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m‘ DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIlIl Minnesotans

Dear Minnesotans,

The last year has been unprecedented. COVID-19 has impacted every aspect of our lives as we re-imagined
life events and mourn loved ones lost. The impacts of the individual, community, and statewide sacrifices
made in response to this global pandemic will reach far into the future. This includes the not-yet-known
long term health burden of COVID-19 recovery. Dental professionals are among those who have made great

III

sacrifices and are an example of rising to meet the challenge of care delivery in this “new norma

Oral health disparities in Minnesota are well known and have existed for many years. The pandemic has
served to magnify disparities and inequalities of all types, including oral health. It has also served to increase
need, as many more Minnesotans find themselves facing new or heightened economic burden directly linked
to the pandemic. It is noted here that solving the dental access problem is not simple or easy. Many have
been working to address oral health disparities for years. It takes intentional, concerted work by all of us.

I am encouraged by the successes Minnesota’s network of dental providers has achieved since the last State
Oral Health Plan. These partners work tirelessly to address the unmet dental needs and improve access to
dental health care services. They cannot do it on their own. Today’s call to action asks each of us to play a role

in systems improvement towards oral health care access for every Minnesotan.

It is with pleasure and hope that | present Minnesota’s 2020-2030 State Oral Health plan. The Plan outlines
strategies and goals for our state to advance oral health equity, increase access to care, prevent dental
disease and improve overall oral health for Minnesotans. It includes five key focus areas:

e Oral Health Infrastructure
e Access to Oral Health Care
e Health Systems Integration
e Disability, Special Care Needs, and Inclusion
e Data
As we rebuild from the devastation of the COVID-19 pandemic, | am hopeful that this plan will act as a

catalyst for positive change, healing, and growth. | encourage you to commit to partnership and advancing
this work so we can create a community that protects, maintains and improves health for all.

Sincerely,

Jan K. Malcolm
Commissioner
P.O. Box 64975
St. Paul, MN 55164-0975
www.health.state.mn.us

An equal opportunity employer.
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Minnesota Oral Health Plan for 2020-2030. We look forward to the Plan serving as a tool for better

access and healthier mouths for all Minnesotans.”
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Honoring an Oral Health Champion

Many of the successes and opportunities to improve
Minnesotans’ oral health are due to the hard work of oral health

advocates and champions across the state.

December 2020: The Minnesota Department of Health
Oral Health Program and the Minnesota Oral Health
Coalition jointly awarded Dr. Amos S. Deinard Jr., MD MPH with a lifetime

achievement award for his unwavering commitment to the oral health of
Minnesota’s children.

Dr. Amos’ motto is: “Go forth and Varnish.” He and his team have spent years educating and engaging physicians
to provide oral assessments and fluoride varnish for kids during their encounters with the doctor’s office. He is an
unwavering advocate for underserved children’s health needs in Minneapolis, Minnesota, and beyond, and his passion is

perhaps best exemplified by his work with the Minnesota Oral Health Project.?

Dr. Deinard, or Amos, as he prefers to be called, is well known in the health care field as an Associate Professor at the
University of Minnesota Medical School Department of Pediatrics and School of Public Health. He is also known as
“The Fluoride Guy.” Amos launched the ambitious Childhood Caries Prevention Project that focused on oral health
care anticipatory guidance and fluoride varnish treatments in Minnesota’s primary care medical clinics. The project
aimed to improve access to dental services for children insured through public health plans. What began with one
staff member in Southwest Minnesota is now a statewide team of 15 Minnesota Oral Health Project (IMNOHP)
professionals, representing diverse public health and clinical backgrounds, who work with oral health providers, public

health educators, and community advocates throughout the state to provide essential oral health care.

Amos’ initial goal of implementing Childhood Caries Prevention in medical clinics is nearly achieved, with more than
99 percent of clinics providing this service through well-child and children and teen checkups. MNOHP staff and
team members deliver Amos’ messages about preventive care and fluoride varnish treatments to parents, schools,
and communities across Minnesota via community presentations, social media opportunities, website education and

materials, and stakeholder meetings.

Amos’ legacy in improving oral health for all Minnesota children continues today through the work of the current
MNOHP. In 2016, Amos received the National Lifetime Achievement Award for Public Health Dentistry—the first
time a pediatrician was given this national recognition. His timeless message, “Go forth and varnish,” continues to be

heard throughout Minnesota, as well as nationally among oral health leaders.

The content for this section was adapted (with permission) from Minnesota Oral Health Programs’ Crush Cavities article “The Story of the Minnesota Oral Health
Project” on Dr. Amos S. Deinard Jr., M.D., M.P.H. located at: https://crushcavities.com/the-story-of-the-minnesota-oral-health-project-sharing-our-outcomes/ 8
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Executive Summary

State Plans, such as this one, are cornerstones of public health practice. These plans

guide state and local health departments, as well as partners, clinicians, policy makers,

and funders. There exists a strong dental public health landscape in MN; providers

and leaders who have a strong commitment to service, their fellow citizens, and I
motivation to Do the Right Thing. This document serves to uphold, support, promote

and encourage Minnesota’s Oral Health Champions. Each are heroes on their own.

Together, they are Minnesota’s Superstars.

Minnesota’s first State Oral Health Plan is the foundation for this Plan. Extensive engagement of statewide
stakeholders produced the first Plan. We could not have succeeded in the production of this update without
that strong foundation. The development team for this Plan consisted of many of the same stakeholders, and
some new ones. The lessons learned and experiences of statewide stakeholders informs the future. We hope we

have collectively built a user-friendly, actionable, attainable dental public health road map for the next decade.

This Plan is organic, subject to course adaptations and alterations along the way. Not all good things can be

done at once. Priorities are impacted by the society in which they exist. Available opportunities drive projects.

Now, more than ever, we are called to flexibility, adaptation, creativity.
This Plan was created and drafted before SARS-CoV-2 appeared. In these

unprecedented times, fluctuation has become a constant.

Proven and common methods for oral health care delivery have been turned upside down. In spite of the

unknowns, we believe this Plan will support the new challenges ahead.

It is easy to get discouraged in this work. At times, the acute needs of real people seem much greater than the
ability to resolve them. Some of our heroes have diligently worked on the recommendations contained in this
Plan for decades. Yet, decay and tooth loss are relentless. Health determinants are known and studied, however

achieving solutions is an on-going struggle. Even Superstars get tired.

We have to keep trying. Our state depends on it.




WHAT WE KNOW Co-occurring barriers impede people’s ability to access dental care:

Disparities n Minnesota « Insufficient insurance coverage for health and dental needs;
mean some populat:ons bear « Disconnection across multiple disciplines in health

more of the burden of oral infrastructure;

disease.

+ A complex oral health system that is difficult to navigate,

especially for people with low literacy; and
While Minnesota ranks sixth in the nation

in national health measures,? a closer look + Workforce shortage.

shows Minnesotans experience significant

The SARS-CoV2 pandemic has spotlighted disparities in oral health.

inequalities in the social determinants of - i i
. L . Communities facing barriers to oral health care are the same as those
health, including income, education, and ] o ) )
. ) most at risk of complications from COVID-19, including older adults,
home ownership. Minnesota also hosts ) )
. people of color, and low-income adults and children. Dental offices
some of the most severe health disparities

in Minnesota were temporarily closed by order of the Governor to
limit the spread of COVID-19. The burden of delayed and foregone

care rests on those already suffering the most. The global pandemic

among people of color and American
Indians compared to whites.> These
institutionalized inequalities have led to R B
. ) has made clear disparities in our communities, and underscores the
low-income children and adults, people of ) R )
. . importance of equity in improving oral health.
color and American Indians, and people

with disabilities to disproportionally suffer

from dental diseases and oral conditions.

WHAT WE HAVE ACHIEVED SO FAR

In the years since Minnesota’s first State Oral Health Plan in 2013, the Minnesota Department of Health (MDH) and partners
have collaborated to achieve major milestones. These included establishing a coalition of oral health experts, development and
maintenance of a central oral health statistics system, and developing collaborative practice as a strategy to increase access

to oral health care. The Plan has contributed to the mandate for fluoride varnish application at Minnesota’s Child and Teen
Checkups®, and the designation of MDH as the administrator of the Early Dental Disease Prevention Initiative (EDDPD.

A 2015 assessment of the first State Oral Health Plan 2013 identified additional successes and provided recommendations.
The assessment found the Plan informed project design and funding proposals; strengthened external communication; brought
awareness to oral health disparities; aided in assessing opportunities for policy change; and provided a basis for emerging

workforce models and medical-dental integration projects. A key recommendation was for MDH to be more methodical in

ascribing ownership and commit to gathering inclusive input from various stakeholders.
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OUR WORK FOR THE NEXT DECADE \

The Minnesota State Oral Health Plan for 2020-2030 builds on the
2013 Plan. It serves as a blueprint for decision-makers and calls for

collaboration to achieve oral health for all Minnesotans. MDH worked

closely with Minnesota’s Dental Services Advisory Committee; assessed
national and state data; and received more than 200 comments from
stakeholders to identify priorities for the Plan. This led to five focus areas,
defined below. Each contain the strategy action categories of clinical,

education, finance, policy, and workforce:

O
Oral Health Infrastructure: Strengthen, stabilize, and sustain
1 EEE

Minnesota’s oral health infrastructure.

2 Access to Oral Health Care: Increase access to timely, culturally
@ appropriate, geographically suitable, and financially viable dental
care.

3 Health Systems Integration: Improve integration of medical and
dental care systems to provide more holistic care.

Disability, Special Care Needs, and Inclusion: Make oral health
care is accessible, safe, respectful, and timely for all Minnesotans
who seek it.

Data: Share oral health data and indicators to inform data-
driven strategies and actions.

