failures
within their tests of change are likely to be applicable in most districts, making the “spread” of successful initiatives possi-
ble. The "cross-pollination” of learning among districts was also tremendous — allowing them to develop and share creative,
simple, and cost-effective ways to engage with schools, students, parents, and providers. One example was posting a
simple dry-erase board that says “the dentist is coming on XXX date” in the front office, which was very effective at
engaging school staff and students in Chicago.

In addition to fostering cross-district learning, work toward this target produced the framework for oral health integration
in schools, guided by the varied programs, services, and unigue collaborations among school districts, public and private
providers, and families. This framework was needed for schools to design and “scale up” their programs.

Some districts, as well, did take on policy challenges, both prior to and through the work of the learning collaborative.
The Future Smiles program in Clark County determined how to tie student ID numbers to their dental records, in order
to track their overall long-term health. Future Smiles also implemented a five-year consent, approved through the school
district's legal department. This was approved recently to serve all students enrolled in one of the district’s schools,

along with their siblings (regardless of school enroliment). New York City focused on passive consent; and Los Angeles
took on implementing mandated oral health assessments for kindergartners and mapping providers to facilitate

care coordination.
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MEDICAID
WS |nclude an adult dental benefit in publicly funded health coverage.

IV HCA SN At least 30 states have an extensive Medicaid adult dental benefit.

Why This Target Matters: While access to extensive dental benefits through publicly funded health coverage is the most
effective way to support equitable access to care, less than half of states cover critical oral health services for adults in
Medicaid. Prevalence of untreated dental caries is accordingly much higher among lower-income adults — 42% for those
at or below 100% of the Federal Poverty Level (FPL), compared to 17% of those with incomes of 200% of FPL or more.

Given the connection between oral and overall health, the impact of this inequitable access to care is great, even more so
for Medicaid beneficiaries. Adults served by Medicaid have higher prevalence of chronic diseases that may lead to and be
exacerbated by oral disease. Serious gum disease may affect blood glucose control and contribute to the progression

of diabetes, and having deep cleanings (i.e., root planing and scaling) performed by an oral health care provider can help to
lower HbA1c levels. Extensive dental coverage can thus drive improved clinical and quality-of-life outcomes, while potentially
reducing Medicaid costs.

Other issues that underscore the importance of an extensive Medicaid dental benefit are:

- Healthy pregnancies and birth outcomes — Women with better oral health before and during pregnancy have more
positive birth outcomes than those without it: pregnant women with periodontal disease may be up to eight-times more
likely to deliver prematurely, and over 18% of preterm low birth weight babies may be attributable to the disease As
Medicaid pays for nearly half of all births in the U.S., the oral health of this population is of particular importance
to the program.

- Impact on children — A child is four-times more likely to visit a dentist if a parent does so. If the child’s preventive
dental care begins by age one, dental care costs during preschool years are 40% lower.

- Avoidable and costly use of emergency departments (EDs) — Each year, two billion dollars are spent in the U.S.
on ED visits for dental care; in most cases, these needs could have been addressed in community settings if dental
coverage were provided.

- Employability — Almost one third (29%) of low-income adults (below 138% of FPL) say the appearance of their mouth
and teeth affects their ability to interview for a job, compared to 15% of those with incomes above 400% of FPL.

« Nutrition among nursing home residents — An unhealthy mouth with decayed or missing teeth makes proper
nutrition difficult. For nursing home residents in states without an extensive dental benefit, this can exacerbate health
issues and drive expenses for Medicaid, which covers 62% of nursing home residents nationwide.
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Why It Takes a Network: Given that Medicaid dental coverage for adults is optional for states, coverage decisions are subject
to the support of governors and state legislatures. State experiences have shown that a broad spectrum of advocacy is needed
to convince these decision-makers to increase coverage. For example, one of the strongest “voices” in Virginia's successful
efforts to enact an extensive Medicaid dental benefit for pregnant women came from obstetricians. They joined traditional oral
health stakeholders such as the state’s oral health coalition on legislative visits and attested that good oral health was
necessary for their patients to have healthy pregnancies.

The state-level nature of decisions about Medicaid adult dental coverage further calls for a network approach that facilitates the
sharing of best practices and cross-state problem-solving. Messages, outreach tools, approaches to data analysis, and other
strategies that have proven successful in one state can be adapted and adopted by others.

LOOKING THROUGH AN EQUITY LENS

Individuals enrolled in Medicaid — whether they qualify based on income or health needs — have an increased likelihood of
health disparities. Low-income populations have less access to a number of things that others take for granted, such as health
care, transportation, employment, and healthy foods. Medicaid beneficiaries are also disproportionately members of racial and
ethnic minority groups, who represent 58% of non-elderly Medicaid beneficiaries in the U.S., but only 39% of the overall
non-elderly population. The prevalence of dental disease and tooth loss is disproportionately high among low-income
populations; and racial and ethnic disparities are further pronounced. Utilizing a health equity lens is essential to eliminating
these disparities. Arguments are often made for reduced coverage for Medicaid beneficiaries as a tool to minimize public
health care spending. Yet, insufficient coverage or access to care often further disadvantages Medicaid recipients,

potentially driving worse outcomes and higher costs.

Disparities in the Medicaid population are also more pronounced among individuals with physical or cognitive disabilities,
who are disproportionately represented: more than one in three non-elderly adults under age 65 enrolled in Medicaid
has a disability. Not having a healthy mouth and living with oral pain can exacerbate their existing inequities.

OVERVIEW OF MEDICAID MILESTONE ACHIEVEMENT

MILESTONE ACHIEVED: Four states increase the level of covered services for all Medicaid-eligible adults.

Since 2014, 20 states increased the number of dental services covered for Medicaid-enrolled adults, and 26 did not. Frequently
mentioned services that were added to coverage included silver diamine fluoride, periodontal services, and sedation. Twenty-
seven states responded that an expanded set of services is covered by one or more contracted managed care organizations
(MCOQOs)

What helped us get here? The overriding factor facilitating the Network’s far-surpassing this milestone was strong and
engaged advocates, including state oral health coalitions. Also playing a role were: strong relationships with legislators,
policymakers, and government officials; community engagement and participation; proactive Medicaid directors and state
dental directors; use of managed care models; funding; and an understanding of the return on investment.

What held us back? In states where benefits were not expanded, a lack of funding was, by far, the most frequently cited
barrier® States also noted lack of support from the governor, cabinet members, legislators, and other policymakers; absence
of consensus among stakeholders; and the length of time needed to educate policymakers, especially given their high
turnover rates.

15 Some respondents may have answered “yes” simply if the state contracts with an MCO, and not necessarily if the MCO covers a more extensive set of services than does the state itself.
16 In some cases, however, it may be that the states are not prioritizing the use of limited funding on oral health.
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MILESTONE ACHIEVED: Four states have enhanced the oral health benefit offered to specific eligibility categories
in their Medicaid program.

Twenty-one states increased coverage of adult dental benefits for the Medicaid eligibility groups of pregnant women? (10
states), adults with an intellectual/developmental disability (six states), the elderly (three states), or the Medicaid-expansion
population (two states). In several states, increases pertained to varied services and/or the annual expenditure cap. Eleven
states noted that an expanded set of services is covered by one or more contracted MCOs.®

What helped us get here? Factors facilitating achievement of this milestone included legislation, advocacy efforts,
and collaboration.

What held us back? In states where coverage for these groups did not expand, impediments included funding and state
budgets; politics/partisanship; and impediments (e.g.. low reimbursement rates and administrative requirements)
to providers' participation in Medicaid.

MILESTONE ACHIEVED: A comprehensive set of resources and supports exists for any state to implement

an advocacy campaign to increase coverage.

Most states have access to state-specific talking points, fact sheets, and prepared testimony, with the common themes of

the economic and overall importance of oral health. Other available resources are a state-specific website produced by the
state dental association, patient stories, and advocacy toolkits. Respondents cited a variety of state partners (most commonly,
state coalitions, dental societies, and the Primary Care Association) as coordinators of these resources, and suggested that the
materials are generally current.

At the same time, unmet needs include assistance accessing, compiling, and analyzing ED data; utilization data; and a cost-
benefit analysis. Further, while helpful resources exist from state and national organizations, not all states are accessing them.
Itis unclear if this is because they are unaware they exist or are unsure how to customize, augment, and use them.

What helped us get here? The availability of comprehensive resources and supports for state advocacy around Medicaid
adult dental coverage has been advanced by coordinated messaging; Medicaid dental as a shared priority among
many partners; national partners’ creation of tools that can be customized easily; and states’ willingness to share tools
and resources.

ON OUR WAY: The Network adopts a definition of an extensive Medicaid adult dental benefit.

In 2014, Network members formed a workgroup™ to develop a rubric for assessing whether a state’s Medicaid dental benefit

is “extensive.” Its intent is to replace the currently used definition of “extensive,” which relies on the number of services
covered and caps on expenditures, with one that calls for coverage of specific services with recommended frequencies
across various categories of care. The new rubric more accurately defines an extensive dental benefit as “one that provides
coverage for a range of dental procedures considered adequate for the prevention of disease and promotion of oral health,
the restoration of oral structures to health and function, and the treatment of emergency/urgent conditions for adult Medicaid
beneficiaries...” It will: (1) capture point-in-time information at the state level about specific adult dental procedures covered by
Medicaid; (2) better enable states to evaluate the extensiveness of their Medicaid adult dental benefits and serve as a self-
assessment tool to identify specific opportunities for improvement; and (3) promote understanding of the term “extensive.”

Development of the rubric has involved several iterations of the scoring tool itself, as well as a user’s guide. It is currently being
tested by state Medicaid agencies across the country.

What helped us? Leadership from organizations participating in the core workgroup, as well as willingness from other
national and state-level experts in the field, contributed to the strong progress made.

17 Some states have dental coverage for pregnant women ages 19-20 and consider those to be adult benefits, though some states would consider this to be under the umbrella of EPSDT coverage.

18 Some respondents may have answered “yes” simply if the state contracts with an MCO, and not necessarily if the MCO covers a more extensive set of services than the state.

19 Core group members have included representatives from the ADA Health Policy Institute, American Network of Oral Health Coalitions, Center for Health Care Strategies, DentaQuest Foundation,
and National Academy for State Health Policy.
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What held us back? Given the potentially far-reaching impact of this tool and its use, and the lack of a clear consensus
around what specific services (and the frequency of their delivery) are most critical to oral health, this has been a long
and challenging process. Input from a wide range of stakeholders beyond the core workgroup was solicited, considered
closely, and incorporated into iterative drafts of the rubric. This process, followed by the current testing phase, will help to
ensure its validity and usefulness, but it also takes time.

LITTLE OR NO PROGRESS MADE: No states have rolled back Medicaid adult dental coverage.

Three states — Montana, Nebraska, and Wyoming? — reduced dental coverage for Medicaid-enrolled adults since 20142
Rollbacks included loss of coverage for services such as dentures, fillings, and crowns, as well as a decrease in annual
spending caps.

What helped us? Additional rollbacks were likely prevented by the factors that facilitated expansion in the above-
referenced 21 states.

What held us back? Challenges to preventing rollbacks are rooted in the benefit being optional — it is often and relatively
easily one of the first benefits to be cut when savings are needed.

CELEBRATING OUR SUCCESS

Progress toward the Medicaid milestones has been very strong. The Network achieved three of the five milestones and is on
its way to meeting another. The most impressive and promising findings were 20 states’ increases in covered services for all
Medicaid-eligible adults, and 21 states’ coverage increases for specific Medicaid eligibility groups. This happened during a time
of great uncertainty about the future of the Medicaid program and other funding related to the ACA, suggesting strong will
among states and other stakeholders to maximize coverage and access as long as laws and resources allow.

20 Montana eliminated coverage for crowns and dentures; Nebraska reduced its expenditure cap by $250; and Wyoming eliminated coverage for dentures and fillings.
21 The Medicaid target team contacted any state that indicated it did not increase coverage between 2014 and 2018 to see if it had a decrease during that time period.
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MEDICARE
WS |nclude an adult dental benefit in publicly funded health coverage.

IV A =MW Medicare includes an extensive dental benefit.

Why This Target Matters: We count on Medicare to support our transition into the later stages in life and help keep us healthy,
yet millions of aging Americans are shocked to learn that Medicare does not include any oral health benefit. This is particularly
problematic for older, low-income adults who live in states without an extensive dental benefit in Medicaid and lack the resources
to purchase commercial coverage or pay out-of-pocket for care. Aimost 60% of low-income, older Americans lack dental
insurance, and 80% of those uninsured cannot afford to pay for major dental procedures themselves. Even with coverage
or other resources, older adults struggle to access care: 33 million live in dental provider shortage areas. Not surprisingly
then, about half of older adults have untreated cavities; 30% are missing some or all of their teeth; and 23% have
severe gum disease.

Oral disease can contribute to the severity of comorbidities, such as diabetes and cardiovascular disease, which have higher
prevalence rates among older adults. One way this happens is by preventing the proper nutritional intake needed to
stay healthy. Lack of regular dental care can also directly lead to poor disease control: there is an association between

gum disease and several serious health conditions. Older Americans are also more likely to have dementia, a condition
associated with elevated rates of oral disease, and face greater barriers to self-care, including a decline in motor skills.
Together, these risks and comorbidities make a Medicare dental benefit critical to older Americans’ overall health and quality of
life. To wit: 86% of likely voters among the general public support the idea.

Why It Takes a Network: A network approach to including an extensive dental benefit in Medicare is critical for several
reasons. To begin, Medicare program changes on this scale require a number of federal legislative actions. As reported in Oral
Health America’s 2018 white paper, An Oral Health Benefit in Medicare Part B: It's Time to Include Oral Health in Health
Care, these include first and foremost, removing the statutory exclusion of oral health benefits from the Medicare program that
appears in Section 1862(a)(12) of the Social Security Act. Legislation would also be needed to establish dental coverage

in Medicare Part B and allow for payment of services covered by the benefit; dental services would need to be defined in the
Medicare statute; and sections addressing provider payment would need to be amended. Lastly, CMS would require authority
to promulgate any regulations needed to implement and administer the new benefit. These changes would represent a
tremendous shift in both the mindset of legislators and the scope of a long-established program, calling for voices from a

large and diverse set of stakeholders.

Movement toward this target has been, and will continue to be, a slow and measured process, with many incremental steps
taking place at state and community levels. Leadership from state oral health coalitions, providers, community-based
organizations, and state legislative champions — aligning their messaging and efforts — is needed to effect such change.

Lastly, determining the optimal benefit design around which stakeholders will rally and request of Congress demands that they
reach consensus. A network-based approach that draws from the unique expertise and perspectives of key stakeholders is the
necessary path for doing so.
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LOOKING THROUGH AN EQUITY LENS

Access to extensive dental benefits through publicly funded health coverage is the most effective way to support equitable
access to oral health care. Unlike Medicaid, Medicare is not based on income and is available to anyone age 65 or over based
on his own or his spouse’s work records. As there is robust provider participation in Medicare, the program equitably enables
access to health benefits to a growing older population regardless of demographic characteristics and health status. While this
allows for a healthy end of life in many respects, without oral health coverage, only seniors who can afford additional expenses
will be able to reliably access needed care. In long-term care settings, where many residents require assisted living, lack of
dental coverage leads to exacerbated comorbidities in addition to specific oral health complications. Medicare is

designed to provide equal access for all participants who have left the workforce; without dental coverage as a part of this,

the intended effect of Medicare cannot be fully realized. If not addressed, this will only widen disparities in outcomes.