"


https://mn.gov/dhs/partners-and-providers/news-initiatives-reports-workgroups/minnesota-health-care-programs/dental-committee/

Building collaboration will continue to be key for collective impact. The collaborative nature of our work to ensure oral

health for all must mirror the interrelated ways social determinants of health can affect oral health for Minnesotans.

Partnerships and collaboration across disciplines, agencies, and communities is a strong theme across the Minnesota

State Oral Health Plan for 2020-2030.




ORAL HEALTH IS INTRINSIC
TO OVERALL HEALTH




Oral Health is Intrinsic to Overall Health

If the mouth is the window to the body, oral health status gives great insight into overall
health. Oral health is no stranger to the public health approach; in fact, community
water fluoridation is considered one of the most successful public health strategies

in the 20th century. The idea of oral health being essential to overall health has

gained considerable traction over the past two decades. In 2000, the Office of the

Surgeon General published Oral Health in America, a landmark report emphasizing the

importance of oral health as an indicator of overall health and presenting an association

between poor oral health and other chronic illnesses, such as heart disease and diabetes.
Based on the emerging research supporting oral health as vital to overall health, Healthy People
2030 focuses on reducing tooth decay and other oral health conditions and helping people get oral

health care services.

€€ Oral health can impact a patient’s quality of life, how they manage
daily necessities. Not having access to dental care, for ANY reason,
not only negatively impacts the patient, but those around them in a

myriad of ways. — Stakeholder:

Poor oral health can lead to significant pain and discomfort. Tooth decay, gum disease, craniofacial diseases,
cleft lip and palate, traumatic injury, or even cancer can contribute to poor oral health. Fortunately, many of
these conditions are preventable, saving individuals from their accompanying pain and costs associated with

untreated dental care. MDH takes a “health in all policies approach,” acknowledging that health is created in

the clinic, but also where people live, work, and play.

DISPARITIES IN MINNESOTA COMPOUND THE BURDEN OF ORAL DISEASE

Minnesota ranks sixth” in the nation in national health measures.* Although Minnesota has long enjoyed top
rankings, a closer analysis of statewide outcomes indicates that this is not the reality for all Minnesotans. Minnesota
experiences significant inequalities in the social determinants of health, including factors such as income, education,
and home ownership. It also hosts some of the most severe health disparities with people of color and American

Indians compared to whites. In 2014, Advancing Health Equity in Minnesota: Report to the Legislature illustrated the

state’s severe racial health disparities, asserting that these significant and persistent disparities cannot be explained by
biogenetic factors or individual choice. Rather, the report states those disparities are products of social and economic
inequities, including factors such as poverty, unemployment, home ownership, and education, many of which are tied

to structural racism in the state.
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Oral diseases and poor oral health conditions can adversely impact a person’s ability to eat, speak,
smile, as well as affecting confidence and quality of life. Although several oral conditions are generally
preventable, many Minnesotans still suffer from the adverse effects of poor oral health. Much of this
burden impacts low-income children and adults, people of color and American Indians, and people
with disabilities. These populations disproportionately suffer from dental diseases and oral conditions
due to structural barriers like limited access to and availability of oral health services, and absent or

inadequate health and dental insurance.

HOW DISPARITY IN ORAL HEALTH SHOWS UP IN POPULATIONS

Children

Tooth decay is the most common chronic childhood disease; it is five times more common than
asthma.” Based on the Basic Screening Survey (BSS)® of 2015, about half (49.5 percent) of Minnesota
third graders either had a history of tooth decay or displayed tooth decay at the survey time. This rate
was slightly higher than the Healthy People 2020 goal of 49 percent; however, the 2015 rate of tooth
decay declined from 2010 BSS data that showed a rate of 55 percent of Minnesota third graders with

tooth decay. Also, the percentage of Minnesota third graders with untreated tooth decay declined
from 18 percent in 2010 to 16.6 percent in BSS 2015, which is lower than the Healthy People 2020
target of 26 percent.

€€ Research shows that there are more and more systemic issues and illnesses
that have a direct link to oral health conditions. — Stakeholder:

While overall rates declined, children from low-income households, rural communities, or communities of color bear

a higher burden of tooth decay. Third graders eligible for free/reduced-price lunch program were 1.6 times more likely
to have tooth decay than non-eligible students. Students living in rural communities were 1.3 times more likely to
have tooth decay than students in urban areas. Moreover, Hispanic third graders were 1.4 times more likely to have
tooth decay than White, non-Hispanic third graders.® There is also disparity in preventative measures. Dental sealants
(plastic resin applied to molars and premolars) are evidence-based to mitigate dental caries in school-aged children by
preventing tooth decay and cavities.'> 2015 BSS data show that 60 percent of third graders—a much higher rate than
the national target set by Healthy People 2020 of 28 percent—had at least one sealant on their permanent molars.
However, third graders in public schools with low free/reduced-price lunch eligibility (i.e., higher-income households)
were 1.5 times more likely to have dental sealants than third graders in public schools with high free and reduced-price

lunch eligibility (i.e., lower-income households).
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“ As a safety net pediatric clinic, we
frequently see the devastating effects
of inadequate oral health resources
and access among our patients,
especially low-income children and

children of color. — Stakeholder °©

Adults

Yearly dental visits are essential to maintain healthy gums and teeth, prevent dental disease, and identify any treatment
needs. According to the Behavioral Risk Factor Surveillance System (BRESS), in 2016, 73 percent of Minnesota adults
reported visiting a dentist or dental clinic within the previous year, compared to 65 percent of US adults. The BRFSS
data reveal racial and socioeconomic disparities, with Hispanic adults, adults from low-income households, and adults
without a higher education less likely to visit the dentist each year. Hispanic adults were 1.4 times less likely to have

visited a dentist or dental clinic within the past year compared to non-Hispanic white adults.

Adults from homes with household incomes below $35,000 were 1.4 times less likely to report visiting a dentist or
dental clinic than adults from homes with a household income of $35,000 or more. Adults with a high school degree
only were 1.6 times less likely to visit a dentist or dental clinic within the previous year than adults with a higher

education degree.

€ | work with individuals who are of low-income
and see how desperate some of them are to get
dental work and a general cleaning done but
can'’t find a provider in their community to ¢.
complete the work. —Stakeholder ¢ /

Older Adults ( A

Older adults are at risk of poor oral health due to limited workforce availability for

geriatric oral health care, preventive care, and a lack of dental benefits through Medicare.

Yearly dental visits continue to be integral to our oral health as we age, but over half of Minnesota
adults aged 65 and older do not have dental insurance. Data from 2017 show that 32 percent of
Minnesota adults over age 55 enrolled in a Minnesota Health Care Program (MHCP) saw a dentist
within the year.

2016 BSS data® showed that 40 percent of adults aged 65 and older and living in long-term care
facilities had untreated tooth decay that was not filled or restored. Older men were 30 percent more
likely to have untreated decay than women. The survey also showed that 59 percent of older adults had
impaired dental function, defined as having fewer than 20 teeth. The 2016 BRFSS data showed that
overall, 10 percent of Minnesota adults aged 65 and older had lost all their teeth.”
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PEOPLE WHO ARE INCARCERATED

The Minnesota Department of Corrections (DOC) provides health and dental care services to about 8,000
incarcerated adults and juveniles in 10 facilities throughout the state. Nearly 18 full-time dental professionals provide
care to this population with an annual budget of $2.5 million. Many incarcerated individuals entered the corrections
system with urgent or emergent dental treatment needs. Sometimes, a pending release date also creates an urgency,
as the individual may not have dental care access after leaving DOC. Providers work to complete treatment plans,
including the completion of removable prosthodontics, before the release date. Because DOC prioritizes these needs
ahead of routine care (such as cleanings and fillings), routine care may be delayed for incarcerated individuals seeking

routine care unless offsite dental services can be provided.

¢¢ To improve access, provider reimbursement for Medicaid
needs to be like commercial patients. This is the only way i
the access issue will be improved. The current provider
reimbursement structure is promoting discrimination for
our state’s most vulnerable populations. — Stakeholder °

BARRIERS TO OPTIMAL ORAL HEALTH

Several external and internal barriers occurring simultaneously influence people’s ability to access dental care. An
example of these barriers affecting access to dental care is that only about 40 percent of children (ages 1-20) eligible for
Minnesota Child and Teen Checkups had at least one dental service during the federal fiscal year 2018." Overall, in the
past five years, 31-36 percent of MHCP enrollees received at least one dental service. While MHCP provides low or no-
cost insurance for Minnesotans in need, many dentists face administrative barriers which prevent them from accepting

MHCP-enrolled patients.”

Several structural barriers impede people’s ability to access dental care:
+ Insufficient insurance coverage for health and dental needs;
» Disconnection across multiple disciplines in health infrastructure;
« A complex oral health system that is difficult to navigate, especially for people with low literacy; and

« A workforce shortage.

These barriers further compound with language, transportation, childcare, work release, scheduling/appointments, and

personal mobility. Individuals who receive dental benefit through Minnesota Health Care Programs (MHCP) face

different challenges in accessing dental care than the populations on private insurance.

The workforce shortage is another large-scale barrier to dental care. Over half of Minnesota counties are designated

as dental health professional shortage areas (Dental-HPSAs). This means the population of the county does not

have adequate dental providers to care for them. Minnesota is no exception to the Health Resources and Services

Administration’s prediction that the excess growth in demand for dentists would result in a national shortage of

approximately 15,600 dentists in 2025.

The unique barriers directly linked to the Medicaid program are included as Appendix: Medicaid Barriers.
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“ People with special needs tend to not have
the best insurance, therefore there are not
many options for them. They can also have a
hard time at the dentist and may need to
have more options available to them than

the general public. — Stakeholder®

People with disabilities have endured great difficultly during the pandemic.

Diminished or eliminated services and supports have had, and will continue to have,

negative consequences on independence, quality of life, and overall health maintenance.