OVERVIEW OF MEDICARE MILESTONE ACHIEVEMENT

ON OUR WAY: The Network has adopted a consensus Medicare dental benefit design.

Though there has not been Network adoption of a consensus benefit design, Oral Health America’s white paper, An Oral
Health Benefit in Medicare Part B: It's Time to Include Oral Health in Health Care, written in partnership with the ADA,
Center for Medicare Advocacy, Families USA, Justice in Aging, and the Santa Fe Group, presented a consensus approach
endorsed by these leaders in the field. Through the paper, whose authors are all Network members, this diverse group of
stakeholders illustrated their support for a particular benefit design, which will be vetted with the broader Network.

What helped us? Factors that facilitated significant progress toward this milestone included: alignment among a core
group of national organizations; awareness among stakeholders that Medicare dental benefits are an important issue
among their constituents; and strong support for the benefit among older adults.

What held us back? Achievement of the milestone was hindered by competing priorities and scarce resources among
state groups to devote time to Medicare. Following the 2016 election, the Network also revised its timeline for adoption of
the benefit to the 2020 election cycle, as success requires a supportive president in office. It then focused on legislative
activity to coincide with dental Medicare as a part of the 2020 campaign, and on advocating directly to CMS to expand its
working policy to cover medically necessary dental care.

ON OUR WAY: A consensus advocacy agenda and approach have been adopted by a critical mass of key influencers
with position and clout to support passage of a bill.

To assess progress toward this milestone, the target team looked at two markers at the state level. The first was how many
state oral health coalitions have a Medicare dental benefit as a priority and/or are doing work around Medicare awareness;
finding only 13. The second was how many state oral health plans have a program or approach for older adults; here, identifying
232 This suggests meaningful attention being given at the state level.

There has also been movement nationally, illustrated by the above-referenced white paper. The national organizations that
jointly authored the paper have “signed on” to move forward with advocating for the principles contained therein. Further,
while there is nothing “official” to cite, visits with congressional staff and several Senators and Members of Congress indicate
an understanding of the need for a Medicare dental benefit and a desire to be updated on and involved in additional discussions.

What helped us? Movement toward the milestone was facilitated by several factors, including: the prioritization of

older adults by state oral health coalitions and community organizations; collaboration and interest among multiple
stakeholders; funds available to focus on advocacy for older adults; large older-adult populations; coalition-building around
older adults and the issues facing them; and messaging from national partners around Medicare. Network involvement

22 Among those states indicating that their state oral health plan does not have a program or approach for older adults, four said they have no state oral health plan, and four did not know if their state has one.
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from many critical and influential organizations on the issues (e.g., AARP, ADA, National Association of States United
for Aging and Disabilities, and others) has also driven progress.

What held us back? Barriers to this milestone are at both state and national levels, and mirror some facilitating factors.
Within states, there is little work toward the benefit. At the state level and nationally, there is continued low awareness
about Medicare; a lack of consensus prioritization of older adults; little non-elderly issue advocacy group involvement in
Medicare issues; the absence of state dental directors or state oral health coalitions; inadequate resources for an adult oral
health advocacy agenda; and competing child-focused agendas. Further, while some state oral health coalition strategic
plans and state oral health plans address older adults, this does not always translate into “clout” to support passage of a bill.

LITTLE OR NO PROGRESS MADE: Dental benefit in Medicare is part of the midterm election discussion.

Only 11 states indicated that state-level stakeholder organizations are including Medicare dental benefits in their midterm
advocacy efforts; and only four said that safety net providers are including Medicare dental benefits in theirs. Further, only
seven were aware of any candidates (either one or two) in their state for the U.S. Senate or House in the midterm election with
public positions on dental coverage in Medicare?

What helped us? The majority of candidates with public positions on the issue are Democrats and reportedly well-in-
formed about it. Other facilitating factors are national messaging about the need for the benefit; strong support among
seniors; and collaboration among stakeholders.

What held us back? Factors hindering additional progress included: competing health care issues; the absence of Med-
icaid adult dental benefits in a state, which takes precedence as an issue; perception of the issue as federal, rather than
state; a lack of understanding among candidates; the absence of a sign-on letter or other requested specific actions; and
the potential high cost of the benefit.

LITTLE OR NO PROGRESS MADE: Senate committee of jurisdiction holds hearing on benefit.

As no Senate hearing on a Medicare dental benefit was held, the Network explored progress toward this milestone by looking
at how many state legislatures have introduced resolutions on a Medicare dental benefit. Only two states — Hawaii and New
Jersey — have done 50, and neither bill passed.

What held us back? In line with impediments to other Medicare milestones, factors include competing state priorities;
low awareness among public officials; and a lack of political will. The Network also changed its strategy to wait to seek
legislative champions after the 2018 midterm elections when it becomes clear which party controls leadership roles and
who could best file legislation.

MILESTONE PROGRESS UNCLEAR: There is a 15 percent increase in the number of Medicare-eligible people that
are aware of and actively advocating for this coverage.

Data to assess this milestone are not currently available. However, Oral Health America and partners in aging, Medicare and
oral health, have worked since 2015 with Marketing for Change, a behavior change firm that utilizes social psychology and
behavioral economics, to build a consumer campaign — Demand Medicare Dental — to engage and motivate adults ages
50 and older to advocate for a dental benefit in Medicare. While there is no baseline against which to measure an increase in
awareness and advocacy, data from this work have assessed engagement of the older population where Oral Health America
implemented pilot awareness campaigns. The pilot campaigns include an online presence where consumers can learn their
candidates’ positions on adding a dental benefit to Medicare and call or send a toothbrush to let legislators know “I have teeth
and | vote.” To drive audience action, the campaigns also include event activism, where on-the-ground partners educate
seniors on the issue and collect signatures on toothbrushes at local events to send to legislators. In each of these states, the
term "Medicare dental” tended to have higher peaks and more sustained Google searching during the campaign compared to
the time period immediately prior to the campaign and the same time period in 2017.

23 Hawaii introduced a bill in its 2018-19 legislative session, urging Congress to require adult dental coverage under Medicare and Medicaid; New Jersey introduced a bill during each session since 2014-15, memorializing
Congress to provide Medicare coverage for eyeglasses, hearing aids, and dentures.

24 Response validity may have been hampered by the following: some candidates identified by respondents may not be up for re-election; in at least one state, it is likely that the respondent considered candidates for state
office; states have primaries at different times, muddling which candidates to consider; and 13 respondents indicated “unknown” — it is not clear if they searched for candidates’ positions and found nothing, or did not
search.
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What helped us? The campaign framework designed by Marketing for Change is supporting awareness and advocacy
around the issue among older adults.

What held us back? The primary impediment to this milestone appears to be a lack of data around both baseline and
subsequent rates of awareness and advocacy. Network leaders’ perceptions of these rates in 2014 are not clear, noris
how they envision assessing change.

CELEBRATING OUR SUCCESS

Key accomplishments toward this target include the engagement of a wide group of subject-matter experts, Medicare
advocates, and other stakeholders to design a benefit and advocacy strategy. This consensus includes agreement on a
strategy to advocate that CMS use its current regulatory ability to cover medically necessary dental procedures.

Stakeholder work toward extensive dental coverage in Medicare produced agreements that are reflected in the Oral Health
America white paper — profound in its representation of consensus on difficult issues including concrete ideas on benefit
design and financing structure. Congressional visits, while modest, have formed a ground floor for greater advocacy.

Another key accomplishment was the impact of the Demand Medicare Dental campaign piloted in 2017 in Orlando, Florida,
which produced broad support from constituents of different political leanings and age groups. The pilot created an advocacy
platform to help consumers take action; generated conversation and debate in the community; and provided more than
2,000 points of contact with lawmakers. Based on its success, the pilot was expanded to lowa, West Michigan, and East
Tennessee in 2018.
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MEASUREMENT

(NN S Bild a comprehensive national oral health measurement system.

IV CARE A national and state-based oral health measurement system is in place.

Why This Target Matters: The U.S. has made significant advances in expanding dental coverage and access to oral health
care, especially among children and low-income families. Despite this progress, the oral health community still lacks timely,
consistent, and readily available data to describe adequately the state of oral health and/or the impact of health interventions
across populations. To better inform policy and improve accountability, policymakers and advocates continue to seek a
comprehensive and well-aligned system of oral health measurement.

Why It Takes a Network: Oral health data are currently collected, analyzed, and distributed in highly fragmented and ineffective
ways. Data that are collected reside with multiple stakeholders that are not necessarily aligned in approach or their timelines
for data analysis and release to the public. Given how critical access to data is to the success of all Network goals, it is
essential to develop a multi-stakeholder approach that engages policymakers, data consumers, data analyzers, and data
collectors such as federal agencies to develop a measurement system that meets their diverse needs.

Further, despite consensus around the importance of access to information, policy change that supports a comprehensive
measurement system is not a current policy priority. A group of aligned advocates who represent the consensus of key
stakeholders has a much greater chance of advocating successfully for such change.

LOOKING THROUGH AN EQUITY LENS

There is an adage that 'you measure what you care about’ Much of the existing, fragmented data does not recognize
disparities or magnify health inequities because the data cannot be disaggregated to reveal them. In an age of increasing
complexity, big data analysis has become a critical strategy in making policy decisions, designing and refining programs,
and allocating resources. However, data can reinforce structural and racial inequities if it does not present an accurate
representation of the population. Data that can be disaggregated to meaningfully reflect people’s lived experiences is vital to
lifting up health inequities and avoiding unintended, inequitable outcomes.

OVERVIEW OF MEASUREMENT MILESTONE ACHIEVEMENT

MILESTONE ACHIEVED: Forty percent of states are collecting data aligned with the recommendations of the Network.
Fifty-three percent of states collect measures in the areas of oral health status, utilization, access, prevention, and oral
health across the lifespan, surpassing this milestone (see Table 1). These data most commonly come from Medicaid, the

CMS 416 Report, 3rd Grade Basic Screening Survey for Children, Head Start Basic Screening Survey, Older Adult

Basic Screening Survey, the CDC’s Pregnancy Risk Assessment Monitoring System, and the Behavioral Risk Factor
Surveillance System.
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Table 1: Percentage of States Collecting Data in Each Category

100
90
80
70
60
50
40
30
20
10

T -
Z
5 3 o 5
= = = =
w 2 = Wi
5 N u 3
< — w <
o = [ o
o = o. o

ACROSS THE
LIFESPAN

88% 91% 84% 91% 88%

What helped us get here? The most frequently noted factors driving achievement of the milestone were: use of
epidemiologists; an active state oral health program; inclusion of data collection in the state oral health plan; data
collection requirements of grant applications and CMS; and collaboration between state Medicaid agencies and
departments of health. Also helpful were: external data-sharing partnerships; oral health surveillance systems and data
collection funded by foundations or federal grants; and growing awareness that oral health is related to overall health.

What held us back? The primary challenge to data collection in other states is a lack of financial and staffing resources.
Other factors were: lack of access to the data; an inadequate data collection/reporting infrastructure; and the absence of
a state dental director.

ON OUR WAY: Consensus recommendations for a core set of measures with sufficient granularity and a measurement
and reporting strategy have been adopted by the Network.

While consensus recommendations have not been written or adopted, meaningful progress has been made. In 2017, the
Network convened federal agency officials and a working group of expert advisers who, with the Children’s Dental Health
Project and ASTDD, developed a matrix of oral health measurement priorities and a driver diagram listing priorities for
improving oral health measurement systems.

What helped us? Progress was driven by the cultivation of relationships among key leaders in oral health measurement.
The white paper Making Oral Health Count: Toward a Comprehensive Oral Health Measurement System represents a
consensus among stakeholders including federal agency officials working on oral health measurement. This would not have
been possible without a strong set of aligned relationships built through ongoing interactions in the Network. There has also
been uniform agreement that an improved measurement system is necessary to achieve all of the Network’s goals.

What held us back? A challenging political environment resulted in disruption of many improvement efforts. With
significant change in federal agencies, available funding, and increased partisanship, opportunity for action on this
milestone was inhibited. Network members faced competing priorities such as protection of the Medicaid program.

LITTLE OR NO PROGRESS: Key federal agencies, policymakers, and the Network are aligned around a core set
of measures with sufficient granularity and a measurement and reporting strategy.

What held us back? Before this alignment can occur, consensus recommendations for the core set of measures
(the milestone above) are needed.
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MILESTONE PROGRESS UNCLEAR: Thirty percent of care delivery settings using electronic health records have
integrated medical and dental records.

States reported on: (1) the percentage of care delivery settings with fully integrated EHRs; and (2) the
percentage of care delivery settings with some interoperability between medical and dental records. Respondents were
challenged to answer these questions. Of the 41 states that responded to question one, 19 said data are not available; nine

reported some degree of integration without a known percentage; and 13 states gave an estimate (with an average of 46%
having interoperability between medical and dental records).

What helped us? Several federally funded initiatives support the milestone, notably Meaningful Use, a CMS initiative
initiative to improve the infrastructure and use of EGRs in health care settings. Other supportive factors were technology
improvements and growing recognition that access to data can improve health care efficiency and effectiveness.

What held us back? While the value of integrated records is widely acknowledged, most EHR vendors do not offer interop-
erable records. Additionally, converting from paper to electronic records is a significant undertaking for health care sys-
tems, causing some resistance. In some cases, resources are not available to support record integration work.

CELEBRATING OUR SUCCESS

Progress toward the measurement target has been mixed, with bright spots around aligned Network-wide data collection
and the development of recommendations for a core set of measures. The white paper Making Oral Health Count: Toward
a Comprehensive Oral Health Measurement System was a tremendous accomplishment in this area, including a matrix of
oral health measurement priorities and a driver diagram outlining factors that may advance progress toward a more ideal oral
health measurement system. The brief resulted from a multi-year effort to gather oral health stakeholder input on the state
of oral health measurement and data collection, and opportunities to move toward the Network's measurement target. With
input from key stakeholders in the measurement space, it represents both strong consensus and technical precision.
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PERSON-CENTERED CARE
S WS |ntegrate oral health into person-centered health care.

LN SR RN Oral health is integrated into at least 50% of emerging person-centered care models.

Why This Target Matters: The ACA paved the way for innovation in care centered around the patient or individual, including
creation of a fund to support innovation in accountable care and regulation of accountable care organizations. The patient-
centered medical home and accountable care organizations are two prominent models that arose, but neither explicitly
includes oral health. However, person-centered health care without oral health care is not sufficient. Oral health is health.
Ensuring that oral health is included in these and other emerging person-centered care models requires innovations in
education, clinical care models, reimbursement, and patient expectations.

Why It Takes a Network: Meeting this target requires multiple changes within the health care system, including alterations to
payment methodologies, clinical care models, communications processes, and technology. To that end, a broad, interprofessional
stakeholder group — including policymakers, administrators, coalitions, health care providers, payers, and educators with
knowledge and influence in each of these areas — is vital to realizing change. These parties must work together to promote

a health care system that is held accountable for the health, including the oral health, of the people it serves.