Underlying medical conditions make some individuals with disabilities at higher, or much higher, risk of

Covid-19 infection; and at higher risk of severe infection. The long-term effects of isolation, lack of services,

and post-Covid recovery, are unknown.

The COVID-19 pandemic has already impacted the dental care
workforce and thus, availability of services. Dental care providers are
conflicted about caring for their patients, yet keeping themselves
and their own loved ones safe. In the short term, some dental care
providers have pressed pause on delivering patient care. Some of
those may not return to clinical roles. A portion of the workforce

might not return to clinical, or retire sooner than intended.

€ { Ve see people in our Emergency Room
with dental problems because there isn’t a
dentist available on weekends or because
they can’t get an appointment on a short
notice. This is [an] inappropriate use of
emergency room visits and medical dollars.

— Stakeholder®




MAKING INROADS TO
OPTIMAL ORAL HEALTH




Minnesota has implemented innovative
workforce models such as advanced dental
therapists, dental therapists, and dental
hygienists in collaborative practice to
strengthen its oral health workforce’s capacity
to increase access to oral health care.

MDH’s Health Care Workforce Planning Unit of the Office of Rural Health
and Primary Care collaborates with the Minnesota Board of Dentistry to

conduct an annual mandated workforce survey to track and analyze the trends
among the licensed oral health workforce. It surveys dentists, dental assistants,
dental therapists, advanced dental therapists, and dental hygienists, including
dental hygienists in collaborative practice®® at the time of their license renewal —
oral health professionals have a two-year renewal cycle. The survey asks about their
work status, location, future work plans, job satisfaction, education, future training

plans, specializations, and roles and responsibilities.

Survey data as recent as January 2020 show there are 4,191 licensed dentists, 100 licensed dental therapists and
advanced dental therapists, 5,770 dental hygienists, and 7,418 dental assistants to serve 5.6 million state residents.”®
Fifteen percent of dentists are near retirement age and 24 percent of dentists plan to only practice for the next five
years or less. In Minnesota, the metro area has a concentration of dentists and rural areas do not have enough. Of
practicing dentists, 63 percent are concentrated in the Minneapolis and Saint Paul metro area, home to about 54
percent of the state population. The number of potential patients that would be served by one dentist is smaller in urban
areas (1,601 residents to one dentist) than in rural or isolated areas (3,938 residents to one dentist). A likely reason

for the higher ratio is that while retirement creates job openings for recent graduates, it is challenging for these new

dentists to realize the economic and practice opportunities in rural Minnesota.

REFLECTING ON WORK SINCE MINNESOTA’S FIRST STATE ORAL HEALTH PLAN

Minnesota’s first State Oral Health Plan, illustrated a shared vision for oral health for all Minnesotans. The Plan fulfilled

three of the five core conditions for collective impact; it served as a common agenda among stakeholders, provided data
for shared measurements for some oral health measures, and encouraged mutually reinforcing activities. It addressed
cross-cutting issues and the Centers for Disease Control and Prevention’s (CDC) four chronic disease prevention and
health promotion domains: epidemiology and surveillance, environmental approaches to promote health, health systems

interventions, and community clinical linkages.
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ACHIEVEMENTS SINCE THE FIRST STATE ORAL HEALTH PLAN IN MINNESOTA

MDH along with its oral health partners used the Plan as a framework to catalyze innovation in oral health care. Some of

the success stories are highlighted below:

I

Minnesota Oral Health Coalition (MOHC)

The MOHC is a 501(c) organization that brings together oral health professionals, policymakers,
and various stakeholders through statewide, regional, and local level conferences, discussion
forums, and events to present and share successes, challenges, and solutions to oral health in the
state. It was founded in 2009 through a cooperative agreement among the CDC, the Health
Resources and Services Administration (HRSA), and the MDH Oral Health Program that
appointed directors to advance oral health in Minnesota. In the coalition’s early stages, MDH
provided expertise and staff time to conduct evaluation activities. MDH provided significant
resources to the coalition for staff time, meeting rooms, conference lines, virtual meeting
services and maintain the coalition’s webpage on the MDH website, membership database, and

written products.

Minnesota Oral Health Statistics System (MNOHSS)

MNOHSS, pronounced “minnows”, provides timely, accessible, easy-to-navigate,
understandable, and actionable online state and county oral health data through the Minnesota
Public Health Data Access portal. Delta Dental of Minnesota Foundation funded the initial
infrastructure for MNOHSS. Administered by the MDH Oral Health Program, this interactive

platform informs users of health disparities, trends in disease and service use, and unmet needs so

that they can more efficiently target resources. Currently, the CDC supports its staffing.

Collaborative Practice Authorization for Dental Hygienists in Community Settings.

In Minnesota, dental hygienists who enter into a collaborative practice agreement with a

licensed dentist may work in limited community settings without the dentist being present,
thus allowing providers to meet people where they are (e.g., at a school, nursing home, or
hospital). Dental hygienists require less training time than dentists to provide collaborative

services. Adopting collaborative practice aligns with Rural Health Advisory Committee 2018’s

strategies for improving access to quality oral health care among underserved populations and
those least likely to access routine preventive dental care in a private practice setting. This
model allows more people receive the care they need and save on the cost of oral care delivery,
while mitigating the challenges of an insufficient workforce to meet Minnesotans’ oral health

needs.
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https://www.minnesotaoralhealthcoalition.org/
https://data.web.health.state.mn.us/oral-health
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https://www.health.state.mn.us/facilities/ruralhealth/rhac/docs/2018ruraloral.pdf
https://www.health.state.mn.us/facilities/ruralhealth/rhac/docs/2018ruraloral.pdf

Q

Mandatory Fluoride Varnish Application in the Child and Teen Checkups (C&TC) setting.

Fluoride varnish application is now mandated at all Child and Teen Checkups (C&TC) visits,
starting at the first tooth’s eruption or no later than 12 months of age, and continuing through 5

years of age.”” MHCP will cover four fluoride varnish applications per member in medical settings
for 0-20 year olds.

In addition to the fluoride varnish application mandate, the following are the oral health required

components for a complete C&TC visit:
1. Include the mouth and teeth as a part of the comprehensive physical exam.
2. Include oral health and caries prevention in anticipatory guidance.

3. Refer every C&TC-eligible child at every C&TC visit for routine dental care, beginning at

the first tooth’s eruption and no later than 12 months of age.

Prevention of early dental disease starts prenatally and is most effective in the first two years
of life. Infants are far more likely to see a primary health care provider than a dental provider
in their first two years of life. The American Academy of Pediatrics (AAP) stresses the role of
the primary health care provider play in preventing early dental disease. The implementation
of fluoride varnish application in the primary care setting along with referral to a dental home

prevent early decay among children especially those who are at high risk for caries.

Early Dental Disease Prevention Initiative (EDDPI

Minnesota’s legislature designated MDH as the administrator for EDDPI. MDH developed
a health integration prenatal-to-three program (P-3) called Healthy Teeth. Healthy Baby.

The program has been collaborating with diverse communities, experts and partners to build
integrated maternal and early childhood oral health systems of care that are equitable,
sustainable, comprehensive, and inclusive of the health system. Healthy Teeth. Healthy Baby.
promotes prevention of early dental disease and increases family-centered access to oral health

education and care.

MDH has administered mini-grants, provided technical assistance, engaged communities to

develop communication materials and distributed oral hygiene kits as incentive to promote P-3

oral health. MDH engages pregnant women, parents and caregivers to tailor the program to meet

the unique cultural needs of Minnesota’s communities.

MDH continues to work with key audiences to increase state-level infrastructure and capacity to

strengthen statewide maternal and early childhood oral health systems of care.

Professional organizations, local public health, maternal and child health experts, and others

continue utilizing campaign materials in their daily work.
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EVALUATION OF MINNESOTA’S FIRST STATE ORAL HEALTH PLAN
In 2015, MDH assessed the quality and the initial impact of the first State Oral Health Plan (2013), finding that it:
+ Informed project design and funding proposals;
+ Helped in communication with donors and policymakers;
+ Brought awareness to oral health disparities;
+ Aided in assessing opportunities for policy change; and
+ Provided a basis for emerging workforce models and medical-dental integration projects.

MDH determined that the 2013 State Oral Health Plan had the necessary components to support implementation of
the Plan’s strategies: stakeholder buy-in, comprehensiveness, and use of evidence on which to base strategies. However,
the state’s limited budget for dental services, the absence of oral health policies, and a lack of integration of oral disease
programs with other chronic disease prevention programs were notable barriers to successful implementation of the

2013 State Oral Health Plan.

The stakeholders encouraged the MDH to be more methodical in ascribing ownership and commit to gathering inclusive
input. Furthermore, the evaluation indicated a need for aligning goals and objectives with Healthy People goals as well as

creating and sharing summaries of progress on the goals and strategies.

The full evaluation report is available upon request.




MINNESOTA STATE
ORAL HEALTH PLAN
FOR 2020-2030




2020-2030 Oral Health Plan

The Minnesota State Oral Health Plan 2020-2030 is a road map for decision-
makers in public health, oral health policy, dental care, and oral health education
to improve patients’ oral health.

The Plan presents oral health priorities for the next decade, identifies best practices to be adopted by stakeholders, and
ensures principles of health equity, health literacy, and cultural competence are included in oral health priorities for the

state.

Development of State Oral Health Plan 2020-2030 was built on the revisions of the first SOHP and the
recommendation received by evaluating the first state oral health plan. Objectives and strategies were developed

through extensive stakeholder engagement, national and state indicators, and the use of data available on MNOHSS.

MDH worked with the Dental Services Advisory Committee (a state-mandated committee to advise the Commissioner

of Human Services), the Minnesota Oral Health Coalition, and other oral health stakeholders to identify opportunities,

priority areas, and strategies that inform this Plan. MDH received feedback through more than 200 public comments,

including input from professional organizations, academic institutions, state and local public health agencies and

programs, nonprofit organizations, and the community. Appendix: Emerging Findings: Survey Input on Minnesota Oral

Health Strategic Planning (pg 63-67), summarizes responses from that survey.
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FRAMEWORK AND STRUCTURE
Goal

Through collaborative efforts on objectives and strategies outlined in this Plan, our

goal is to improve and maintain the optimal oral health of patients. The goal of this

Plan aligns with national priorities including Healthy People 2030 and the Centers for

Medicare and Medicaid Services’ measure inventory.

Approach

The Plan’s strategies follow the Life Course Approach. As a result, strategies are developed for specific age groups:
childhood, adolescence, adulthood, and older adulthood based on the Life Course Approach theory.?? This approach
generates a better understanding of individuals’ oral health and incorporates both life span and life stage concepts that
determine the oral health trajectory. While envisioning a decade that moves the oral health of Minnesotan’s forward,

these strategies were also developed with three foundational pillars at the core of the Plan.

HEALTH EQUITY: Achieving the conditions in which all people can attain their highest possible level of health.
Every person can realize their health potential—the highest level of health possible for that person—without limits

imposed by structural inequities.ﬂ

HEALTH LITERACY: Title V of Patient Protection and Affordable Care Act of 2010 defines health literacy as
“the degree to which an individual can obtain, communicate, process, and understand necessary health information and
services to make appropriate health decisions.”? It is also thought of as “a patient’s ability to obtain, understand, and
act on health information; and the capacity of health care providers and health care systems to communicate clearly,

educate about health and empower patients.””

ACKNOWLEDGING DIVERSE NEEDS AND PRIORITY POPULATIONS: Many communities
have had less access to oral health care due to challenging circumstances. Oral health disparities continue to exist

for many historically marginalized populations based on racial, socioeconomic, gender, sexual orientation, age, and
geographical areas (e.g., rural compared to urban), among other factors. Some communities have access to more
dentists, healthy options, and other factors, which makes its community members less likely to have significant oral
health problems. Cost of dental services can also be a barrier for low-income or homeless community members, who
disproportionately identify as a person with a disability or Black, Indigenous, and/or as people of color and are also more
likely to be underinsured or not insured. Other people are more likely to be at increased odds of facing oral health issues
due to the stage of life that they are in, such as being pregnant or advanced age. Limited language interpretation is also
a barrier to accessing services, as is a lack of culturally relevant messages. Therefore, the strategies in this Plan strongly

emphasize efforts to reach all populations equitably and make culturally relevant services and materials.
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Any individual, family, caregiver, or community that self identifies or represents the following

population groups: children (aged 0-17), pregnant women or expectant mothers, young adults

(aged 18-25), older adults (aged 65+ years), the homeless, rural residents, low-income, uninsured

or underinsured, people of color and American members of Lesbian, Gay, Bisexual or Transgender
communities immigrants and refugees, people with Limited English Proficiency (LEP), people with
disabilities, mental illness, chronic disease, and other special needs, and anyone facing challenges which
restrict access to health care. Please note that this is not an exhaustive list of diverse population groups,

and we acknowledge all forms of identity and lived experience.
BEST PRACTICES

A Best Practice Approach is defined as a public health strategy that is supported by evidence

for its impact and effectiveness. Evidence includes research, expert opinion, field lessons,

and theoretical rationale. The term “Best Practice Approach” is intended to emphasize there
is more than one “best” implementation strategy that may produce successful outcomes.
The context of community programs, and the environment in which they are developed

and implemented, may impact whether an implementation strategy is successful. Variables to
consider are: leadership, political acceptability, available resources, feasibility, and implementation
constraints that are specific to a program’s environment. These variables will influence the acceptability

and adaptability of best practice approaches.

MDH worked extensively with the Dental Services Advisory Committee (DSAC),

a state mandated committee to advise the Minnesota Department of Human

Services (DHS), the Minnesota Oral Health Coalition (MOHC), and other oral
health stakeholders, to identify opportunities and priority areas for 2020-2030.

National and state indicators and MNOHSS data informed this Plan. Additionally, MDH received more than 200
public comments, including input from professional organizations, academic institutions, state and local public health
agencies and programs, nonprofit organizations, and community members about what is important to refine priority
areas and goals for improving oral health. Where relevant, quotations from the public input survey are presented in this
Plan.® MDH and its plan development partner, The Improve Group, created a full inventory of potential strategies and

identified gaps where additional strategies were needed.

Ultimately, this Plan is a mutually agreed upon tool for the entire state; it is not just a plan for MDH. Everyone needs
to collaborate for collective impact. This Plan represents feasible strategies that serve the state’s oral health goals
informed by many different stakeholders. Some of the input on strategies was modified for clarity or combined into one

aggregated strategy. Goals and strategies were refined based on CDC’s Framework for Comprehensive Oral Health

Plans, prioritizing setting data-driven goals, and selecting a capacity-driven feasible, science-based, and effective
strategy. It is noted that this Plan may not have identified or addressed every consideration. MDH plans to design an
outcome evaluation to measure implemented strategies. MDH will invite public comment, conduct roundtables, and

will update this Plan periodically.
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HOW STRATEGIES ARE ORGANIZED IN THE MINNESOTA STATE ORAL HEALTH PLAN

Five focus areas

It is important that action to improve oral health throughout the state is multidisciplinary and from various places of

influence and expertise. Hence, this Plan presents strategies by focus areas:

Focus Areas

2. Access to Oral Health Care

3. Health Systems Integration

Disability, Special Care

Needs, and Inclusion

Five strategy action categories

Vision

An effective and sustained oral health
infrastructure that better meets patients’

needs.

All Minnesotans have equitable opportunities

to access oral health care.

Minnesotans receive holistic care through

integrated medical and dental care systems.

People with disabilities and special care needs

maintain a lifetime of good oral health.

Oral health infrastructure is data-driven, and
the diversity of stakeholders are consistently

well-informed to address oral health needs.

Within each focus area are the following strategy action categories:

Strategy for 2020-2030

Strengthen, stabilize, and
sustain Minnesota’s oral health

infrastructure.

Increase access to timely, culturally
appropriate, geographically suitable,

and financially viable dental care.

Improve integration of medical and
dental care systems to provide more

holistic care.

Make oral health care accessible,
safe, respectful, and timely for all

Minnesotans who seek it.

Share oral health data and indicators
to inform data-driven strategies and

actions.

Clinical: Oral health or primary care professionals or settings responsible for delivering health care.

Education: Individuals, organizations, or systems that provide knowledge, training, and strategies that promote oral health.

Finance: Individuals or systems that influence funding at the local, state, and national level.

Policy: A definitive course of action taken by a group such as government, organizations, or the state Legislature. This

could include regulations, a norm, or a statutory mandate.

Workforce: Individuals engaged in or available for medical, oral health, or allied work at the community and state level, i.e.,

the professionals accomplishing care delivery.

Oral health is important throughout our lives but there is special consideration
for age ranges and health status. Therefore, this Plan includes strategies that are
more relevant to one or more life stages.
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FOCUS AREA 1: ORAL
HEALTH INFRASTRUCTURE




VISION:

An effective and sustained oral health infrastructure that better meets patients’ needs.

STRATEGY:
Strengthen, stabilize, and sustain Minnesota’s oral health infrastructure.

DEFINITION

The Oral Health Program Infrastructure refers to an interconnected set of systems, people, relationships, and

resources to meet the needs of all Minnesotans and provide 10 essential public health services. MDH Oral Health
Program must be sustained with long range vision in order to plan, establish, and carry out improved oral health for

all Minnesotans. Financial stability allows the Oral Health Program to plan and execute short to long term initiatives.
Sustained, it can coordinate the common agendas with the local public health agencies and enable communities to focus
on preventing and investing in long-term oral health outcomes. Yet, the current reliance on federal funding limits the
capacity and prioritization capability of the MDH Oral Health Program. There is a need to increase the dental public
health infrastructure at the state and local levels to monitor the oral health status of Minnesota’s population, promote
evidence-based public health strategies, and ensure coordination and collaboration among stakeholders.

With support from earmarked state dollars, the MDH Oral Health Program will be well-positioned to meet the specific
needs of Minnesotans, especially at-risk populations. Designated state funding, along with federal and private funding
are critical for the MDH Oral Health Program to maintain qualified staff, use technological advances, provide detailed
surveillance and data storage, establish uniform data reporting, evaluate programs, and support partners to implement
projects and expand services.

Broadly, it is important to ensure that oral health remains strong among competing priorities and that a focus on oral
health is integrated with other health or disease priorities. Furthermore, it is essential to achieve parity between oral
health infrastructure and other public health infrastructure.

RATIONALE

Improved oral health infrastructure is needed to meet patients’ needs, including support for priority populations.
One role of oral health advocates is to demonstrate the value of robust oral health infrastructure to decision-makers
and funders. In “making the case,” advocates should demonstrate what the existing infrastructure has been able to
accomplish, then identify gaps that could be addressed through more generous support.

BEST PRACTICES

« Association of State and Territorial Dental Directors’ State oral health infrastructure and capacity: Reflecting on

progress and charting the future.

+ The Network for Public Health Law’s Policy frameworks supporting school-based dental sealant programs.

+ CDC’s Basic Strategies for Collective Impact.
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STRATEGY ACTIONS FOR FOCUS AREA 1: ORAL HEALTH INFRASTRUCTURE

The following actions are recommended for implementing Focus Area 1’s strategy: Strengthen, stabilize, and sustain

Minnesota’s oral health infrastructure.

A. Clinical actions for Focus Area 1: Oral Health Infrastructure

1. Screen for oral health in multiple health care settings.

+ Promote mandatory screenings in WIC programs.

+ Increase oral health screenings performed by all health care professionals.
2.Promote prevention.