LOOKING THROUGH AN EQUITY LENS

Chronic diseases can affect lifelong health and quality of life. While diabetes and heart disease are widely recognized examples,
oral health is the most common chronic disease in America today. Yet many individuals are only able to access care from

a primary care provider, and not an oral health care provider. However, primary care providers have limited time with patients,
and many do not feel adequately trained to address oral health needs nor see their patients’ oral health as their responsibility.
Furthermore, oral health care providers often do not focus on broader health indicators or view themselves as part of the
overall health care team. Access challenges are even more pronounced for people supported by public health care dollars
through Medicaid and/or Medicare, for those living in rural areas, and those with limited access to transportation. These factors
underscore the importance of using a health equity lens when striving to provide person-centered care.

OVERVIEW OF PERSON-CENTERED CARE MILESTONE ACHIEVEMENT

MILESTONE ACHIEVED: Twenty percent of provider education and training programs include a focus on oral health
and interprofessional care.

Of 45 states reporting, 30 (67%) have provider education programs that address interprofessional care including oral health,
far exceeding the milestone. Twenty one of these programs educate providers in a multidisciplinary setting, while 22 do so
for professions separately.
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What helped us get here? Factors driving the Network to surpass this milestone included: federal grant funding; willing
and geographically close partners; access needs in rural areas, where the scarcity of providers mandates they address
the full range of health needs; the Institute of Medicine's report Integrative Medicine and Patient-Centered Care; the
World Health Organization’s Framework for Action on Interprofessional Education and Collaborative Practice; the
Smiles for Life online oral health curriculum for primary care providers; innovative or visionary academicians; and state
oral health coalitions’ ongoing work with physicians and dentists.

What held us back? While progress toward this milestone was impressive, a number of challenges were faced.

For example, low or inconsistent reimbursement rates for oral health services in a medical setting limit the number
of private health systems willing to include oral health in their practices. Other hindering factors were: lack of
reimbursement by third-party payors; low perceived value of team-based care among the separate professions;
the absence of team-based care role models and persistence of a siloed approach to health care; the lack of a state
dental director; inadequate buy-in on the importance of oral health education; inadequate time for clinic staff to
participate in oral health education; and lack of knowledge about no- or low-cost oral health education resources.

ON OUR WAY: The Network is aligned around a definition of integrated person-centered care.

State data make clear that an emerging consensus among key stakeholders is beginning to take shape, and that this
consensus contains elements of the definition of person-centered care used in this analysis. In the majority of states,
organizations representing the fields of advocacy (36), public health (40), providers (36), and community programs (38)
work or have policies aligned with this definition.

For the purpose of this assessment, the target team defined person-centered care as: a health care delivery system in
which all aspects of patient care among health care providers — for example dental, medical and behavioral care and
community resources — are integrated and coordinated, and are valuable and meaningful to the patient; and the system
has goals of improving health care quality and outcomes and lowering health care costs.

What helped us get here? Primary supporting factors have been a shift in perception within key stakeholder groups
(e.g.. OBGYNSs, nurses, other health care providers, policymakers, administrators, public health advocacy organizations,
etc.) toward recognition of the importance of including oral health in person-centered care.

What held us back? Greater progress has been hindered by lack of time and other resources, and low prioritization
of oral health.

ON OUR WAY: Oral health is included in key national accreditation standards for person-centered care.

The National Committee for Quality Assurance (NCQA), The Joint Commission, the Public Health Accreditation Board
(PHAB)= and the Accreditation Association for Ambulatory Health Care (AAAHC) all include oral health in accreditation
standards for patient-centered medical homes, a widely accepted model for patient-centered care? However, these
standards are only mandatory for PHAB accreditation, and optional for the others.

What helped us? Increased awareness of the importance of oral health to overall health has made organizations more
willing to focus on oral health, driving accrediting organizations to recognize it. Other supportive factors include: research
showing correlations with comorbidities; USPSTF guidance around including preventive oral health care in primary care;
and the Institute for Health Improvement Triple Aim, which drove public discourse that created a receptive environment
forinclusion of oral health.

What held us back? The accreditation process is “high stakes,” so changing the standards is not easy.

25 Local and state health departments must obtain accreditation from PHAB.
26 Patient-centered care focuses on the development a multi-disciplinary health care team that addresses the clinical needs of patients. Person-centered care broadens the health team to include community resources that can
address issues beyond the care setting and impact social determinants of health.
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ON OUR WAY: Twenty-five states have oral health incorporated into their person-centered care policies.

While some states have oral health provisions in regulatory guidance around person-centered care, it is lacking in the majority
of state policy: 11 states include oral health in their regulatory guidance around person-centered care that is delivered by
publicly funded programs (such as Medicaid); 11 states have guidance about oral health in their person-centered care policies
for publicly funded coverage; and eight have a policy related to private payers that regulates oral health inclusion in
person-centered care.

What helped us? Inclusion of oral health in state person-centered care policies has been supported by institutional,
legislative, and strong state partnerships that advocate for and/or implement mandatory programs to change health care
delivery systems.

What held us back? Additional progress has been hindered by a lack of funding for states to test innovative care models,
particularly for reimbursing the delivery of integrated care; uncertainty about the return on investment of oral health care;
the slow pace of change; and low levels of integration between electronic health and dental records.

ON OUR WAY: Quality metrics for oral health care integration have been developed by key national stakeholders.
While most national stakeholders — including HRSA's Maternal and Child Health Bureau, the Dental Quality Alliance (DQA).
and PHAB — lack quality metrics for oral health care integration, the National Network for Oral Health Access (NNOHA)
produced a set of seven metrics that Federally Qualified Health Centers may implement. These metrics are:

- Number and percentage of fluoride varnish applications for high-risk patients.

- Number and percentage of patients receiving oral health preventive interventions.

- Number and percentage of patients referred from medical to dental care.

- Number and percentage of patients who are linked to definitive oral health care and treatment.
- Changes in quality of care/outcome indicators.

- Knowledge and skills of primary care providers.

- Patient experience and knowledge of oral health.

NNOHA promotes opportunities for the deployment of the above standards, and provides training and capacity-building for
community health centers interested in implementing them. This helps to lay the groundwork for the future implementation
of value-based care models?

What helped us? Several HRSA-funded initiatives are providing resources and developing knowledge that will be
critical in the eventual development of these metrics. The CDC's funding of state oral health programs will also support
the development of metrics by funding collaboration between oral health and chronic disease departments in five
states. In addition to this public agency involvement, several private stakeholder organizations such as NNOHA and the
DQA are working to advance metrics.

What held us back? A lack of consensus around which metrics to include (e.g., process vs. outcome metrics) has
inhibited advocacy for inclusion of oral health in integration metrics. This is another milestone that has been impeded
by a lack of funding, disenfranchisement of the importance of the issue, and inadequate staffing resources (including
providers to deliver care).

LITTLE ORNO PROGRESS MADE: A diverse set of pilot programs that serve as a model for fully integrated
person-centered care and are reimbursed based on health outcomes has been launched.

Across the country, respondents identified an impressive 30 state pilots that are testing an innovation in where, how, or by
whom care is delivered. However, only four pilots are coupled with a reimbursement mechanism, and only one reimburses
based on health outcomes.

%" Vialue-based care is the combination of person-centered care models with a funding model that provides reimbursement incentives for achievement of patient-relevant health outcomes (value equals improved
outcomes at lower cost).
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What helped us? The establishment of these pilot programs has been advanced by grant funds that target integration,
as well as greater awareness and research demonstrating the importance of oral health to overall health.

What held us back? Progress toward incorporating reimbursement that rewards health outcomes has been hindered
by a lack of additional Medicaid funds to reimburse for health outcomes, long-term funding. and interoperable
electronic software for patient care and data gathering. The practicality of achieving this milestone anytime soon
was also questioned.

CELEBRATING OUR SUCCESS

Considering the importance of engaging non-dental providers as part of the full person-centered care team, the need for
provider education and training is paramount. It is heartening to see, then, that the Network made meaningful progress
toward oral health integration in person-centered care models, with foundational achievements including two thirds of states’
reporting provider education programs that address interprofessional care including oral health (far exceeding that milestone).

Pivotal to provider education programs has been the Smiles for Life online oral health curriculum, required for many providers
to qualify for reimbursement for the application of fluoride varnish, and widely recognized as the most comprehensive online
training program available. From 2014 to present, the site has had over one million discrete site visits, 50,000 registered users,
and a 90% user satisfaction rate. As a way of delivering training and education to providers, it continues to be one of the most
impactful tools available.

Movement in national accreditation standards, person-centered care policies, and quality metrics for oral health care integration
further point to recognition of the target's importance in advancing both oral and overall health outcomes.
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PUBLIC PERCEPTION
[N NS | mprove the public perception of the value of oral health to overall health.

UGSECRRN Oral health is increasingly included in health dialogue and public policy.

Why This Target Matters: Dialogue continues in the U.S. about what it means to be healthy and what Americans expect
and deserve out of their health care system. The outcomes of these conversations will create social norms that drive what
it means to be healthy. Policy change without a corresponding shift in social norms has little impact; policy change without
public support is difficult to achieve.

Changing the public discourse about oral health — that it is not just about the teeth and mouth, but about overall health,
quality of life, and equity — is critical to creating an environment where oral health equals overall health. Shifts in perceptions
are also needed away from personal responsibility (or blame) for poor oral health to consideration of the systemic barriers and
forces that lead some populations to fare much worse than others. These changes are critical to improving oral health.

Why It Takes a Network: Oral health is a “wicked problem” that requires a coordinated, collaborative approach to make
progress. Changing the public discourse about oral health calls for the widest range of voices, engagement, and sharing

of available information. Efforts are needed to educate and embolden people to think about oral health as more than teeth

and dentists — moving beyond personal responsibility and direct care delivery to a community-based mindset. Strategies to
achieve this include: awareness campaigns; securing input from community-based organizations and other stakeholders about
current perceptions; and creating an aligned knowledge base about framing messages. That is the focus of social movement:
to create systems change, changes are needed in the way people think and talk about the issue.

Through continuous sharing of promising practices and emerging information, a network enables us to stay at the forefront of
new and evolving platforms for engaging with the public and other decision-makers. It also helps to ensure that everyone is
up-to-date on the evidence and science bases for oral health improvement.

LOOKING THROUGH AN EQUITY LENS

Current public mindsets that put responsibility and blame on individuals for their oral health create an immediate equity issue:
individuals who have greater incomes and stability, and are already welcome in the health care delivery system, are more likely
to access services. Instead, an understanding is needed of the systemic factors that create a “locked door” to oral health for others.

Disparities also arise when thought-leaders and providers create a policy agenda without adequate representation of public
interests. This tends to maintain the status quo, rather than driving exploration of new solutions that are rooted in communities
and other systems.
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OVERVIEW OF PUBLIC PERCEPTION MILESTONE ACHIEVEMENT

ON OUR WAY: Twenty-five states have legislative committees of jurisdiction with oral health as a priority in their

health policy agenda.

The target team looked at how many states have a committee, caucus, or commission in its legislature that explicitly mentions
oral health in its documentation or website? Only 15 of 48 states responded yes, most commonly noting Health, Insurance,
Health and Human Services; and Ways and Means committees. Others were: Senate Finance — Health Subcommittee;
Legislative Statutes; House Appropriations; Health and Welfare; and Oral Health Caucus.

What helped us? Among states with such committees, facilitating factors were: advocacy by a dental board, dental
hygiene committee, dental director, tribes, or advocacy groups; dental provider association; Department of Medicaid;
legislators; Cabinet for Family Services; proactive planning by multiple organizations; oral health recognition by legislative
leaders; relationships with General Assembly members; presentations to committee members; coordinating grassroots
efforts; Healthcare Workforce Committee; Access to Care Committee; webinars for targeted audiences; a data repository

to support legislative decisions; a coalition or network; an oral health coalition position statement; and broad stakeholder
engagement.

What held us back? Further progress was hampered by: inadequate funding for advocacy; absence of health care
leadership; support of health, but not explicitly oral health; competing policy priorities; lack of a state dental director; and
need for more direct lobbying/advocacy to develop an oral-health focused committee.

ON OUR WAY: Engagement of congressional champions has resulted in all committees of jurisdiction having oral health
as a priority in their health policy agendas.

Since the above milestone was not met, neither could this milestone be. However, most respondents identified individuals,
legislative, and congressional champions of health in their states; and most have targeted champions at a single level of
government (state or federal; legislative or executive). Most have used champions of health as entry points to oral health;
some identified champions already focusing on oral health; and a few specifically reported champions working to expand
Medicaid dental coverage.

Respondents also noted a wide variety of awareness and education activities/materials® in use by organizations in the state
to elevate awareness of oral health among legislative stakeholders. The most commonly cited materials were fact sheets,
one-pagers, and handouts; others were social media, state health department resources, newsletters/magazines, and reports.
Awareness/education activities included: an annual legislative meeting or oral health day; oral health testimonies; legislative
meetings; lobbying; and activities for legislators.

What helped us? Collaboration with local and national organizations, as well as strong and active oral health
coalitions, drove progress toward this milestone.

What held us back? Factors hindering progress included a lack of support/funding, competing health priorities, and
absence of an oral health coalition or political/legislative champions.

ON OUR WAY: The Network has consensus policy priorities that promote the achievement of the 2020 targets.

To assess progress toward this milestone, the target team considered whether written policy priorities that promote
achievement of the 2020 targets exist. While these do not formally exist yet, the Network’s Policy Network Response Team
(NRT) articulated some policy priorities, tied to specific goals, in its Why statements. This document, along with the NRT's
bi-weekly calls to educate Network members about policies that feed into the goals, reflect progress toward the milestone.

What helped us? The Policy NRT plays a critical role in moving work on this milestone forward. Its Why statements
document is a good stepping off point for focus on this target and milestone. The NRT plans to use the Why statements as
a foundation for developing guiding principles for Network priorities. Once developed, the NRT will share it with the
Network for feedback and to help Network members identify how policy initiatives relate to programmatic goals.

28 This approach was taken because committees of jurisdiction do not identify policy priorities; however, an oral health caucus or other appointed or convened group would do so. Changes to the milestone language are thus
needed.

29 “Awareness” and “education” were treated as a unit for purposes of data analysis, as respondents did not distinguish them.
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What held us back? The Policy NRT determined that creating an exhaustive list of policy priorities was not feasible given
the varying jurisdictions, perspectives, and nuances of each goal. Further, Network members are working on a wide variety
of policy initiatives: some are defensive measures, others proactive, and all specific to the jurisdiction the policy oversees.
This makes agreement on policy goals that are appropriate for the entire Network challenging.

ON OUR WAY: All Network members are delivering framed messages in their oral health communications.

Network members’ familiarity with and use of framed messages to communicate about oral health are substantial. The
majority are aware of the FrameWorks Institute’s work in this space (77%), and have attended a Network meeting at which
FrameWorks provided training on the topic (69%). Accordingly, 59% have used FrameWorks' messaging guidance to create

new or update existing communications materials, and 77% are somewhat or very comfortable using framed messages in oral
health communications®

What helped us? FrameWorks delivered and reinforced guidance on framing at Network in-person and virtual convenings,

and also provided direct technical assistance upon request from Network members. This undoubtedly helped to raise
awareness of and comfort with using framing technigues.

What held us back? Achieving the milestone of all Network members delivering framed messages is likely not a
realistic expectation. Further, movement toward the milestone will be slow, as it calls for a significant shift in mindset

about approaches to communication. In the face of these challenges, the findings of this milestone assessment are
particularly promising.