+ Include oral health in the efforts to prevent overall health problems.

3. Collaborate with local public health agencies

+ ldentify opportunities to better serve patients in the community.
« Share data.

B. Education actions for Focus Area 1: Oral Health Infrastructure

1. Start early.
+ Increase dental care and education available to students that are in preschools and/or Head Starts.

+ Develop new or endorse existing continuing education programs about oral health (online and in-person) for

dental and medical care providers for pregnant women and their children.

+ Enable oral health education and preventive services in schools with a higher need for oral health care

interventions.
+ Partner with the Minnesota Department of Education for oral health education and intervention in schools.
2.Raise awareness.
» Promote education about telehealth.

+ Make public service announcements about simple self-exams for suspicious mouth lesions and provide

information about the next steps.

+ Ensure that local health agencies, school nurses, clinics, and community centers have available patient
education resources/tools on oral health, including information about the impact of oral health on physical

health.
3. Educate decision-makers.

+ Educate legislators on the importance of having a sustainable oral health infrastructure within MDH to solve

pressing issues about access to dental services and oral health care.

+ Provide oral health communications and education to policymakers and the public to improve awareness about
oral health.
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4. Understand local issues.

+ Examine oral health data to help determine gaps in local oral health systems and programs.
S. Build capacity.

+ Support community-level oral health interventions.

C. Finance actions for Focus Area 1: Oral Health Infrastructure

1. Diversify funding.

+ Seek earmarked state funds to support and sustain the MDH Oral Health Program, to decrease reliance on

grants and other external funding streams.
+ Create new partnerships that ensure available and diversified funding for the MDH Oral Health Plan.

+ Explore non-traditional financing options, like federal programs for priority populations, to support oral health

initiatives.
2. Seek connections in funding streams.

+ Promote integration opportunities with other funded programs internally within MDH and other state

agencies and externally with public and private organizations.
3. Fund education.

+ Fund evidence-based strategies such as the School Sealant Program, community water fluoridation, and

fluoride varnish application.

+ Fund public education materials and campaigns focused on the benefits of oral hygiene at home, drinking

fluoridated water, and receiving dental sealants.
4. Fund information-gathering.
+ Designate funds to launch and sustain the statewide Fluoride Varnish Registry.

+ Advocate for funds to support routine Minnesota oral health surveillance activities such as the Basic Screening

Survey (BSS) and the Behavioral Risk Factor Surveillance System (BRFSS).
S.Incentivize good oral health practices.

+ Provide financial incentives to the creation of onsite dental operatory, fixed or portable, in facilities where

pregnant women and children gather.
+ Promote incentive/loan repayment for those who enter into a collaborative agreement in rural Minnesota.
6. Study costs and savings.
+ Examine the cost savings of preventative dental services versus restorative services.

+ Conduct an analysis comparing days missed from school for dental pain and/or restorative dental

appointments; pilot this with one rural school system.
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D. Policy actions for Focus Area 1: Oral Health Infrastructure

1. Ensure components for a stronger oral health infrastructure.
+ Ensure recognition of oral health as a critical component of the public health infrastructure in Minnesota.

+ Support the MDH Oral Health Program as the central program for oral health promotion, surveillance, and
coordination of oral health initiatives for Minnesota.

+ Support national efforts to include dental coverage in Medicare Advantage Plans for dental and primary care
providers.
2. Inform policy.
+ ldentify gaps to fill in oral health coverage across age groups, regions, and race/ethnicity.
+ Inform policymakers at all levels of the need for sustaining oral health infrastructure.

+ Endorse evidenced-based oral health strategies and best practices as a part of the oral health curriculum in

dental and hygiene schools.

+ Include oral health in data gathering, community planning, and patient/client education.

3. Advocate for more intervention.

+ Call upon policymakers to demonstrate needed leadership to improve the oral health of residents residing in

supportive care facilities.

+ Support legislation that requires all Minnesota children to receive age-specific oral health education delivered
by oral health professionals at school.

+ Develop and promote integrated policies, such as maternal child and oral health protocols, to improve the oral

health of priority populations and to strengthen health systems.

E. Workforce actions for Focus Area 1: Oral Health Infrastructure

1. Provide technical assistance.
+ Help partners initiate sustainable oral health programs in schools and communities.
+ Support community coalitions in implementation of oral health programs.

+ Support dentists, dental therapists, and dental hygienists in collaborative practice to provide oral health
services utilizing mobile equipment.

+ Collaborate with non-dental partners on sustainable projects to promote oral health as a necessary component
for overall health.
2. Ready the workforce.
+ Engage the current dental workforce in the collaborative practice dental hygiene model.

+ Work to expand the use of collaborative practice statewide and in non-traditional settings.

3. Incentivize education.

+ Partner with professional associations to create continuing education courses for oral health professionals

focused on health literacy and cultural competency.
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Focus Area 2: Access to Oral Health Care

VISION:

All Minnesotans have equitable opportunities to access oral health care.

STRATEGY:
Increase access to timely, culturally appropriate, geographically suitable, and

financially viable dental care.

DEFINITION

Access to dental care is a critical and complex phenomenon.” Improving dental care access means all Minnesotans can

establish a dental home (continuous access to non-emergency care), seek regular care, receive comprehensive services,
and obtain referrals as needed. Oral disease is linked to systemic disease. Easing financial, geographic, physical, or other
barriers to oral health access decrease missed school and work days and avoided inappropriate use of the emergency

room for dental emergencies. Access to consistent dental care improves whole-person wellness.

RATIONALE

According to the Surgeon General and Healthy People 2020 reports,
oral health is integral to overall health, and access to dental care services
is essential for promoting and maintaining good oral health.?> Several
co-occurring external and internal barriers influence people’s ability

to access dental care. Some of the barriers include the inability to
obtain dental insurance/limited dental insurance or funds specifically
for dental care due to poverty, low oral health literacy, perceptions

and misconceptions about preventive oral health care, complex oral
health system to navigate, especially for people with low literacy, lack of
interdisciplinary professional collaboration and inadequate dental safety
nets. These barriers are further compound by transportation, childcare,

work release, scheduling/appointments, and personal mobility.
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Focus Area 2: Access to Oral Health Care

Some Minnesotans are less likely to access oral health services, particularly people of color; low-income populations;
refugee and immigrant groups; individuals with low oral health literacy; people with special health care needs; older
residents living independently, in nursing homes, and assisted living residences; uninsured and underinsured individuals;
and people experiencing housing instability or homelessness. Using collaborative practice models for dental hygienists

% and therapists as the primary dental provider for triage and preliminary care helps Minnesota move upstream using

cost-effective resources to manage dental disease.

The MDH State Oral Health Program promotes access to oral health care by providing strategies that can strengthen
interdisciplinary team-based care, support collaborative practice workforce models, gather data to demonstrate the
need for administrative simplification, incorporate healthy literacy for family education, and conduct evaluation to

measure successful implementation of strategies.

BEST PRACTICES

+ MDH’s “Impact through Innovation” pilot project utilized dental
hygienists in collaborative practice to improve access to care in a dental
health provider shortage area and where there are barriers due to limited
Medicare benefits. This project involved a bi-directional referral of
patients with diabetes and gum disease. It enabled MDH to learn lessons
about improving access to care, develop tools and techniques to facilitate

bi-directional referral models of care.

+ Normandale Community College’s Dental Hygiene in Community

Settings: Collaborative dental hygiene practice.

« The Network for Public Health Law’s Access to oral health care in the US

remains an issue, but innovative workforce approaches can help.

+ MDH’s Minnesota’ Dental Therapist Workforce.

Thank you to our partners at Ready, Set, Smile for sharing images of their work in community dental settings.
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Focus Area 2: Access to Oral Health Care

STRATEGY ACTIONS FOR FOCUS AREA 2: ACCESS TO ORAL HEALTH

The following actions are recommended for implementing Focus Area 2’s strategy: Increase access to timely, culturally

appropriate, geographically suitable, and financially viable dental care.

F. Clinical actions for Focus Area 2: Access to Oral Health

1. Increase access.

Identify non-traditional clinical settings for dental and health care providers to perform oral health risk
assessment, fluoride varnish application, anticipatory guidance, preventive treatment, and referrals.
Encourage dental providers to improve the oral health of underserved Minnesotans, especially people with

disabilities/special health care needs, or people who live in rural or dental health provider shortage areas.

2.Ease patients’ experiences.

Increase mobile access to oral health care.
Make it easy for patients to use language interpretation services in clinic.

Support the coordination of dental and medical health care appointments.

3. Promote early intervention.

Provide anticipatory guidance on sealants in WIC.

Communicate the importance of children’s first dental visit by age 1to parents and dental providers.
Promote oral health risk assessment, fluoride varnish application, counseling, and referrals for oral care at
primary care settings.

Promote the establishment of a dental home for all Minnesotans to ensure continuity of care.

Maintain current evidence about silver diamine fluoride and sealants for primary teeth.

G. Education actions for Focus Area 2: Access to Oral Health [ T 11

2z \

1. Focus education.

Collaborate with dental hygienists and dental assistant programs on teaching strategies and activities around
dental access issues.

Add oral health education component as a requirement to health curriculum taught in public schools.

Develop culturally relevant oral health educational materials for general and diverse populations, including people
with special health care needs.

Continue to educate all dentists, specifically rural and outstate, about the benefits of adding dental therapists
and dental hygienists in collaborative practice to their traditional clinics.

Leverage existing interdisciplinary continuing dental and medical education about common risk factor
approaches, interconnectedness, and treatment.

Increase education and certification of all types of dental providers in pediatric and geriatric dental care.
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Focus Area 2: Access to Oral Health Care

2.Build capacity.

« Provide training to medical and dental providers, nursing staff, and social services agencies on the relationship

between oral health and total health, specifically among pregnant women, children, and older adults.

« Train local public health departments to tailor oral health promotion to the specific needs of each community.