CELEBRATING OUR SUCCESS

The Network made meaningful progress toward all four of the target’s milestones, due largely to collaborative efforts of the
Policy NRT and concerted efforts by Network members to understand and apply framed messages to their work. The February
2018 New York Times article "How Dental Inequality Hurts Americans” was a clear example of a well-framed media piece on
oral health that resulted directly from Network efforts. The article highlighted connections between inadequate access to

oral health care through Medicaid and dental disease, systemic disease, social interactions, pain, personal appearance,
and employability.

30 Findings are based on an electronic survey of conducted of Network members in September 2018. Responses from 131 members were received.

B  JOINUS!WWW.ORALHEALTH.NETWORK [, 31


https://www.frameworksinstitute.org/
https://www.nytimes.com/2018/02/19/upshot/how-dental-inequality-hurts-americans.html

2020 GOALS AND TARGETS

Ao1j0d oygnd pue anbojerp yyesy ut
papnpulL A|bulseasdut st yyeay [e10
13DdVvL

H11V3iH T1VI3NAO0 40 LiVd SV H11VIH TViO0
aoe|d s|apouwl a1ed

ut st waysAs patajusd-uosiad
juswainseawt wayshs yieay |[eidn0 03 butbiawa jo

yifesy [e10 JuswaImseaw yiresy |elo jo anjea aresyyeay %0G 15e3| I
paseq-93e)ls ol 110 eUoneL 3y} jo uorydaniad o151 Uos1od ojul pajesbayul
pue [euoLleu Y R s1qnd ay3 anordwy paiajuas- SLyyeay [e10
._.mu~_<._.

1398VL anisuaya1dwod Yoo ojul yjjeay [eo
epjng ayeibaju|
1voD 1voD
‘lernualod [Ny 112y} SozL[eal 3UOALIAS
1ey3 ainsua santuniioddo s|qeynbs

‘bulaq||am 0} [B1}UISSD S pan|eA st yjeay
[e10 3SN®I3Q dALLY] SALHUNWLWLOD INQO

abe1anod yjpeay ua.pjyd
papuny Apyqnd ut wa)sAs uolyeonps ut aseastp
1Jauaq [ejusp Arewnid syj ojul
SAISUIIX3 UP el S e
: }npe ue apnpu| yieay jelo 9jeslpely

sapnjoul ajetodiodul
aIedIpaN NS : 1voD _ -

13DJVL

Kyned

NVdS3d11 IHL SSOYIV HI1VIH 1VIO BRI

G obe yoeas
UIp|Lyd JO %58
‘sdeb Ajuredsip

}ysusq [ejusp Y
}[Npe pLedtpaly SALSUIIXD SULENSHS iR @l Jo buisop
U SARY S37235 O 1589] 3V yieay [e1o @wﬁ&o&m\_oUE aney U3 UM

SoLI3SL
13navl b sl R SRR ER 13DVl
13IDAVL

. 5 2

APPENDIX A

JOIN US! WWW.ORALHEALTH.NETWORK



W/ //7000007004449 00007770

4\\\\\\\\\\\\\\\\\\\\\\\\\

"YI0MJ3U 8L} SS019E

Ajsnoaueynuis ugyo
pue ‘sjanaj ajdynw je
uaddey sanag| ‘sauo}s
-9jILw 8Aa1Yae 0} djay
1im ‘pajuswayduwi a1e
Aauy se ‘sanoe|

(Aunba pue uonanpai fuedsip
aziseydwsa) uonoe pjing 0} suoneziuebio paseq

-fMiunwwod £y ypum sdiysiaupred piing pue Aypuap|

®eJep yieay [eo [eao] buiodas
pue 6unaa)|o ui siapes] Aunwwod abebu3
SJUaWSSasse spaau Ayunwwod Hulobuo Jonpuo)y
saonoeld pue ‘sweiboud ‘sjeuajew [euoyeanpa
‘AI[EINYN9 JO uoneUIWASSIP
pue Juawdojaap ul siaquaw Ayunwwod abebul
subredwed yyeay

poouypjiyd Aea poddns 0} sagiunwiwod aziuebig e
sweiboid [ejeunad —
sweiBoid uoneanpa/[e1aos pooyp|iyd Aue3 —

(Aunba pue uononpai Auedsip aziseydwsa)
1206 S1y} UO UORIL piINg 0} SuoneziuebI0 paseq
-ajess £ay yum sdiysiaupred pjing pue Apguap| o
EJED U}[eaY [eJ0 apIM-ale]s
Burpodas pue 6uioa)j0a u sisuped ajejs abebuz o
s|apouw K1aAijap a1ed pue 8010j310M
anneusaye buuojdxa ul siaupred aje)s abebuz o
ay1| AJea ul wayshs aseayyeay Jo Joedwi Lyeay
10 UBPEOJQ 0) 391398.d PUE UOIEINDA [eUOISSaJ0Id
-13)u1 Jo peaids pue juawdojanap poddng e
sweiboud [ejeunad —
sweJboid uoneanpay[e120s pooypjiyd Ae3
sweiboid yyeay pooup|iyd Aeg

(Annba pue uonanpai Ajedsip aziseydwa)

1e0f SIU} Uo UORIL pINg 0} SuoReziuesI0

uoneu oy yum sdiysiauped pjing pue Ajuap

ayl| Aea uy

wa)sAs aseayyjeay Jo Joeduwi yyeay [e1o uapeoiq 0}
29130e1d pue uoieanpa [euoissajoidiaiul puedx3
U}{EaY [BIAA0 0JUI L}[B3Y [EJ0

Jo uoneifiajul ay ajowoud 0} sjoo} [eaifojouyaa)
aAjyenouul Jo peaids pue juawdojanap poddng
(samunuwiwod jab.e) aziuond) saijiwey pue sjuased

SajjIwey pue Saljilwey pue Mmau Jo Koeiay| yyeay [elo aseasoul o} ubredures
uaip|iyo BunoA uo pasnaoy swelboid Juswiuianoy — Pasnoo) stueiBoid JuaLILIAA0Y [euoneu jo youne| pue juawdojarap poddng
| yyeay [elo jo uonelbiajul poddng e | 1UNo) SPIY Ul SaINSEaW Yjeay [eJo apnjou|

TN

‘aull} aues

TARGET ROADMAPS

APPENDIX B

ay} e uana
pue ‘apio Aue uy
4\\\\\\\\\‘ (L W00/ /004077 L /77000007 W/ /77757042 Eﬁﬁﬁmﬁg
rar e ah.. PNt ekt hhodh N odhb e W i Bunyoral o} peos
) abe Japun spiy padojanap Uaaq aney [Im om) abe au buofe siaxsew
anIss sy UaIp|ILyd SianB ald | 10j 8180 SNONUNUOD 1o} [elajel uonepLonyy ale]s Uoea Ul Ained e fq SISeq [enuue ue uo ale sauojsaliy
aU) 0} uonuaaid aIed Ly[eay frewnd pue sjualed 10/pUE ‘U0jeaNpa ‘8ouepinf 81BUILII patepLony | Inoynm anly abe Buiyoeal Japinold aeaupeay Aue N
pUB UOIBINPa L}[eay [e10 paseq-aduapine | anoadsoud Joy ABejens | Aiojedionue ‘sadinles sajuanaid Apus.LINg saUNWIL0d ualpiyd Jo abejuaolad W14 SBIINIBS BARuanald
[BIO JBA|P [[IM ‘JUBJSISUO 0} SSB008 | U}[eay [e0 UB Sapnjoul paJanlap aney Jeyy siapinoid ou pue jusasad Q| Aq 1S9MO] B} aABY ey [eJo Buinidal spiy
swelBoid pooyp|iyo aney oy abe Japun 9010} ){SB) SAIINIAS [BJUBPUOU JO Jaguinu 8y Uy Pasealou| SajuNWILI0d suopeindod yolym Jo | Jo Jaquinu 8y} uj asealou]
A3 10 %06 Spy 40 1usdlad G9 annuanaid gn 8y L asealoul uiod abeusalad G| pajeprionyy Jo Jaquiny | Buipueisispun pajelsp v jujod abejuaosad G|
d
-a|D»
Ll Ll
‘Rypeas . ‘ALINYD ¥ LAOHLIM
SaLI028q N3HATHI NI G 39Y HOVIY NIHATIHO
uoisia ayy Aauinof asvasia 0 %68 ‘SdV9 ALIHYdSIa
a1 Jo pus ayj 1y VLN3d 3LY0IavHI 40 HNISOT V HLIM

0C0OC

"Hivds

N3HATIHO NI 3SV3SIa 1VIN3a 31VIIavy3

*1v09 3H1 01 AY0H 3HL NO

. 5 3

JOIN US! WWW.ORALHEALTH.NETWORK



WI0M}aU 3L} SS01Ie
A1snoaueynuuis uayo
pue ‘sjang| ajdiynw je
uaddey sanae| ‘sauojs
-ajIWw aAadIyIe 0} djay
JIim ‘pajuawajdwy ase
Aayy) se ‘sanoey

‘Ayjeas
$8LLI098q
uoIsin ayj Aauinol

aljy Jo pua a1y

0C0C

uoneanpa Arewnd oju) uoijelhajul
*0}3 ‘spIeoq [00Y3S ‘S|1ounod 1osiApe U[eay [e10 JO an[eA 3y} Joj JuaLUJe}S aSed  a)eal)

) VA ) A L $301N0S81 PUE S|00} UOHIB]|0D BIEP PUE SAINSEDW

sBumas j00yds ul paJanap swesbold paseq-|00yas Jo }as pazipJepue)s e aulaq

Bunsixa pue spasu AHUNWIWOI JUSLIND SSASSY ERTGE

EJEP U)[eay [0 [00Y3S [ENPIAIPUI PUE JOLISIP SjousIp Ua} Ay} pue sjoo} buroddns |e ajidwoa pue sjooyas ui
Burpodai pue 6unoajjod ur sisuped 1oLs) ul [opow aA1susyaidwiod e uawsajdw pue dojansg LuonesBiajul,, yieay [eto Jo siajawesed auyaq
S1ouIsIp 100y2s ul sweiboud yjjeay [eio paseq-|00yIs E1eD U)EAY (210 [004DS IPIM-IJE}S sweiboud yyeay [elo
yBnoJy uononpai Aysedsip pue Aynba sjouwoid Burodas pue 6una||0d i sisuped aje)s abebug paseq-100yos ul 80)oeid 18 Jo (30UB1ajU0D Yifeay

0} sJauped Ajunwwod jo abuel Japeolq abebug sBumes poseq Jab1e| 0ju) 8yeIBa)U| J0) Buluaauod |euoleu 1SOH
SI0LISIP 01 8} JO Yo 00495 U Sjapow AIaN|jap 38D pue 3910HoM Uyeay [elo ajeibajul

1o} sjapow anisuayaidwiod juswajdwi pue dojasg anewsaye Bunojdxs ul siauped aye)s abebug 0} 31BIY}[B3Y Paseq-|00yas ul duanjul pue
uI-fing urejqo pue siaupied 1saq AJuapI 0} SYLISIP cureBoJd pyEaL) 210 pRSEQ-100LDE 10} yoeal yum suoneziuebio Jauped jeuoieu abebu3
ua) ui sdiysuone|as puedxa pue adedspue| ssassy s|apow Buioueuy sanoeid-1saq peaids pue Auap) sa01j0e.d }S8q aIeys 0} SJOLISIP U] 8y} BUAALOY

SOILOVL SOILOVL

‘dull} awes
aly} je uana

pue ‘apio Aue ur
4\\\\\\\\\\‘/ g (Ll W/ /1470070470 S
(VRN AE SRR, (CUESSNTERRNS, SN L Bunyoeal o} peos
ay buoye siaxew
sjulod abejuaaiad SJOLISIP Us) 8y} ale Sauojsafipy
02 Aq pasealou sey uoieanpa Arewnd uy siarlteq Aojjod Bumng N
SI0LISIP [00Y3s 1sabie| ojul UoneJBalul yesy [eio -$509 U] Juswanodul
U8} 8y} Ul swesboud farj0d ssaujiem 10 SIgjaieled pauysp | 8pIM-1OLISIP B|qeaINseswW | SIOMISIP Us) 8} Ul SBOIAISS
Uieay [eJo ur uonedionied 118U} Ul yyeay [elo 98U} pajdope Sey YJomaN |  payeald sey aAeIoqe]|0d Uieay [eJo BuLianijap aie
JUBPN}S 10} S8Ye] JUBSUOY) | 8pNJoul S}OLISIP U8} ||y 0202 UieaH [B10 8y L Buluses| [euoeN | SIOLISIP UI S|00YIS JO % X
d
-l

4\\\\\\\\\\\\\\\\\\\ QL2

‘INILSAS
NOILYONA3 AYVINIYd

"SINALSAS HIFHL OLNI HITV3H
V40 G3Lv40dHO0INI

3H1 OLNI HLTY3H
TvHO0 31YH0dHOINI

JAVH SLI1dLSIa
TOO0HIS 1S394Y1 N3L IHL

INFLSAS NOILYINAT AHVINIHd JHL OLNI HITVIH TvHO 31vH0dHO0INI

*1V09 3H1 01 AVOY JHL NO

JOIN US! WWW.ORALHEALTH.NETWORK



siayewhaijod o0} pasaniap pue

sae)s |[e Aq paubis aq 0} Jyauaq Huipoddns
Jaya] uo-ubis ajeuassip pue dojanag

QIB9IP3Jl Ul J1j3uaq [EJUSP dAISUaYaIdwod

JO UORIUYBP UO SNSUASUOI P|iNg Pue auyaq

q pue J}yauaq Jo buliods (0g9) 201410 1a6png
euoissalbuog 1onpuod o} Jauped [euoijeu abebug
abessaw ay) Hupianyap Joy ueyd aibayens

B pUB J1Jauaq a1ealpajyl 8y Jo aduepodw ay}
noge abessal [euoneu Jua)sisuod e dojanag
synpe Japjo buinias siapinoid aJed Joy swelbosd
uoneanpa Buinunuod juaws|dwi pue dojanaq
sfeuajew Hurpoddns pue uonelsiba)

papaau yelp o0} (s)iauped jeuoyeu abebug

q & Jo abessed pue uonelapisuod

poddns 0} aouanjyul pue ‘pnojo ‘uonisod aney Jeyy
suorjeziuehio jeuoneu Aay yum sdiysiaupred pjing

sdiyssaupred Huipn|at
‘5100JsSE16 pUE 3)e)S AU}
W04} JUSWBAOW BALIP 0}
S3]e90APE [BI0] PUE 3JE}S
azijigow pue abebug
suoneudoidde Joy

suoidweyd Aunwwod
10} $92In0S31 A9EI0APE JO
18S anisuayaidwod dojanag e
abe1an0d Jo %oe| Jo Joeduwi
9]BAISUOLW3P 0} SIAGUIB
oW o Bebua 0} SUONezZIUEBI0
SOILOVL 90| puE 3jels Hoddns o