3. Raise awareness.

« Develop mass media public service announcements about the importance of oral health to overall health.
+ Inform oral health workforce planning and development activities about the economic impact of dental care at

the local level.

H. Finance actions for Focus Area 2: Access to Oral Health

1. Target grants.

» Fund opportunities which improve access to preventive oral health education, school sealant programs, and

community water fluoridation for all Minnesotans, especially those at risk for dental disease.

2. Study costs and savings.

+ Develop research supporting quantifiable long-term financial and social return-on-investment (ROI) in the
delivery of oral health care for the underserved.
« Use existing data sources such as the All-Payer Claims Database (APCD) to determine the impact of the oral

health workforce shortage on dental care access.

3. Ease financial burden.

+ Redesign the dental education loan repayment system to be clinic-specific so that rural clinics can utilize this
opportunity for staff recruitment.

« Support other loan repayment and forgiveness programs.

. Policy actions for Focus Area 2: Access to Oral Health

1. Remove barriers.

« Eliminate administrative policy barriers on the workforce, including dental therapists and dental hygienists in
collaborative practice.

« Support DHS to simplify Medicaid administrative processes and procedures for recipients and providers.

« Align state rules, regulations, and laws to support the virtual dental home.

« Support tele-dentistry in long-term care facilities, head start centers, WIC clinics, correctional facilities, etc.

« Ensure transportation, childcare, and/or work release to make dental care appointments.
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2.Create opportunities.

« Promote inclusion of oral health care in non-traditional settings such as early childhood centers, schools,
nursing/assisted living facilities, etc.

+ Develop regional dental service hubs through the creation of dental clinics in medical settings. These
hubs would employ licensed dental providers and community health workers that provide care in clinics or
community settings.

« Engage the Collaborative Practice Dental Hygiene Advisory Committee to expand the utilization of

collaborative practice in community settings.

3. Build knowledge.

+ Inform policymakers about the importance of including dental benefits in Medicare.
+ Use dental insurance claims data to improve dental care access.

« Track services provided by dental therapists and dental hygienist in collaborative practice.

J. Workforce actions for Focus Area 2: Access to Oral Health

1. Create avenues for providers to increase access.

« Support and promote opportunities that encourage diversity in the oral health workforce.

« Expose dental, therapy, and hygiene students to oral health care access, health literacy, and equity issues.

« Develop relationships with providers in older adult services (nursing homes, long-term care facilities, assisted
living, etc.) to connect providers with elderly populations.

« Encourage more advanced dental therapists to provide restorative care in rural areas.

2.Train to inform and be effective.

« Partner with relevant stakeholders to develop and disseminate cultural competency educational materials for
oral health professionals.
« Train oral health professionals to increase health literacy in communities and patients.

« Publish real-life case studies demonstrating the effectiveness of dental therapists and assistant dental

therapists.
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Focus Area 3: Health Systems Integration

VISION:

Minnesotans receive holistic care through integrated medical and dental care systems.

STRATEGY:
Improve integration of medical and dental care systems to provide more holistic care.

DEFINITION

Health systems are the organization of people, institutions, and resources that deliver health care services to meet a
given population’s health needs. Integrated health systems can include medical and dental clinics, adjunctive health
services, clinicians, administrators, and payers. Integrated care refers to the coordinated provision of care to meet a
given individual’s needs. This focus area intends to promote activities and initiatives within the scope of health care

provision, which supports whole-person wellness.

RATIONALE

According to The National Academies of Sciences, Engineering, and Medicine, formerly known as the Institute of
Medicine, the current oral health care system is comprised of two components: the private delivery system and the
safety net. Unfortunately, there is little integration of either sector with wider health care services. There is growing
evidence that interprofessional collaboration results in better care coordination, communication, and ultimately

improved patient and health care system outcomes.”®

The past decades of research have provided evidence of the association between poor oral health conditions and chronic
diseases such as cardiovascular, diabetes, Alzheimer’s, and rheumatoid arthritis. Moreover, they also share common

risk factors such as poor nutrition, tobacco, and alcohol use. This increased understanding of the interconnectedness

has prompted the health care system and oral health care professionals to collaborate in identifying innovative ways

to address the common issues for improved patient outcomes. Despite increasing understanding and some ongoing
integration work, the two sectors need to create a common voice to address policies responsible for health inequities and
increase awareness in policymakers to make resources available for implementing projects aiming for integrated care and

professional development.

BEST PRACTICES +  The Network for Public Health Law’s Medical-Dental Integration in

Minnesota: Benefits from changes in law and policy.

«  MDH Models of Collaboration

Pilot Project, a bi-directional « MDH’s “Impact through Innovation” pilot project which utilized dental
referral of patients with high hygienists in collaborative practice to improve access to care in a dental
blood pressure and gum disease health provider shortage area and where there are barriers due to limited
pilot was implemented in a Medicare benefits. This project involved a bi-directional referral of
federally qualified health center; patients with diabetes and gum disease. It resulted in lessons learned, tools
tools, techniques and metrics are and techniques to improve access to treatment.

available for use.

«  MDH’s Healthy Teeth. Healthy Baby. educational materials and training
of trainer modules can be used for integration of oral health into the

primary care settings.
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Focus Area 3: Health Systems Integration

STRATEGY ACTIONS FOR FOCUS AREA 3: HEALTH SYSTEMS INTEGRATION

The following actions are recommended for implementing Focus Area 3’s strategy: Improve integration of medical and

dental care systems to provide more holistic care.

K. Clinical actions for Focus Area 3: Health Systems Integration

1. Integrate services and data.

« Co-locate dental and medical services.

+ Integrate medical and dental records.

2. Connect oral health care to prenatal care.

« Provide clinical training to dental providers on unique oral health
aspects of maternal-child health.

« Develop and coordinate a statewide oral health screening and
education for pregnant women and new parents.

+ Implement mandatory oral health screenings for infants at zero-
three-month checkups with primary care/OB-GYN/pediatric visits.

3. Broaden reach.
« Promote a dental home or provision of follow up care for children who receive preventive care via school oral

health programs.
« Promote tele-dentistry into health care centers, especially in dental health provider shortage areas.

+ Increase preventive dental services offered within primary care.

4. Screen and assess in all health settings.

« Encourage primary care providers to include oral health questions on health intake/history form, assess oral
health risk, ask about the age-one dental visit, and promote fluoride varnish application.

« Establish oral health as a prenatal health outcome.

L. Education actions for Focus Area 3: Health Systems Integration

1. Build capacity of primary care providers to connect patients with oral health care providers.
« Train on making oral health referrals and coordinating care.
« Ensure that local health agencies have available patient education resources/tools on oral health, including the

impact of oral health on overall health.

« Train medical providers to triage with dental providers on urgent dental cases.
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2. Increase awareness of the connection between oral and overall health.

+ Help policy- and decision-makers understand the connection between oral health and overall health.

« Provide information to health care providers about the evidence-based oral and systemic links affecting general
health.

« Encourage continuing education centers for medical professionals to incorporate the importance of oral health
into overall health into their curriculum.

« Create a statewide coordinated oral health curriculum for caregivers.

+ Develop and promote consistent messages to educate providers and consumers on oral health and overall

health.

3. Incentivize and bolster educational opportunities.

« Convene continuing education sessions and leadership institute for interprofessional education and
collaboration.

» Provide continuing medical and dental education credits.

« Encourage externship opportunities for oral health professional students in public health settings (e.g.,
community health centers, federal qualified health centers, Head Start, WIC).

« Utilize educational tools and other statewide coordinated oral health modules, paying attention to cultural
needs, health and overall literacy, and diversity, for use by any health care worker.

« Offer opportunities for medical and dental providers to discuss common concerns and opportunities regarding
the integration of oral health and systemic health.

« Expand continuing education opportunities that provide training for all dental professionals on the complex
treatment needs of persons with disabilities.

+ Include nutrition education and promotion of overall health as a part of school oral health education
requirements.

« Provide technical assistance for the initiation of sustainable oral health programs in schools.

» Provide technical assistance to community coalitions as they implement oral health programs in their

communities.

4. Use and promote modules, research, and assessments.

+ Promote Smile for Life modules and develop supporting hands-on modules.

+ Utilize modules on health literacy, cultural sensitivity, and diversity.

« Promote the use of risk assessment (periodontal disease, diabetes, tobacco use, etc.) among medical and dental
providers.

« Promote and support research that examines the impact of preventative oral health care in the primary care

setting.

5. Educate parents/caregivers of young children.

« Inform families about the association of oral health and chronic disease.
« Include nutrition information and obesity information as part of routine WIC services that are provided to

young children and families.
ﬁ]
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M. Finance actions for Focus Area 3: Health Systems Integration

1. Invest and incentivize integration.

« Allocate state general funds for medical-dental integration and a statewide Fluoride Varnish Registry.
+ Invest in medical-dental integration pilot projects.
« Provide financial support for programs that provide dental care in primary care settings.

+ Implement a shared savings model to incentivize health systems to improve oral health and overall health.

2. Revise payment structures to facilitate integrate.

+ Incentivize medical-dental integration by revising Centers for Medicare & Medicaid Services payment
guidelines to include all dental professionals serving in integrated setting using ICD-10 (International
Classification of Diseases, Tenth Revision); convene a group of medical and dental providers to streamline the

coding system to ICD-10.

3. Increase understanding of costs and financial needs for integration.

« Use quality improvement measures to assess the quality of care in the centers or facilities where integrated
care is offered.
+ Determine gaps in local oral health systems and programs.

« Continue researching the cost of overall health care delivery due to poor oral health.

N. Policy actions for Focus Area 3: Health Systems Integration

1. Encourage legislative efforts to integrate oral health into primary care.

« Promote data collection through APCD (see above) linking chronic disease outcomes codes—such as
emergency department or hospitalizations for diabetic crises—and dental codes utilization.

« Incorporate results into outcome-based payment systems and convince actuaries to include this in
insurance product pricing.

+ Review and revise state statutes and rules to promote interprofessional collaboration, health information
exchange, care coordination, and positive health outcomes.

« End regulatory burdens for health systems, allowing advanced dental therapists to be incorporated into
medical settings medicine.

« Collaborate with partners to support and make recommendations on policies that promote oral health and
medical-dental integration to the Legislature.

« Continue to provide the information to the legislature about the necessity of Early Dental Disease

Prevention Initiative.



Focus Area 3: Health Systems Integration

2. Connect oral health efforts in education and public health.

+ Require all Minnesota schools to have a policy that recommends an oral health exam or assessment to fulfill
school entrance requirements.

+ Legislatively mandate annual oral health screenings into childhood screenings.

+ Include oral health issues and considerations in early childhood education, Minnesota’s Child and Teen
Checkups and WIC programs, schools, nursing facility/assisted living rules, and regulations for health facilities.

« Implement a continuing medical education requirement for medical providers about oral health and encourage
providers to lead improvements in oral health.

« Help local public health agencies identify ways to better serve patients in the community, share data, and

collaborate.
™ Y ﬁ
5

O. Workforce actions for Focus Area 3: Health

Systems Integration

1. Build integrated teams. + Add dental hygienists to prenatal and primary

« Support dental hygienists in collaborative practice el L

to serve as a referral hub for community patients. « Strengthen inter-professional care coordination,

+ Integrate medical and dental into single clinical health information exchange and communication,

teams. and referrals.

+ Cross-train medical and dental providers to » Work with school districts and community

incorporate key primary care medical and dental partners to recruit diverse applicants for dental

assessments and referrals and hygiene schools and other oral health

» Staff assistant dental therapists and dental professional programs.

therapists and embed collaborative practice + Enhance primary health care facilities (especially

dental hygiene in medical clinics rural) by establishing an oral health component at

good checks, sports and school physicals, etc.

2. Train and educate.

« Train community health workers in fluoride varnish application, oral health risk assessment, and educating about
oral health.
« Train a wide range of community providers and caregivers in various settings to screen for oral health, provide

education and referrals, distribute toothbrushes, and encourage drinking tap water.
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Focus Area 4: Disability, Special Care Needs, and Inclusion

VISION:

People with disabilities and special care needs maintain a lifetime of good oral health.

STRATEGY:
Make oral health care accessible, safe, respectful, and timely

for all Minnesotans who seek it.

About 61 million Americans (26 percent
of the population) have a disability.”

DEFINITION

People with disabilities are often thought of as one population type. Nothing could be further from the truth. Instead,
this large segment of the population represents a wide range of abilities and needs. Minnesota’s State Oral Health Plan
discusses differences in care needs for individuals as a matter of fact, not to discriminate. Health Care providers take

a person-centered approach to care delivery. For individuals with complex needs, person-centered care is critical for

overall well being and improved outcomes.

People with disabilities are more vulnerable to the impacts of the social
determinants of health and the complex U.S. health care system. Because of
these and other factors, it is imperative that the Minnesota State Oral Health
Plan spotlight the importance of person-centered care delivery.

The International Classification of Functioning, Disability, and Health (ICF) is the World Health Organization (WHO)
framework for measuring health and disability at the individual and population levels.”® It is considered the international
measurement standard for disability and health. In the U.S., the Centers for Disease Control and Prevention (CDC)
uses this tool. The ICF standardizes language for classifying body function, structure, activity, participation levels, and
conditions in the world around us that influence health. Here, activity is defined as the execution of a task or action by

an individual, and participation as a person’s involvement in a life situation.
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RATIONALE

The Americans with Disabilities Act (ADA) became

law in 1990. The ADA is a civil rights law that prohibits
discrimination against individuals with disabilities in all
areas of public life, including jobs, schools, transportation,
and all public and private places that are open to the
general public. The purpose of the law is to make sure
that people with disabilities have the same rights and
opportunities as everyone else.”” By 1995, the Atlanta
Legal Aid Society brought a lawsuit to the U.S. District
Court for the Northern District of Georgia on behalf of
two women. Both women had developmental disabilities
and mental health diagnoses and had received services

in a state facility. These women did not have access to
the same services in the community, which resulted in
prolonged institutionalization. The case escalated to the
U.S. Supreme Court, who ruled in 1999 in favor of the
defendants. Olmstead v. L.C.%% is a civil rights victory for
Americans with disabilities; the unjustified segregation of

people with disabilities is a form of unlawful discrimination

under the ADA 2!

The Disability Rights Movement in the United States is
commonly associated with the Civil Rights Movement of
the 1960s. Although the federal Civil Rights Act of 1964
did not include people with disabilities, the groundwork
had been laid. It took 26 more years, but in 1990, the

ADA was born. The ADA ensures equal treatment and
equal access to people with disabilities to employment
opportunities and public accommodations. The ADA
prohibits discrimination based on disability in employment,
services rendered by state and local governments,

places of public accommodation, transportation, and
telecommunications services. The passage of the ADA is
a significant milestone; however, changes in attitudes are
not driven by legislation. Thirty years after the passage
of the ADA, people with disabilities continue to face
discriminatory barriers. This includes discrimination in

accessing health care, including dentistry.

In 2011, the US District Court for the State of Minnesota
adopted the Jensen Settlement agreement, which is
intended to bring “significant improvements to the care
and treatment of individuals with developmental and other
disabilities in the State of Minnesota.”*2 Then-Gov. Mark
Dayton issued Executive Order 13-01 in January 2013.
The Minnesota Olmstead Plan was approved by the federal
court in 2015. The Minnesota Olmstead Plan is revised

annually.

Efforts are underway across the state to create a state that
is better for everyone. To realize an inclusive Minnesota, it
takes intentional work. Public, private, nonprofit, and other
organizations can team up with each other, communities,

and individuals.
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BEST PRACTICES

+ The International Classification of Functioning,
Disability, and Health (ICF) is the World Health
Organization (WHO) framework for measuring
health and disability at the individual and
population levels.? It is considered the international
measurement standard for disability and health.

In the U.S., the Centers for Disease Control and
Prevention uses this tool. The ICF standardizes

language for classifying body function, structure,
activity, participation levels, and conditions in the

world around us that influence health.

« The American Academy of Pediatric Dentistry’s
report, Management of Dental Patients with Special

Health Care Needs.

« Virginia Department of Health’s Special Health Care

Needs Oral Health Program.

+ Special Olympics’ resource, A Caregivers Guide to

Good Oral Health for Special Olympics Athletes.

University of Washington School of Dentistry’s

resources for patients and health care professionals

on patients with special needs.

National Institute of Dental and Craniofacial
Research’s information on development disabilities
and oral health.

Special Care Dentistry Association—an international

organization of oral health professionals and other
individuals who are dedicated to promoting oral health

and well-being for people with special needs.

Video, CNA Essential Skills—Mouth Care.

American Academy of Developmental Medicine &

Dentistry—a non-profit membership organization of

interdisciplinary health professionals committed to
improving the quality of health care for people with

intellectual and developmental disabilities.

Special Care Advocates in Dentistry—hosts an annual

seminar and other events on providing oral health

care for people with special needs.

STRATEGY ACTIONS FOR FOCUS AREA 4: DISABILITY, SPECIAL CARE NEEDS, AND

INCLUSION

The following actions are recommended for implementing Focus Area 4’s strategy: Make oral health care accessible,

safe, respectful, and timely for all Minnesotans who seek it.

P. Clinical actions for Focus Area 4: Disability, Special Care Needs, and Inclusion

1. Create an inclusive clinical environment.

« Ensure person-centered care delivery.

« Disseminate oral health care guidelines for people with disabilities to medical and oral health professionals.

« Promote clinics that are accessible for people with disabilities.

2. Offer service delivery options.

« Encourage practices to engage in more telehealth visits for their patients with special health care needs.
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Q. Education actions for Focus Area 4: Disability, Special Care Needs, and Inclusion

1. Teach and train.

» Promote continuing education programs to dental providers in treating people with disabilities and diverse populations.

« Promote culturally relevant training for non-dental providers on oral health topics such as daily care, oral-systemic
connections, etc., for populations with special health care needs.

« Create hands-on community-based clinical experiences for treating people with special health care needs and diverse
populations.

« Participate nationally with organizations and partners demonstrating best and promising practices.

2. Promote data use.

« Promote the use of modified “Special Needs Screening Questions” with school sealant program grantees to identify
children with disabilities.
« Collect, analyze, and make publicly available the following datasets: National Survey of Children’s Health and Behavioral

Risk Factor Surveillance System for oral health indicators by people with disabilities and mental illness status.

R. Finance actions for Focus Area 4: Disability, Special Care Needs, and Inclusion

1. Fund efforts that increase capacity for inclusivity.

« Pilot projects and educational materials to improve the oral health of people with disabilities and special care needs.

S. Policy actions for Focus Area 4: Disability, Special Care Needs, and Inclusion

1. Set expectations.

« Endorse and support initiatives that promote comprehensive oral health programs for people with disabilities and
children with special health care needs.

« Promote a state mandate for all insurance coverage to be comprehensive for individuals with congenital/lifetime
disabilities, including dental benefits.

« Promote inclusion of oral evaluation in care guidelines for people with special health care needs.

« Enhance and promote regional public and private collaboration to serve adults with special needs.

« Engage with members of disability communities.

T. Workforce actions for Focus Area 4: Disability, Special Care Needs, and Inclusion

1. Build capacity and awareness.

+ Develop and promote oral health education and culturally relevant materials for caregivers and providers.

« Partner with people with disabilities and special needs to train medical providers, direct support professionals,
residential leadership, and others involved in others’ care about the relationship of oral health to total health.