SOILOVL

W)/ L e (L /N

Vv QY w dh N (NN &=
abe1an0 10} 10 € Jo abessed

fureaoape poddns 03 3n0ja pue ubisap uusq
AjaARoe pue Jo aleme | uopisod Lym sisousnjul 1j8uaq uo UoISSNaSIp | [ejuap asedlpaiy
8. 1ey} a|doad 8|qibije £y J0 SSew [eano B Bueay spjoy U0I98|8 Wi} SNSUaSU0I B
-81B9IPaJ JO Jaquinu £q paydope usaq sey uopalpsunf -piw 8y Jo yed pajdope sey
AU} Ul 8SB8.0U] yoeoldde pue epuabe JO 99YHWIWOD S| 9Je2IP3 Ul MIOMISN 0202
%G1 B Sl alay] £IBI0NDE SNSUASU0D Y R Jjauaq [elusq UiesH [BIQ

4\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘

‘Ajjeal
SaW09aq 1143IN3g
uoIsin ayj Asuinol TVLN3A JNISNILXT NV
ay} Jo pua ay} Jy S3AN19NI 3¥VIIaIN

0C0C

"vde

"¥I0M}BU 8L} SSOI9
Aisnoaueynwis uayo
Pue ‘sjangj ajdnnw je
uaddey sanoe| ‘sauojs
-ajIW analyae o} djay
1M ‘pajuswajdwi ae
Ay se ‘sanoey

swesbosd

uonebineU pue uoneINpa
1sngo1 yBnoayy sjyauaq
M3U I0/PU. JU3LIND JO
UONeZIIN PUB SSAUIIEME
ping 0} sdiyssauped
fpunwwos ajeas)
suoidweyd Ayunwiwod 1oy
$921n0sa. £0BIOADE JO }3S
anIsuayaldwod e dojanag
a6BJan09 J0 spyauaq

PUe %oe] Jo sjoedwi
9JeASUOWaP 0} SIaqIAW
Munwwos azinqop

abe1anoa anoidwy 10 Juawalduw
0} buyiom sajejs poddng

Kiayy s

UO0NIE UOISUBIX? BI3UYM S3]e)S U
$8]EI0ADE 918INP3 PUE AZI|IGOIAl
1yauaq Jo Joeduwi

PUE 3N[eA UO UOHIE. PUE [[IM
pasealaul pjing o} S1apjoyaxels
£ay 1330 pue s100311q
PIEOIP3N 9)B)S BUIAUOY

Sa)e)s Ul

uawanow Hoddns 0} $921n0sal
9nIsuayaldwod ojui siskjeue
PUE SUOSS3] 3)e)S aje|suel]
abie1an09 eyuap

1npe preaipajy uiureurew
/Buipuedxa saje}s Jo (moy pue
Kym) Ki03s peasds pue dojanaq

SOILOVL

abesanod
[BJU3P HNPE PIEDIPaA UO UOLI. BJelS JO
Burpodas pue Huuopuow Hujobuo yonpuoy
PIE3IPaJ\ Ul SYNPE 10} JJauaq [ejuap ajepuew
0] ABajess [euoijeu Jo AjjiqelA ajenjeny
9613109 PIEOIPAN JO S|9AS] PalISap
PUE JUBLIND S3]E)S JO BAN03|JSI BIE Jey}
syoddns pue saifisjens ayoads dojanag
abesanod
21e0IP3|\l PUE PIROIPA| U3M}aq SdelIan0
puE S30UaI3JIP INOGE SaJe)s ajeanp3
abeJanod [ejuap Jnpe presipajy
10 sisAjeue |0y 8jeUIWASSIP PUB 1ONPU0Y
puels sajels
a1aym anIns pue Jyauaq SAISUAIXa auyaq
1B 0} SS399E Pue 3BeIaN0D J0 Hor|

1noge SSauaJeme aJe)s pue [euoreu

‘guiy] awes
ay} e uana

/70773 /0740773 W///0//47) W/ /07703 pue 9apio fue ur
RN (ARNNTERNR. (NNNUUERR. ESENSNNSSS. A Jlompau au uj uaddey
ues pue abie} e
3619100 85BAIIU] 0] buiyoea o} peos
ubredwes £oeaonpe pITENEIEE]) weJboid preaipa|y au buofe siayiew
S)npe ajqibije Ue Juawajdu 0} INpe piRape | il i sauiofalen  aue sauopsay
3613100 [BIUD PIROIPAIN B 0} 311 AUe Joj SIsiXe 3NSUBIX8 UE JO funqibye ayoads
INDE PIEJIPA | SAOIAIBS PAIan0d spoddns pue | uonuyap e sjdope 0} Pala}jo Jjsusq N
0BQ Pajlo) | 40 [3n8] paseaaul 5801091 J0 135 MIOMJAN 0202 UIfeaY [e10 8L
9NBY SOJBIS ON | ABY S3Je}s JnoJ aNISUaYIdLLI0D \f U)BOH [BID AUL | 9IUBYU SeJe}s Jnod ==
d
-\

V//10000400000000 000000000447 70N

39VH3N0D HLTVIH

a3annd A191and
NI 1I33N38 TVIN3a
1INav NY 3anTINI

"LI43IN3 4 TVIN3a
11nav aivolaan
JAISNILXI NV JAVH
S31VIS 0€ 1SY31 1V

39VHIA0I HITVIH @IANN ATI179Nd NI LI4IN3E TVINIA LT1NAY NV 3ANTONI

1V09 3H1 01 AVOY 3HL NO

I, 35

NETWORK

ORALHEALTH

Fwww

JOIN US



/0010000000000 7N W/ ///7 700000000090 000000

I0M}aU B} SS0I9B
Aisnoaueynwis uayo
pue ‘sjans| ajdpnw je
uaddey sanoe| ‘sauojs
-9JIW aAdIyoe o} djay
[IIm ‘pajuawaydwy are
Aayy se ‘sanoe|

PUE Juawianseaw e pue Aejnuesd jua
U}IM S2INSEaLl JO 13S 2109 UO SNSUISU0D
pue dojanap 0} siauped [euorjeu abebuz

Abajens uawainseaw
e3P 18U 40 Buibessaw pue ‘sishfeue 0} 3UBJAYPE UO PUBJS SAJEIS BIBYM JOHUOW
‘uoneyaldiayul J1ay} pue eyep 0} SS399e SIaquaL PuE $50SSE 0} S18uLred [euoneu abebu3
Runwwod apiaoad jey) swaysAs poddng ejep pajehiaibbesip apimuoieu pHodal pue

) ' swayshs 1| yyeay pajesbaul .
sisk[eue pue uonoa|j09 elep 1o} Sjapow ajowosd o} su 0sse [2U0ISsajoad abebUg o azfeue 0} sisuped [euoneu abebua pue Anuap)
MaU aSn pue 10} 8}eI0APE 0} Suoleziuebio paseq g Sp109a1 [ejuap
fyunwuwiod pue suoidweyd Ayunwwiod abebug SEI R ) B EATEERILY pue [egipaw ajeiBajul 0} abueyd Aanjod poddng

|euoijeu pue aje)s 0} eyep pajefialhbesip ajels

siapinoad Aunwwod Burpodal pue ‘BuizAfeue ‘BuiLGNS 10} HI0MAWEL) ejep Jo Aioyisoda [euoneu e pue
fiq saonoed uonaa||od eyep Jayjo pue swajshs e dojanap 0} s1auped aje)s abebua pue Aypuap| o ‘ejep Jo sisk[eue pue uo12a]109 Joj [apow Buroueuly
11 uyeay pajelbajul Jo asn pue bujures ajowoid T T 0 A 9|qeurelsns ainsua 0} abueyd Aoijod poddns
SJUBWISSASSE SPadU Uyeay [eJo S,uoijeu Jo Jodai pue Aanins
Runwwod ui yyyeay Jelo Jo uot | [euoieu anisuayaldwo 3siy Jo aseajas poddns

‘U] aues
au je uang

pue 4apio Aue u
4\\\ 4\\ YN QL SR S
ue pue ‘Jabie) B
AN NE NN, C—— Bunjoral 0} peos
fBeyens Buipiodal pue au uofe sigyeu
JUBLISINSEAL B pUE ALeNUEIS YI0M}aU 0Z0Z U}EaY [BIQ dU} YI0MaN 0202 a1e SaUojsalipy
JUBIOILNS YIIM S8INSealll Jo splodal | Aq peidope ussq aney Abarels U3[eaH [el0 8y} Jo N\
185 8109 B puno.e paubie [BIUSP pUE [BIIPAW Bupodal pue JuslaInsesw e SUOITBPUBUILLOIBI
aJe %I0MI8N 0¢0¢ UHesH pajelBejul aney SyHI pue Ayrenuesd Juslons yym aU} Yum paubije
[2J0 8y} pue ‘siaxewharod Buisn sbumas Aiaiap $8INSeal JO 18S 8109 B 10} Blep Hupos|00 ale
‘sajouabe [elapa) Aoy 889 J0 Juaaied AUy SUOIIBPUBLLLLIOIAI SNSUBSU0) S1e)s Jo jusaad Ao

L2

4\\\\\\\\ Y/
‘Ayjeas \\ "J0VId NI S
SaLL029q 'W3LSAS LNIIWNIHUNSYIN 3LSAS INIWILNSYIW
uoysin ayy Aauinof HIY3H TVHO TYNOILYN HL1V3H V40 a3sve

aly] Jo pus ay] 1y JNISNIHIHJINOD ¥ aling

(o7/074

J1V1S ANY TYNOLLYN ¥

INFLSAS LNIWIHNSYAN HLTVIH TvHO TYNOILVYN JAISNIHIHAINOD V a1INg

-1V09 3H1 01 AVOd 3H1 NO

JOIN US! WWW.ORALHEALTH.NETWORK



"YIOM}au ay} SS0.9e
AIsnoaueynuwis uayo
Ppue ‘sjang| aydnnw je
uaddey sanoe| ‘sauojs
-aJIw aalyae o} djay
[1m ‘pajuswajduw ae
Aay) se ‘sajoel

aIe9 pajelbiajul ‘paisjusd

-uostad poddns o) sjuawissasse
spaau Ayunwwod Hurobuo yonpuoy
uoijesBajul yyeay [eso uoidureyd

pue ‘poddns ‘sdiysuone|as ping 0}
S8)EI0ADE JAWNSUOI PUE ‘SI0}eulpI00d
aIed ‘siapinoad [eao| abebuz

SHO0YJ9 Juado|anap J1WOU0IB pue
funwwod ojur yyeay [eo sjeibaju|
Koeiay yyeay [elo Jo

juawanoidwy pue ‘Aynba Jo uonowoid

4\\\\\\\\\\\\\\\\\\\\\\\\.

Uyeay [eso Jo uoijesod.od!
9y} ajowoud 0} siojensiujwpe ueld
U)[eay Jay}o pue sajuedwiod aoueinsul
ynm sdiyssaupred piing pue Aypuap)
foijod pue
uoeinfal Jo uondope aje}s ajowold
swiojai Juawhed
18U30 pue ‘QJY ‘HINOd 81e)s Jo ubisap ul
suofje|o0sse pue siapinoad [eyuap abebug
sbumas 19u
Ryajes ul A1anijap aed pajelbiajul
Jo uonowoud ayy ul sy9d abebug

WL/ 90 000000009700 070

Ueay [e10 Jo 8)e10d100U] 0} SIOJeLSIUIWpPE

ued yyeay pue sajuedwod asueinsul ypm sdiysiauped pjing pue Aypuap)
B[N3LLND uoneanpa Japiaoad ojur a1ed Arewnd

PUB y}jeay [elo [euonaauip-1q ajeibiajul o} suoneziuehio jeuoissajold abebug

uonejuawaldw pue ubisap weiboid paseq-ajes aguanyui 0} sbio [euoneu poddng

$PJ023J [ejuap pue [ealpaw ajesbiajul 0} spoya uoneuawajdw) poddng
S2INSeaW U}[Bay [eJ0 1SNGOJ apnjaul
0} pafiebua s| ypoN se sauiaw Ayenb [euap 3sa} pue dojanap 03 ypq abebug
$]00} uonejuaWa|dw [apow a1ed pajelhiajul pajdope pue paysiiqnd poddng
suoissajoid [eajuifo jo abues peoiq 10} yyeay

NP3 |euoissajoidialul puedxs pue

Ueay [eJo Jo uoneibajul ayy o

suoissajo.d yyeay asea Arewnd uy suoidweyd yieay [eso abehua pue Ayjuap)

s|apow Q9y PIedIPay S3els ojul
yyfeay [eso jo uoneibajul sy} poddng
w031 9919eld

pue ‘Budueuyy ‘soaw Buipnjoul
‘S|apouu }$8} 0} Suoljez|ueho aled
pajesfiajul paseq-ajels pue [eao] abebug

‘S|apoLU 9A1}93Yd punose Juawubie
)]s pue [e20] dojanap o} siauped
Riunwwod o abuel peoiq e abebu3
says Ayunwiwod

uj uoyesBajul [apow a1ed IsaL

SHOYa wioyal Juawied 1aylo ‘0JY ‘HINDJ JO uonenbal

pue ubisap ui suoeroosse Jaked pue siapinoid [ejuap [euoreu abebug
99 pUe SpIepue}s

uoneypaldde yyeay [elo dojanap o} suoneziuehio jeuoieu abebug
9pow 84e9 8ANYaYa punoJe Juawubije dojanaq

EITEN-
ay} Je uana
pue ‘apio Aue uy
ylomjau ay} uj uaddey
ued pue ‘jab.1e) &
buyyoeai o} peos
paUIUNE| Usaq aly) buoye siaxew
9By SAW0ANO Yjeal &I SOUOISSIIN
U0 paseq pasinquuial ale N\
8160 Palajuad-uosiad | Siapjoyayels [euoeu fay 8/BJ PaIsIUad
B apnjoul swelfold parelfiajul Ajjny 1o} [apow parelBajul o uopiuiep | Ag padojanap usaq aney uoslad Joj sprepuels
Bujuren pue uopeanpa B Se 9MI8S Jey) swelboud © puno.e paubjfe si uonelbalul 81e9 yieay UOI1B}IPaJa0e [euofeu Asy
Japinold Jo Jusalad Musm| 10/1d Jo18s 8SlBAp Y | HomIBU 020z Yeay [eiQ [BJO IO} SOLIBW Allfeny Ul papnjaul yyeay [e10

4\\\\\\\\\\\. /004007070 (L L QUL

810 [eUOISSBJ0JdIBIUI
PUB L}[B3Y [BI0 UO SNJ0} | PUR 8189 Palajuad-uosiad
se101j0d 8.e2 palajuad-uos.ad

118y} 0Jul pajesodiooul Lyeay

[BI0 BABY SBIEIS BAI-AUBM|

‘Ajjeal \\
Saw0I9q "FUYOHIIVIH
uoisia ay Aawinof Q3Y3LNII-NOSH3d OLNI
a1 jo pua ayy 1y HITY3H TvHO J1VHIILINI

Eﬂ«mm IHYOHLTVIH GIHILNID-NOSHIA OLNI HLTVIH TvHO JLVHOILNI
*1V09 3H1 01 dV04d 3HL NO

"STI00IN FUVYI A3YILNID
-NOSHd3d INI9HINT

40 %08 1SY31 1V OLNI
Q3LYHIILNI SI HLTVIH V40

JOIN US! WWW.ORALHEALTH.NETWORK



"WIOM]BU 8L} SS019B
AIsnoaueynuwis uayo
pue ‘sjangj aydnnw je
uaddey sanoe| ‘sauojs
-ajIW aaIyoe 0} djay
[Im ‘pajuswayduw aie
Aay) se ‘sanaey

‘Ayjeal
SaW0aaq
uoisin auy Aauinof
al] jo pus ay} 1y

0C0C

"vds

abuey Joj
91eaoApe 0} d1jqnd ay} sazijiqow Jey} yuswabebus
Ayunwwod anuayine ybnoayy samod pjing

SaljuNWWod Juaiayip 1oy ajeudosdde Ajjeansinb
pue Ajjeinyno aq 0} sabessaw pawely ydepy

SUOISIOaP BANE|SIBA] AP 0}
S3L02JN0 Y}[eay [|eJano uo Joedw Sajesuowap
Jeu} Bep Y3eay [BI0 [3A3] AHUNWWOD 393]|09

BIPaL [BID0S PUE BIPAW Ul Y}eay [eio uo anbojelp
[B20] 0} B)NQLIUOD PUB JOjUOW AjSnonuruoy
abueyo Aoijod souanjul yeyy

siauped abebua 0} sa}ed0ApE SE NS 0} Siauped
Mjunwwo Jo abuel peoiq Joy poddns puedx3y

SUOIEOIUNLILIOI U[eay [BI0
1184} Ul Sabessall paluel)
BuiaAl|ap aJe Siaquisw
SIoMIBU 0¢0¢ Yieay [elo |1

A“&&&&&&&&&&&O&&&&&&Q.

HLTY3H T1v43N0
0L HLV3H Tv4H0 40

3NTVA 3HL 40 NOILdIDHId
J178nd 3H1 IA0HdINI

4‘.‘§&&&&&&&&88&3

20S pUE BIpaW Ul Y}eay [e0 uo anbojelp
E)S 0} NQLIU0D PUB JojuowW AISNONURUOY e
suordwey anejsibal pue uonessiulwpe
abebua 0} suoezjuehio |eao| pue aje)s Yoddng e
abueyo
£o1j0d poddns oy siaxew Aayjod ajels Jo sapnyne
20UaNjyul pue ssasse pue yym sdiysiauped piing o

SOILOVL

W/ 90 0000000097000 70

aiqnd Japeoiq
pue siaupred yum sabessaw pawedy Juawaldwi pue
aleys pue sabessaw pawedy Adjendosdde dojanag

eIpaW [B120S PUE BIPBW Ul Y)[eay [0 uo anbojelp
[euoIeu 0} 8)NGLIUOD PUE JoHUOW A|SNONURU0Y

19A3]
leuoijeu ay} 1e abueyd £arjod poddns 0} aduanjjul

pue ‘Inojo ‘uomisod ayy yum suoidureyd pue
suonjeziuehio jeuoneu A3y yum sdiysiaupred pjing

abueyo

fo110d poddns 0} s1ayew Aarjod [euoneu jo sapnyye
29Uanjjul pue ssasse pue yum sdiysiauped pjing
uondaaiad 211qnd Jopuow 0} sjjod/sAanins

[euoljeu uj suonsanb pajejai-yyeay [elo apnjau]
juawabefua anijoaya 1o} saniunpoddo

10} BIP3LI M3U PUE [BJI0S SSASSE Ajsnonunuog

SOILIVL

EIEN
au) Je usna

W//77/000077N

A4

[BUOISS8.6UO09 JO Jusliabedu]

'AJI10d JI78nd ANV

3N9Y01VIA HLIVIH NI a3anTONI
KTINISYIHINI SI HLTVIH TvH0

020¢ UHeeH [el0 auL

pue ‘apio Aue uy
Ll /0070020470 oAl o oy
Vottth NNt N, Bunjoeal of peos
aly} buofe siaxyew
aue Sauo}Safip
sepuabe Aajjod yijeay Jisy Ui s196.B) 0202 8u} 10 epuabe Aajjod N
fuoud e se yyeay [eso Buiney | juswaAsiyde syl ajowold | yyesy Jisyy ul Aoud e se
uonaIpsKN( Jo S80I |8 ey} sanuoud Aajjod | yieay [elo yum uonaipsunf
Ul paynsai sey suoidweyd SNSUASU0I Sey }I0MaN JO SOAYIWWOD dAe|SIBa|

aAeY Sa1BIS Bl Auam|

HITVIH TTvH3A0 OL HITV3H Tv4d0 40 3NTVA 3HL 40 NOILd3343d J1T78Nd IHL JAOHdINI

1vY09 3H1 01 dV0d 3HL NO

JOIN US! WWW.ORALHEALTH.NETWORK



APPENDIX C: DATA COLLECTION TEMPLATES

WITH A CLOSING OF DISPARITY GAPS, 85% OF CHILDREN REACH AGE 5 WITHOUT A CAVITY

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess, with a closing of disparity gaps, 85% of children
reach age 5 without a cavity. The Target Team completed Section 1, which provides guidance around collecting data to assess each
milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories). Milestones that
are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones

Measurement Questions

Suggested Data Sources

Notes

1. 15 percentage point increase
in the number of children
receiving oral health
preventive services from any
healthcare provider on an
annual basis by age two.

e Inyour state, what percentage of
children ages 2 and under eligible for
Medicaid or CHIP Medicaid Expansion
programs, enrolled for at least 90
continuous days, received a preventive
dental service in 2017?

e How did that compare to the percentage
in 2014?

e FFY 2016 CMS-416 data on
medicaid.gov. FFY 2017
data will be released soon.

o Dental.and Oral Health
Services in Medicaid and

CHIP February 2016 (FFY
2014).

e Target Team will
obtain data. No
data request of
state/ grassroots
reps.

2. A detailed understanding of
which populations have the
lowest percentage of children
reaching age five without a
cavity in each state will have
been developed.

e What percentage of children ages 5 and
younger were screened with evidence of
decay, broken down by race/ethnicity,
geography, income level, and any other
demographic factors captured in your
state?

e National Data: Healthy
People 2020 Data
(NHANES data).
Proportion of Children
ages 3-5 with Dental
Caries Experience &
Proportion of Children
aged 3 to 5 years with
Untreated Dental Decay in
their primary teeth years
1999 to 2014. Includes
breakdown by sex,
race/ethnicity, family
status: Also, 2015-2016
brief.

e State-level surveillance
data/public health agency
data.

e School entrance oral
health assessment data.

3. Number of fluoridated
communities increased by 10
percent and no communities
currently fluoridated
eliminated fluoridation.

e How many communities in your state
had fluoridated water in 2014?

e How many communities in your state
have added fluoridation since 2014?

e How many communities in your state
have eliminated fluoridation since 2014?

e State oral health coalition.

e State oral health programs

e CDC (e.g., list of water
systems)

® EPA Safe Water Drinking

Information System
CDC: My Water’s Fluoride
ASTDD Basic Screening

Surveys

4. 15 percentage point increase
in the number of non-dental
providers that have delivered
preventive services,
anticipatory guidance,
education, and/or referral for
continuous care for children
under age five.

e What percentage of children ages 5 and
under received fluoride varnish
application by a non-dental provider in
2017 compared to 2014?

e What percentage of non-dental
providers delivered these services in
2017 compared to 2014?

e CMS 416 data - Line 12f
e State Medicaid Data

e AAP conducting

survey of fellows on

whether
pediatricians are
doing this more
frequently
compared to a few

years ago; however,

data will not be
ready in time for
this assessment.
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5. The U.S. Preventive Services

Task Force includes an oral

health strategy for prospective

parents and primary
caregivers.

Explore strategic plans of U.S. PSTF to
see whether there is any strategy or
other language pertaining to
engagement of prospective parents and

Children Birth through Age 5

Pregnant women - inactive

Target Team will
obtain data. No
data request from
state/grassroots
reps.

primary caregivers around oral health. If
yes, what is the strategy?

Does the Task Force include an oral
health strategy for prospective parents
and primary caregivers?

6. 65 percent of children under

age five have access to
consistent, evidence-based
oral health care.

In your state in 2017, what percentage of
children ages 5 and under received:

Any Dental Service

A Preventive Dental Service

Dental Treatment Services

Dental Diagnostic Services

Sealants, Ages 6-9

Any Dental or Oral Health Service

e State Medicaid Data, CMS
416 data

o National Data: CDC,
Percent of children aged

2-17 years with a dental
visit in the past year

Target Team will
obtain data. No
data request from
state/grassroots
reps.

7. 90 percent of early childhood

programs will deliver oral
health education and
prevention to the children
they serve.

What percent of children enrolled in
Head Start and Early Head Start in your
state are up-to-date on a schedule of
age-appropriate preventive and primary
oral health care according to the relevant
state’s EPSDT schedule?

What percent of children enrolled in
Head Start and Early Head Start in your
state received preventive care since last
year?

What percentage of Head Start and Early
Head Start in your state provide oral
health education and prevention service
to program participants in 2017?

e National Center for Early
Childhood Health and
Wellness

® ECCS - Early Childhood
Coordinating Services (?)

e State level Head Start
Assoc.|, coordinates
standards for early health
systems, head start
program data

o National Maternal and
Child Oral Health Resource

Center

e Head Start Program
Information Report
(C.17-C.21 report dental
health)

Target Team will
obtain data. No
data request from
state/grassroots
reps.

Ask Amy Requa or
Nancy Topping
Tailby for input
EHS and HS have
standards we could
look into to help
define education
and prevention.

State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

State:

Milestone 1: 15 percentage point increase in the number of children receiving oral health preventive services from any healthcare
provider on an annual basis by age two.

Measurement Questions

Findings

Data Source(s) Used

In your state, what percentage of children ages 2 and under
eligible for Medicaid or CHIP Medicaid Expansion programs,
enrolled for at least 90 continuous days, received a preventive

dental service in 20177

How did that compare to the percentage in 2014?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 2: A detailed understanding of which populations have the lowest percentage of children reaching age five without a cavity in
each state will have been developed.

Measurement Questions

What percentage of children ages 5 and younger were screened
with evidence of decay, broken down by race/ethnicity,
geography, income level, and any other demographic factors
captured in your state?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Findings Data Source(s) Used

. 4.0
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Milestone 3: Number of fluoridated communities increased by 10 percent and no communities currently fluoridated eliminated
fluoridation.

Measurement Questions Findings Data Source(s) Used
How many communities in your state had fluoridated water in
20147
How many communities in your state have added fluoridation
since 2014?
How many communities in your state have eliminated
fluoridation since 2014?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 4: 15 percentage point increase in the number of non-dental providers that have delivered preventive services, anticipatory
guidance, education, and/or referral for continuous care for children under age five.
Measurement Questions Findings Data Source(s) Used
What percentage of children ages 5 and under received fluoride
varnish application by a non-dental provider in 2017 compared
to 20147
What percentage of non-dental providers delivered these
services in 2017 compared to 2014?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 5: The U.S. Preventive Services Task Force includes an oral health strategy for prospective parents and primary caregivers.
Measurement Questions Findings Data Source(s) Used
Explore strategic plans of U.S. PSTF to see whether there is any
strategy or other language pertaining to engagement of
prospective parents and primary caregivers around oral health.
If yes, what is the strategy?
Does the Task Force include an oral health strategy for
prospective parents and primary caregivers?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 6: 65 percent of children under age five have access to consistent, evidence-based oral health care.
In your state in 2017, what percentage of children ages 5 and
under received:

e Any Dental Service

e A Preventive Dental Service

e Dental Treatment Services

e Dental Diagnostic Services

® Any Dental or Oral Health Service
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 7: 90 percent of early childhood programs will deliver oral health education and prevention to the children they serve.
Measurement Questions Findings Data Source(s) Used
What percent of children enrolled in Head Start and Early Head
Start in your state are up-to-date on a schedule of
age-appropriate preventive and primary oral health care
according to the relevant state’s EPSDT schedule?
What percent of children enrolled in Head Start and Early Head
Start in your state received preventive care since last year?
What percentage of Head Start and Early Head Start in your
state provide oral health education and prevention service to
program participants in 20177?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
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SCHOOL DISTRICTS HAVE INCORPORATED ORAL HEALTH INTO THEIR SYSTEMS

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess whether the 10 largest school districts have
incorporated oral health into their systems. The Target Team completed Section 1, which provides guidance around collecting data
to assess each milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories).
Milestones that are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones

Measurement Questions

Suggested Data Sources

Notes

1.

X% of schools in districts are
delivering oral health
services in the 10 districts.

e How many schools are in the target
school district in your state?

e How many schools and which grades in
the school district offer access to oral
health education services?

e How many schools and which grades in
the district offer access to preventive
oral health services (screenings,
cleaning/prophylaxis, sealants, and/or
fluoride varnish)?

e How many schools and which grades in
the district offer access to restorative
oral health services?

e How many schools and which grades in
the district offer access to oral health
case management/ case navigators?

e How are oral health care services
provided (e.g., permanent operation,
mobile, linked, telehealth, other)?

® School-Based Health
Alliance (SBHA)

e State/local school-based
health organizations

e State oral health coalitions

e State health department

e School district health office

e The target school
districts are: New
York (NY), Los
Angeles (CA),
Chicago (IL), Clark
County (NV),
Miami-Dade (FL),
Broward (FL),
Hillsborough (FL),
Houston (TX),
Hawaii, and Puerto

Rico.
e “Access” in the
measurement

questions can be
defined as providing
the service directly,
or making a referral
to it somewhere
else and facilitating
completion of the
referral.

2. National learning e Quantitative_assessment of learning e Consent_Conundrum e Target Team will
collaborative has created collaborative participants e (Quantitative assessment answer. No
measurable district-wide e Qutput document of lessons learned conducted by Schools additional data
improvement in Target Team led during request of state/
cross-cutting policy barriers SBHA check-ins with school grassroots reps.
in the 10 districts. district teams.

3. The Oral Health 2020 Questions to ask of key organizations e Framework for School Oral | @ Parameters were

Network has adopted the
defined parameters of oral
health integration into
primary education.

operating within the space of school oral
health, ask:
e Are you aware of this framework?
e How if at all have you incorporated
this into your work?
e \What are the reasons you have not
incorporated these parameters
further?

Health

e Target Team to determine
which organizations to
survey (could pose to
subscribers of Socious
Schools page).

established in
collaboration with a
number of national
partners with input
from the Network at
the Schools Target
Convening in
September 2016.

e Target Team will
answer. No
additional data
request of state/
grassroots reps.

JOIN US! WWW.ORALHEALTH.NETWORK

I, 42



4. All 10 districts include oral

health in their wellness
policy.

Is oral health in the Wellness Policy?

If so, which of the five school oral health

parameters are covered?

e Oral health education

e Oral health screening

e Preventive oral health care

e Care coordination and linkage to
community-based health care

e Oral health treatment in schools

Hallways to Health:
Creating a School-Wide
Culture of Wellness
Tracking_doc (draft)
State/local school- based
health organizations

SBHA

State oral health coalitions
State health department
School district health office

e Parameters
referenced are from
SBHA’s Framework
document in
Milestone 3.

Consent rates for student
participation in oral health

For oral health services provided in the
district, which services require consent?

SBHA
State oral health coalitions

e SBHA has consent
baseline and current

programs in the 10 largest
school districts has
increased by 20 percentage
points.

For services requiring consent, what
populations are served in the district?
For services requiring consent, what are
the consent rates for the following
school years (please provide data for all
years available):

e 2014-2015

e 2015-2016

e 2016-2017

e 2017-2018

State health department
School district health office
State/local school-based
health organizations

data for districts
participating in
SBHA’s program.

2. Data Reporting

State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

State:

Milestone 1: X% of schools in districts are delivering oral health services in the 10 districts.

Measurement Questions

Findings

Data Source(s) Used

How many schools are in the target school district in your

state?

Schools
Grades (check):
Kindergarten
First
Second
Third
Fourth
Fifth
Sixth
Seventh
Eighth
Ninth
Tenth
Eleventh
Twelfth

How many schools and which grades in the school district
offer access to oral health education services?

O O O O 0O O O O O oo O o
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How many schools and which grades in the district offer
access to preventive oral health services (screenings,
cleaning/prophylaxis, sealants, and/or fluoride varnish)?

Schools
Grades (check):
Kindergarten
First
Second
Third
Fourth
Fifth
Sixth
Seventh
Eighth
Ninth
Tenth
Eleventh
Twelfth

O OO0 O O 0O O O 0O O 0 0 O°

How many schools and which grades in the district offer
access to restorative oral health services?

Schools
Grades (check):
Kindergarten
First
Second
Third
Fourth

Fifth
Sixth
Seventh
Eighth
Ninth
Tenth
Eleventh
Twelfth

0O O O O O O O OjJo 0 0 0 O

How many schools and which grades in the district offer
access to oral health case management/ case navigators?

Schools
Grades (check):
Kindergarten
First
Second
Third
Fourth
Fifth
Sixth
Seventh
Eighth
Ninth
Tenth
Eleventh
Twelfth

0O O O O O 0O O O O O o0 O o

How are oral health care services provided (e.g., permanent
operation, mobile, linked, telehealth, other)?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 2: National learning collaborative has created measurable district-wide improvement in cross-cutting policy barriers in the 10

districts.

Measurement Questions

Findings

Data Source(s) Used

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:
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Milestone 3: The Oral Health 2020 Network has adopted the defined parameters of oral health integration into primary education.
Measurement Questions Findings Data Source(s) Used
Questions to ask of key organizations operating within the
space of school oral health, ask:
e Are you aware of this framework?
e How if at all have you incorporated this into your
work?
e What are the reasons you have not incorporated
these parameters further?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 4: All 10 districts include oral health in their wellness policy.
Measurement Questions Findings Data Source(s) Used
Is oral health in the Wellness Policy?
If so, which of the five school oral health parameters are
covered?
e Oral health education
e Oral health screening
e Preventive oral health care
e Care coordination and linkage to community-based
health care
o Oral health treatment in schools
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 5: Consent rates for student participation in oral health programs in the 10 largest school districts has increased by 20
percentage points.
Measurement Questions Findings Data Source(s) Used
For oral health services provided in the district, which
services require consent?
For services requiring consent, what populations are served
in the district?
For services requiring consent, what are the consent rates
for the following school years (please provide data for all
years available):

e 2014-2015
e 2015-2016
e 2016-2017
e 2017-2018

Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:

Here, state and grassroots reps are encouraged to share any stories uncovered during their outreach and data collection that
illustrate how stakeholders have pursued the target’s milestones, and those that describe the achievement of greater equity for the
target. Stories illustrating the impact on students and families of having (or not having) oral health care services available in schools
are of particular interest. Stories are not expected for each milestone, but are welcome.
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AT LEAST 30 STATES HAVE AN EXTENSIVE MEDICAID ADULT DENTAL BENEFIT

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess, at least 30 states have an extensive Medicaid
adult dental benefit. The Target Team completed Section 1, which provides guidance around collecting data to assess each
milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories). Milestones that
are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones Measurement Questions Suggested Data Sources Notes
1. Four states increase the ® \Was there an increase in covered services e State oral health
level of covered services in the Medicaid adult dental benefit since coalitions
for all Medicaid-eligible 20147 e State Medicaid agency
adults. e |Ifso: website
o What services were covered in 2014? e www.Medicaid.gov
o What services are covered in 2018? ® WWW.CMS.gov
o Were there any interim changes e www.healthcare.gov

between these two years?

o Is an expanded set of services covered
by one or more contracted MCOs, or is
all coverage under the Medicaid state

plan?
2. Four states enhance the For the Medicaid eligibility categories of e State oral health For pregnant women

oral health benefit offered | pregnant women, adults with an intellectual/ coalitions with Medicaid
to specific eligibility developmental disability (I/DD), the elderly, e State Medicaid agency benefits, how long
categories in their and Medicaid expansion populations: website did the benefits
Medicaid program. o Which of these groups had an increase in e www.Medicaid.gov extend

Medicaid dental benefits since 2014? ® WWW.CmS.gov post-partum?

e For those that did have an increase in e www.healthcare.gov
benefits:

o What services were covered in 2014?

o What services are covered in 2018?
o Were there any interim changes

between these two years?

o Is an expanded set of services covered
by one or more contracted MCOs, or is
all coverage under the Medicaid state

plan?

3. No states have rolled back | @ Is your state’s Medicaid dental coverage Target Team has a draft table [ @ No additional data
Medicaid adult dental for the general Medicaid adult population maintained by the ADA, with request of state/
coverage. today less extensive than it was in 2014? information on both 2014 and grassroots reps.

2017/2018 coverage. Target Team will
derive information
from data
provided in

milestone #1, and
from ADA table.

e The information
currently being
gather by the adult
dental Medicaid
rubric survey
should help with
this determination.

e Note that “less
extensive” is
subjective as a
state may have
gained in one area
of adult coverage,
while losing
ground in another.
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resources and supports
exists for any state to
implement an advocacy
campaign to increase
coverage.

points, newsletter articles) or supports
(e.g., funding, advising) are available in the
state to support state-level advocacy
campaigns around increasing Medicaid
dental coverage? When was each resource
last updated?

Given what is available in the state, what
resources are missing? For example,
resources on a specific topic, in a specific
format, or for a specific audience.

State primary care
association

Other advocacy
organizations in a state
Findings of the adult
dental Medicaid rubric.

4. The Oral Health 2020 None needed -- status known. No additional data
Network adopts a request of state/
definition of an extensive grassroots reps.
Medicaid adult dental
benefit.

5. A comprehensive set of What resources (e.g., templates, talking State oral health coalition State/grassroots

reps to answer
both bulleted
questions.

In addition, Target
Team will identify
resources available
from national
organizations,
including the
ADA’s Medicaid

Provider Reference

Guide & Advocacy
Toolkit, Why
Dental Coverage
Matters: A
Tool-Kit, and
Families USA.

State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed

by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

State:

Milestone 1: Four states increase the level of covered services for all Medicaid-eligible adults.

Measurement Questions:

Findings

Data Source(s) Used

Was there an increase in covered services in the Medicaid
adult dental benefit since 20147

If yes:

e What services were covered in 2014?
e What services are covered in 2018?
e \Were there any interim changes between these two

years?

Is an expanded set of services covered by one or more
contracted MCOs, or is all coverage under the Medicaid

state plan?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 2: Four states enhance the oral health benefit offered to specific eligibility categories in their Medicaid program.

Measurement Questions: Findings Data Source(s) Used

For the Medicaid eligibility categories of pregnant women,

adults with an intellectual/ developmental disability (I/DD),

the elderly, and Medicaid expansion populations:

o Which of these groups had an increase in Medicaid
dental benefits since 2014?

For those that did have an increase in benefits:

e \What services were covered in 2014?

e What services are covered in 2018?

o \Were there any interim changes between these two
years?

. 4.7
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Is an expanded set of services covered by one or more
contracted MCOs, or is all coverage under the Medicaid
state plan?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 3: No states have rolled back Medicaid adult dental coverage.

Measurement Questions: Findings Data Source(s) Used

Is your state’s Medicaid dental coverage for the general
Medicaid adult population today less extensive than it was
in 2014?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 4: The Oral Health 2020 Network adopts a definition of an extensive Medicaid adult dental benefit.

Measurement Questions: Findings Data Source(s) Used

None needed -- status known.

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 5: A comprehensive set of resources and supports exists for any state to implement an advocacy campaign to increase
coverage.

Measurement Questions: Findings Data Source(s) Used

What resources (e.g., templates, talking points, newsletter
articles) or supports (e.g., funding, advising) are available in
the state to support state-level advocacy campaigns around
increasing Medicaid dental coverage? When was each
resource last updated?

Given what is available in the state, what resources are
missing? For example, resources on a specific topic, in a
specific format, or for a specific audience.

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Here, state and grassroots reps are encouraged to share any stories uncovered during their outreach and data collection that
illustrate how stakeholders have pursued the target’s milestones, and those that describe the achievement of greater equity for the
target. Especially useful would be any personal stories or quotes about/from patients that illustrate the challenge and impact of not
having access to dental care in Medicaid. Stories are not expected for each milestone, but are welcome.
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MEDICARE INCLUDES AN EXTENSIVE DENTAL BENEFIT

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess whether Medicare includes an extensive dental
benefit. The Target Team completed Section 1, which provides guidance around collecting data to assess each milestone under the
target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories). Note that any milestones that are
shaded in gray DO NOT require any information to be provided by state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones Measurement Questions Suggested Data Sources Notes

1. The Oral Health 2020 o We know that this has not happened. | e Oral Health America will [ ® No data request of

Network has adopted a
consensus Medicare dental
benefit design.

describe status and the
facilitative/ hindering
factors.

state/grassroots reps.

2. Dental benefit in Medicare is
part of the mid-term
election discussion

e Are state-level stakeholder

organizations including Medicare
dental benefits in their mid-term
advocacy efforts?

Are safety net providers including
Medicare dental benefits in their
mid-term advocacy efforts?

In your state, how many candidates
running for the U.S. Senate or House
in the mid-term election have public
positions on dental coverage in
Medicare?

Websites of state AARP
chapters, Departments
of Aging, and PCAs to
see if they include any
information about
dental coverage for
seniors and/or in
Medicare.

Online searching of
state candidates’ web
sites and local media to
identify published
positions on dental
Medicare. An
organization in your
state may track this.

e State and grassroots reps

should NOT contact

candidates’ offices directly

for this information, as
there is no benefit design
to share yet.

3. Senate committee of
jurisdiction holds hearing on
benefit.

Has the state legislature ever
introduced any resolutions on a
Medicare dental benefit?

Target Team will obtain
this from ADEA.

No data request of
state/grassroots reps.

4. A consensus advocacy

agenda and approach have
been adopted by a critical
mass of key influencers with
position and clout to support
passage of a bill.

Does the state oral health coalition
have a Medicare dental benefit as a
priority and/or is it doing work
around Medicare awareness? If yes,
please describe.

Does the state oral health plan have
a program or approach for older
adults?

Which national organizations, if any,
have drafted an advocacy agenda
and/or approach?

State oral health
coalitions for bullets #1
and #2.

Target Team will obtain
data for bullet #3 from
Oral Health America.

State/grassroots reps only
need to answer bullets #1

and #2.
Target Team will answer
bullet #3.

5. Thereis a 15 percent
increase in the number of
Medicare-eligible people
that are aware of and
actively advocating for this
coverage.

How has this changed compared to
findings of previous research
performed?

Target Team will obtain
data from Marketing for
Change via Oral Health
America.

No data request of state/
grassroots reps.
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State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

Milestone 1: The Oral Health 2020 Network has adopted a consensus Medicare dental benefit design.

Measurement Questions Findings Data Source(s) Used
Has the Oral Health 2020 Network adopted a consensus There has not yet been adoption of a
Medicare dental benefit design? consensus Medicare dental benefit

design. However, Oral Health America
recently published a paper written
collaboratively by a diverse group of
stakeholders, illustrating diverse
support for the approach. The next
step is to vet this further with the
Network.

Factors facilitating achievement of the milestone:
Factors hindering achievement of the milestone:
Milestone 2: Dental benefit in Medicare is part of the mid-term election discussion.
Measurement Questions Findings Data Source(s) Used
Are state-level stakeholder organizations including Medicare
dental benefits in their mid-term advocacy efforts?

Are safety net providers including Medicare dental benefits in
their mid-term advocacy efforts?

In your state, how many candidates running for the U.S. Senate
or House in the mid-term election have public positions on
dental coverage in Medicare?

Factors facilitating achievement of the milestone:

Factors hindering achievement of the milestone:

Milestone 3: Senate committee of jurisdiction holds hearing on benefit.

Measurement Questions Findings Data Source(s) Used
Has the state legislature ever introduced any resolutions on a -NJ introduced a bill each session since | ADEA-resolutions since 2014
Medicare dental benefit? 2014/15-2018/19 RE: Memorializes

Congress to provide Medicare coverage for
eyeglasses, hearing aids, and dentures.

-Hl introduced a bill 18/19 RE: Urges
Congress to require adult dental
coverage under Medicare and
Medicaid.

Factors facilitating achievement of the milestone:
Factors hindering achievement of the milestone:
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Milestone 4: A consensus advocacy agenda and approach have been adopted by a critical mass of key influencers with position and clout to

support passage of a bill.

Measurement Questions

Findings

Data Source(s) Used

Does the state oral health coalition have a Medicare dental
benefit as a priority and/or is it doing work around Medicare
awareness? If yes, please describe.

Does the state oral health plan have a program or approach for
older adults?

Have no SOHP in 2017:

AK, AR, DE, FL, HI, MA, MD, ME, MT,
NE, NJ, NV, OH, TX, WA, WY

Have SOHP in 2017, but does not
mention older adults:

AZ, KY, UT

Have SOHP in 2017 and mentions older
adults:

GA, ID, IL, IN, LA, MI, MN, MS, NC, NH,
OK, OR, PA, RI, SC, TN, VA, WI, AL, CA,
CO, CT, IA, KS, MO, ND, NY, SD, VT, WV

State Dental Directors Survey
conducted

by Oral Health America in
October and

November 2017 via Survey
Monkey.

Which national organizations, if any, have drafted an advocacy
agenda and/or approach?

Oral Health America, Families USA,
Justice in Aging, Santa Fe Group,
Center for Medicare Advocacy

OHA

Factors facilitating achievement of the milestone:

Factors hindering achievement of the milestone:

Milestone 5: There is a 15 percent increase in the number of Medicare-eligible people that are aware of and actively advocating for this

coverage.

Measurement Questions:

Findings

Data Source(s) Used

How has this changed compared to findings of previous
research performed?

Since 2015 OHA with behavior change
firm, Marketing for Change, have

OHA/Marketing for Change
State Pilots, 2018

worked toward building a consumer
campaign to engage and motivate
adults 50+ to advocate for a dental
benefit in Medicare. While we do not
have a true national baseline to
measure percent increase in awareness
and advocacy, through our 2018 state
pilots in lowa, Michigan and Tennessee
we are able to measure engagement
through google trends and market
penetration. In lowa, our campaign
reached 171,000 adults 60+ via
Facebook, resulting in a 33% market
penetration during the four campaign
months. Michigan: reach of 158,000;
30% market penetration (currently
active, ends in Sept.) Tennessee: reach
of 122,000; 20% market penetration
(currently active, ends in Oct.) With
regards to Google trends, there is a
high, sustainable search of the
keywords ‘Medicare dental’ during the
campaign. Supplemental PPT slides are
available if needed.

lowa Campaign-May-August
Grand Rapids/Lansing
Campaign-June-Sept.
Knoxville/Chattanooga
Campaign-July-Oct.

Factors facilitating achievement of the milestone:

Factors hindering achievement of the milestone:
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A NATIONAL AND STATE-BASED ORAL HEALTH MEASUREMENT SYSTEM IS IN PLACE

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess whether a national and state-based oral health
measurement system is in place. The Target Team completed Section 1, which provides guidance around collecting data to assess

each milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories). Milestones
that are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones

Measurement Questions

Suggested Data Sources

Notes

1. Forty percent of states are
collecting data aligned
with the recommendations
of the Oral Health 2020
Network.

e Does your state collect oral health
measures that align with the following
guidelines: provides information about
oral health status, utilization, access,
prevention, and oral health across the
lifespan? Answer yes or no for each. For
those with a yes, what measures are they
tracking?

e For any they are not tracking, note if any
plans are in place to do so in the future.

e State office of oral health in
the department of health,
particularly the
epidemiologist.

e State oral health reports

e National Oral Health
Surveillance System

e Read the
measurement brief,
“Making Oral Health
Count: Toward a
Comprehensive Oral
Health Measurement

System,” released by
CDHP and ASTDD
(available on
Socious), particularly
the appendix, to
identify the
consensus
recommendations of
the network. This
white paper was the
culmination of a
multi-year
consensus- building
process among data
consumers and
agencies that collect

and analyze data. If
your state does not
collect data that
align with all of the
guidelines, please
indicate which
guidelines the state
does adhere to in
the findings section.

2. Consensus
recommendations for a
core set of measures with
sufficient granularity and a
measurement and
reporting strategy have
been adopted by the Oral
Health 2020 Network.

® Are consensus measures with sufficient
granularity developed, and have we
established consensus around them ?

e Target team will
answer. No data
request of state/
grassroots reps.
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Thirty percent of care
delivery settings using
EHRs have integrated
medical and dental
records.

What percentage of care delivery settings
have fully integrated EHRs?

What percentage of care delivery settings
have some interoperability between
medical and dental records? Please
describe what functions they offer.

What national efforts are taking place to
improve integration?

o State PCAs, AAP chapters,
state hospital association,
National Primary Care
Association, payers.

e Care delivery
settings may include
private providers’
offices, ED’s,
community health
centers, and others.

e State/grassroots
reps are only asked
to respond to bullets
#1 and #2.

e Target team will
answer bullet #3.

Key federal agencies,
policymakers, and the Oral
Health 2020 Network are

Are consensus measures with sufficient
granularity developed, and have we
established consensus around them?

This may also be asked of the
Policy NRT - is this a goal they
are engaging with the

The target team will
respond to this
milestone. No data

aligned around a core set
of measures with sufficient
granularity and a
measurement and
reporting strategy.

network? What does that
engagement look like?

request of state/
grassroots reps.

State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

State:

Milestone 1: Forty percent of states are collecting data aligned with the recommendations of the Oral Health 2020 Network.

Measurement Questions

Findings

Data Source(s) Used

Does your state collect oral health measures that align with
the following guidelines: provides information about oral
health status, utilization, access, prevention, and oral health
across the lifespan? Answer yes or no for each. For those
with a yes, what measures are they tracking?

For any they are not tracking, note if any plans are in place to
do so in the future.

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone :

Milestone 2: Consensus and recommendations for a core set of measures with sufficient granularity and a measurement and reporting
strategy have been adopted by the Oral Health 2020 Network.

Measurement Questions

Findings

Data Source(s) Used

them?

Are consensus measures with sufficient granularity
developed, and have we established consensus around

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:
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Milestone 3: Thirty percent of care delivery settings using EHRs have integrated medical and dental records.

Measurement Questions Findings Data Source(s) Used
What percentage of care delivery settings have fully
integrated EHRs?

What percentage of care delivery settings have some
interoperability between medical and dental records? Please
describe what functions they offer.

What national efforts are taking place to improve
integration?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 4: Key federal agencies, policymakers, and the Oral Health 2020 Network are aligned around a core set of measures with
sufficient granularity and a measurement and reporting strategy.
Measurement Questions Findings Data Source(s) Used
Are consensus measures with sufficient granularity
developed, and have we established consensus around
them?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Here, state and grassroots reps are encouraged to share any stories uncovered during their outreach and data collection that
illustrate how stakeholders have pursued the target’s milestones, and those that describe the achievement of greater equity for the
target. Stories are not expected for each milestone, but are welcome.
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ORAL HELTH IS INTEGRATED INTO AT LEAST 50% OF EMERGING PERSON-CENTERED CARE MODELS

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess whether oral health is integrated into at least
50% of emerging person-centered care models. The Target Team completed Section 1, which provides guidance around collecting
data to assess each milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3
(Stories). Milestones that are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

aligned around a definition
of integrated
person-centered care.

your state from each of the following
four buckets do work or have policies
aligned with the definition of
person-centered care: advocacy
organization, public health organization,
provider organization, and a community
program?

each of the four categories.
Examples include: advocacy
(coalition); public health
(primary care association);
provider organization
(dental association);
community program (Head
Start).

Milestones Measurement Questions Suggested Data Sources Notes

1. Oral health is included in e Are oral health standards included? e NCQA e Target team will
key national accreditation e Are they mandatory or optional? ® Joint Commission collect this data. No
standards for e Are there other standards under e AAAHC additional data
person-centered care. development? request of state/

grassroots reps.

2. Twenty-five states have oral | @ Does the state include oral health in its e State Medicaid agency
health incorporated into regulatory guidance around e Oral health office in the
their person-centered care person-centered care that is delivered department of public health
policies. by publicly funded programs (such as e Office of chronic disease

Medicaid)? management
e For public programs, does the state have | ® State primary care
guidance about oral health in its association (i.e.,
person-centered care policy? Patient-Centered Medical
e Does the state have any policy related to Home Initiative)
private payers that regulates oral health | @ MCO contracts
inclusion in person-centered care?

3. Quality metrics for oral o Do key national stakeholders have e HRSA, MCH, DQA, NNOHA, Target team will
health care integration have quality metrics that focus on PHAB collect this data. No
been developed by key interprofessional care? additional data
national stakeholders. request of state/

grassroots reps.

4. Oral Health 2020 Network is | ® Does a representative organization in ® Ask an organization from The definition we are

using is: “Person
Centered Care can
be defined as a
health care delivery
system where all
aspects of patient
care between
healthcare
providers—for
example dental,
medical and
behavioral care and
community
resources—are
integrated and
coordinated, that are
valuable and
meaningful to the
patient, with the
goal of improving
health care quality
and outcomes and
lowering health care
costs.”
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5. Adiverse set of pilot
programs that serve as a
model for fully integrated
person-centered care and
are reimbursed based on
health outcomes have been
launched.

Has a pilot been launched that is testing
an innovation in where, who, or how
care is delivered either at the state level
or as part of a national effort; and is it
coupled with a reimbursement
mechanism? Note whether or not it
reimburses based on health outcomes.

State departments of
health

Primary care associations

School-based health
centers

The pilot may be
focused on one or
more aspects or
elements of a
person-centered
care model. Please
share which aspects

Accountable care

organizations (managed

care organizations)
Dental schools
Research institutions

ot person-centered
care on which it is
focused and its
name.

6. Twenty percent of provider
education and training
programs include a focus on
oral health and
interprofessional care.

Do provider education programs in your
state address interprofessional care?

If yes, does the program educate
provider types together in a
multidisciplinary setting, or are they
offered interprofessional education (IPE)
in individual professions?

Dental, medical, and
community provider
schools in your state.
ADEA.

We deliberately
excluded “and
training programs”
because the work
required to capture
that information

would be prohibitive.

We are asking
whether providers
receive IPE or not.
Please note how
many provider
education schools
there are, and how
many include IPE in
their curricula.

State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please
add rows to capture that data (optional).

State:

Milestone 1: Oral health is included in key national accreditation standards for person-centered care.

Measurement Questions

Findings

Data Source(s) Used

Are oral health standards included?

Are they mandatory or optional?

Are there other standards under development?
Factors facilitating achievement of milestone:
Factors hindering achievement of milestone:
Milestone 2: Twenty-five states have oral health incorporated into their person-centered care policies.
Measurement Questions Findings

Does the state include oral health in its regulatory guidance
around person-centered care that is delivered by publicly
funded programs (such as Medicaid)?

For public programs, does the state have guidance about
oral health in its person-centered care policy?

Does the state have any policy related to private payers
that regulates oral health inclusion in person-centered
care?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Data Source(s) Used
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Milestone 3: Quality metrics for oral health care integration have been developed by key national stakeholders.
Measurement Questions Findings Data Source(s) Used
Do key national stakeholders have quality metrics that
focus on interprofessional care?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:
Milestone 4: Oral Health 2020 Network is alighed around a definition of integrated person-centered care.

Measurement Questions Findings Data Source(s) Used
Does a representative organization in your state from each
of the following four buckets do work or have policies
aligned with the definition of person-centered care:
advocacy organization, public health organization, provider
organization, and a community program?

Factors facilitating achievement of milestone:

Factors hindering:

Milestone 5: A diverse set of pilot programs that serve as a model for fully integrated person-centered care and are reimbursed based
on health outcomes have been launched.
Measurement Questions Findings Data Source(s) Used
Has a pilot been launched that is testing an innovation in
where, who, or how care is delivered either at the state
level or as part of a national effort; and is it coupled with a
reimbursement mechanism? Note whether or not it
reimburses based on health outcomes.

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 6: Twenty percent of provider education and training programs include a focus on oral health and interprofessional care.
Measurement Questions Findings Data Source(s) Used

Do provider education programs in your state address
interprofessional care?

If yes, does the program educate provider types together in
a multidisciplinary setting, or are they offered
interprofessional education (IPE) in individual professions?
Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Here, state and grassroots reps are encouraged to share any stories uncovered during their outreach and data collection that
illustrate how stakeholders have pursued the target’s milestones, and those that describe the achievement of greater equity for the
target. Stories are not expected for each milestone, but are welcome.
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ORAL HEALTH IS INCREASINGLY INCLUDED IN HEALTH DIALOGUE AND PUBLIC POLICY

TEMPLATE: 2018 Network-Wide Project: Data Collection for Target Milestones

This document is a template for the Target Team focused on milestones that assess oral health is increasingly included in health
dialogue and public policy. The Target Team completed Section 1, which provides guidance around collecting data to assess each
milestone under the target. State and grassroots reps should complete Sections 2 (Data Reporting) and 3 (Stories). Milestones that
are shaded in gray DO NOT require any information from state and grassroots reps in Section 2.

1. Guidance for Data Collection

Milestones

Measurement Questions

Suggested Data Sources

Notes

1. Twenty-five states have
legislative committees of
jurisdiction with oral health
as a priority in their health
policy agenda.

e Which committees (or caucuses, or
legislative commissions) in the state
legislature explicitly mention oral health
in their documentation/website?

e State legislatures website

e Public health lobbyists or
other advocates
(organizations) that are at
the state capitol lobbying for
health-related topics

e Legislature documentation

e Look at current policies they
are advocating for

® ANOHC list of states with
oral health caucuses

e A legislative
committee of
jurisdiction means it
has authority over
issues that impact
health policy.

2. The Oral Health 2020 Network
has consensus policy
priorities that promote the
achievement of the 2020
targets.

e Does the network have written policy
priorities that promote the
achievement of the 2020 targets?

e Has the network agreed on the
priorities, and if yes, through what
mechanism?

e Do any of the priorities link/map to the
seven network targets and if yes, which
ones, and how?

e The network’s Policy NRT
e The network’s

Data/Measurement NRT
e Harder & Company

o Milestone is referring
to the OH2020
targets.

e Target Team will
collect this data. No
ask of state/
grassroots reps.

3. Engagement of
congressional champions
has resulted in all
committees of jurisdiction
having oral health as a
priority in their health policy
agendas.

e \What are the names and affiliations of
legislative and congressional
champions of health in your state?

e What types of awareness and
education activities and materials do
organizations in your state use in order
to elevate awareness of oral health
among legislative stakeholders? (e.g.,
visiting the state capitol, employing a
lobbyist, etc.)

e Public health lobbyists or
other advocates
(organizations) that are at
the state capitol lobbying for
health-related topics

o National Conference of State
Legislatures

® Oral Health America

e Community Catalyst

e State-level oral health
legislative committee

4. All Oral Health 2020 Network
members are delivering
framed messages in their oral
health communications.

® Are you aware of the work of the
FrameWorks Institute?

e Have you attended a network meeting
where FrameWorks provided training?

e Have you asked for framing technical
assistance?

e Have you used the FrameWorks
messaging guidance to create new, or
update existing, communication
materials?

e What keywords do you use to search/
google for oral health information?

e Where and how is oral health showing
up in social media?

e How are people using search engines
to find oral health information and
what are related search terms?

o Network members from all
levels: Grassroots,
Grassmiddles, Grasstops

e Member survey

e FrameWorks website use
metrics

e Requests for FrameWorks
TA (via Comms request
form)

e Analytics in social media
and google searches
pertaining to oral health
and analyzing web trends
in general

e Target Team will
collect this data. No
ask of state/
grassroots reps.
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State and grassroots reps should complete the “Findings” and “Data Source(s) Used” columns. Use rows adjacent to the “Factors
Facilitating Achievement of Milestone” and “Factors Hindering Achievement of Milestone” to describe any such organizational,
community, state, or national-level factors impacting the milestone in your state. Cells shaded in gray do not have to be completed
by state/grassroots reps. If your state has data on additional measures that illustrate progress toward the given milestone, please

add rows to capture that data (optional).

State:

Milestone 1: Twenty-five states have legislative committees of jurisdiction with oral health as a priority in their health policy agenda.

Measurement Questions:

Findings

Data Source(s) Used

Which committees (or caucuses, or legislative commissions)
in the state legislature explicitly mention oral health in their
documentation/website?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 2: The Oral Health 2020 Network has consensus policy priorities that promote the achievement of the 2020 targets.

Measurement Questions:

Findings

Data Source(s) Used

Does the network have written policy priorities that promote
the achievement of the 2020 targets? (Yes/No)

Has the network agreed on the priorities, and if yes, through
what mechanism?

Do any of the priorities link/map to the seven network
targets and if yes, which ones, and how?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

health policy agendas.

Milestone 3: Engagement of congressional champions has resulted in all committees of jurisdiction having o

ral health as a priority in their

Measurement Questions:

Findings

Data Source(s) Used

What are the names and affiliations of legislative and
congressional champions of health in your state?

What types of awareness and education activities and
materials do organizations in your state use in order to
elevate awareness of oral health amongst legislative
stakeholders?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:

Milestone 4: All Oral Health 2020 Network members are delivering framed messages in their oral health communications.

Measurement Questions:

Findings

Data Source(s) Used

Are you aware of the work of the FrameWorks Institute?

Have you attended a network meeting where FrameWorks
provided training?

Have you asked for framing technical assistance?

Have you used the FrameWorks messaging guidance to
create new, or update existing, communication materials?

What keywords do you use to search/google for oral health
information?

Where and how is oral health showing up in social media?

How are people using search engines to find oral health
information and what are related search terms?

Factors facilitating achievement of milestone:

Factors hindering achievement of milestone:
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3. Stories lllustrating Progress Toward the Milestones

Here, state and grassroots reps are encouraged to share any stories uncovered during their outreach and data collection that
illustrate how stakeholders have pursued the target’s milestones, and those that describe the achievement of greater equity for the
target. Stories are not expected for each milestone, but are welcome.
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