» Train and support dental therapists and collaborative practice dental hygienists to provide services to people with

special health care needs in their most accessible setting.
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Focus Area 5: Data

VISION:
Oral health infrastructure is data-driven and the diversity of stakeholders are

consistently well-informed to address oral health needs.

STRATEGY:

Share oral health data and indicators to inform data-driven strategies and actions.

DEFINITION

Data, measurement, surveillance tracking refers to primary and secondary data collection, analysis, and dissemination
through the Minnesota Oral Health Surveillance System (MNOHSS). It also includes oral health and related data

available at the county, state, and federal levels.
RATIONALE

Monitoring the status of oral disease in a state’s population is essential for setting achievable objectives and planning,
implementing, and evaluating public health programs. It is also important to illustrate the burden of oral disease and gain
support and funding for the state oral health program.

Data-driven decision-making is a process of formulating key questions, collecting and analyzing data, communicating
results to decision-makers, and refining processes, organizations, or systems. It leads organizations to act on evidence
than opinions or intuition. Moreover, it encourages organizations to be proactive in transforming data into knowledge
and actions instead of passively reporting data for compliance reasons. Becoming data-driven is also a process; the
organization begins its journey with a conceptual framework, such as a theory of change, a situation analysis, outcomes
chain, or a logic model. Stakeholders then source and/or create and then prioritize performance measures or indicators
that align with the conceptual framework. Combined, this foundation informs data to collect, questions to ask, and

actions to driven by interpretation.

Data sharing in data-driven decision-making benefits programs as it helps staff and providers understand population
needs, inform performance, monitor progress, and improve. It also benefits people accessing services and care by making
it easier for individuals and families to navigate complexity and it supports appropriate and coordinated services. Data-
sharing agreements between departments and stakeholder groups ensure that information is securely and responsibly
exchanged. Data-driven organizations need to build capacity to understand the needs for and use of data and how to
collect it in an appropriate and timely manner. Leadership and people “championing” data-driven decision-making are
essential to building capacity, as are training, technology, data collection tools, use of secondary data sources, efficiency
strategies, and analysis and reporting skills. Collaboration, critical thinking, and communication are also essential for the

organization and/or group of stakeholders to be data driven.**

BEST PRACTICES

+ Minnesota Oral Health Surveillance System (MNOHSS)
« MDH CDC Grant Surveillance Plan
« CDC Data and Statistics
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STRATEGY ACTIONS FOR FOCUS AREA 5: DATA

The following actions are recommended for implementing Focus Area 5’s strategy: Share oral health data and indicators to

inform data-driven strategies and actions.
U. Clinical actions for Focus Area 5: Data

1. Collect, share, use, and maintain data.

« Utilize Basic Screening Survey of third graders to provide school-linked sealants.

« Seek opportunities for primary data collection.

« Clinics share aggregate clinical data on fluoride varnish application and sealant.

+ Promote a statewide Fluoride Varnish Registry with dental and non-dental providers.
« Dental hygienists file claims for risk-assessment and school sealants programs.

« Use oral health data to promote fluoride varnish application during well-child visits.

V. Education actions for Focus Area 5: Data

1. Make educational resources relevant and accessible.

« Publish Minnesota oral health data and surveillance activities in peer-reviewed journals.

« Present Minnesota oral health data and MNOHSS activities at the national, state, tribal, and local levels.

+ Develop data-driven educational and promotional material for diverse populations, considering their health literacy needs.
« Plan and prepare scheduled updates of MNOHSS, the Burden of Oral Disease in Minnesota Report, the MDH

Chronic Disease Dashboard, MDH Quick Facts, and other data-related communication materials.

2. Model equity.

« Promote the use of oral health data to address oral health equity issues.
« Encourage the use of oral health data to develop age and diverse population-specific projects and programs.

« Update MNOHSS plans: surveillance; data management, evaluation, and communication.

3.Build capacity.

« Train stakeholders on data security, confidentiality, and quality control measures as well as how to monitor and
respond to data requests.
« Promote the importance of and train on the use of oral health data and MNOHSS.

+ Develop and promote the use of an oral health data measures guidebook.

« Annually convene the MNOHSS Advisory Group.

W. Finance actions for Focus Area 5: Data

1. Secure funding.

« Explore opportunities to fund the development (staffing, technology) of a Fluoride Varnish Registry and its continued
maintenance.

« Ensure continuous funding for the enhancement and maintenance of the oral health surveillance system to assess the
burden of oral disease.

« Find funding needed to increase data sharing with and among clinics.

2.Use data.
+ Integrate MNOHSS into existing grants and funding opportunities. 53
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X. Policy actions for Focus Area 5: Data

1. Identify and fill gaps in data.
+ Review and synthesize oral health data measures at the national, state, tribal, and local levels to ensure uniform
and consistent data collection practices and standards.

+ Ensure oral health data quality and inclusivity of diverse populations.
+ Collect and report on oral health data of diverse populations, spatial data, data that identify health disparities,

and data useful for program and policy purposes.

2.Build capacity.

+ Recommend an oral health data needs assessment every four years.
+ Provide technical assistance to partners to develop needs-based measures and assessments.

« Demonstrate how to make data-driven, evidence-based decisions.

3.Educate.
; N

+ Develop materials using current data to increase awareness in the

legislature about the oral health issues.

Y. Workforce actions for Focus Area 5: Data

1. Collaborate.

« Engage key workforce stakeholders to identify and pursue data
collection opportunities, prioritize datasets, promote oral health data findings, and determine MNOHSS

quality improvement initiatives.
+ Develop and maintain collaboration and data-sharing agreements with data stewards; specifically, acquire,

analyze, and interpret data together.

2.Build capacity.
« Ensure staffing for the maintenance and expansion of MNOHSS.

3. Collect data.

+ Develop and track oral health surveillance system performance measures.
+ Count and track the number of dental hygienists who have developed a collaborative agreement with a dentist

and dental therapist with a collaborative agreement.

ADDITIONAL STRATEGY ACTIONS ARE LISTED IN APPENDIX: FOCUS AREA 5:
ADDITIONAL STRATEGIES AND ACTIVITIES (PG 65).
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Future Directions

MDH officially launched the State Oral Health Plan for
2020-2030 during the Minnesota Oral Health Coalition’s
annual conference in 2020. MDH Oral Health Program

partners will identify experts in priority areas and collaborate |
in the development and execution of action steps.

To ensure sustainability and create collective impact, the MDH Oral Health Program will act as
the backbone organization and be responsible for the coordination, communications, roundtables,
and evaluation of the outcomes of this Plan. It will also maintain communications and strengthen

collaboration with current oral health partners, safety net clinics, rural oral health workgroups, care

systems, schools, diverse ethnic community centers, and oral health advocates.

This Oral Health Plan is the convergence of years
of experience, committed and devoted partners,
creativity, fierce determination, an unmistakable
call to service, and the pledge to continuous

improvement.

The publication of this second State Oral Health
Plan signals the path forward. The MDH Oral
Health Program has strong partnerships. Leveraging
these to add additional experts, policy makers,
funders, and other stakeholders is critical for the
development and execution of these action steps.
To ensure cohesion and collective impact, the

MDH Oral Health Program will play the role of
backbone organization, responsible for coordination,
communications, roundtables, and evaluation of the
initiatives and outcomes of this Plan.

An area that was particularly mentioned in the
previous evaluation was to have a dedicated group
of professionals whom identifies and implement
strategies about populations in rural areas as the
needs and challenges of those populations are
different from the urban populations. Therefore,
MDH intends to explore the opportunity of
seeking guidance from the Rural Health Advisory
Committee’s working group on oral health. This
group was formed to assess oral health outcomes
and services in rural Minnesota and presented the
report Strengthening the Oral Health System

in Rural Minnesota. MDH will also reach out to
other rural health advocates to discuss avenues for

collaboration.

EVALUATION

MDH has more than a decade of oral health project
evaluation experience, including the evaluation of the
previous Minnesota State Oral Health Plan. A specific
evaluation plan for the State Oral Health Plan 2020-2030
is forthcoming. MDH intends to convene an evaluation
advisory committee and use a modified version of the State
Plan Index to assess the quality of the Plan.

Through our existing partnerships with local, state, and
national organizations such as the CDC and ASTDD, the

MDH is well-positioned for Plan’s evaluation.

In the current milleu of a global pandemic, adaptation,
creativity, and grace will be key ingredients in project
evaluation, notably in how these listed Plan efforts are
evaluated.

The MDH Oral Health Program,

stakeholders, and communities have
worked together to advance the oral
health of all Minnesotans.

Remarkable dental public health milestones have been

reached. Yet we must strive for more. The ideals expressed

in this Plan look at known problems to solve and look ahead

to innovation. Creativity, flexibility, and inclusive excellence

are necessary ingredients in our path forward. This Plan

seeks to unite public health and dental access for all who

call Minnesota home. No doubt there are challenges ahead.

We are confident we can solve them, together. MDH looks
forward to collaborating for collective impact! 56
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How to move forward

The essential inputs for improving oral health in Minnesota are sustained funding, supportive legislative environment, and

robust oral health infrastructure and data system. With these in place, a strong coalition of stakeholders is critical to program

success.

With the Minnesota State Oral Health Plan for 2020-2030 now in place, stakeholders will:

Develop work plans to implement the strategies;

Create a shared measurement system to track success and opportunities for improvement;
Identify, develop, and coordinate additional partnerships and collaborations;

Distribute, present on, and discuss the plan to increase awareness of the work ahead; and

Develop and sustain oral health surveillance system.

Outcomes

Implementing the strategies of the Minnesota State Oral Health Plan for 2020-2030, Minnesota will experience the

following changes over time:

SHORT-TERM OUTCOMES

Stakeholders are more effective in addressing oral health issues.

Increased leveraging of resources through partnerships, collaboration, and coalitions.
Providers have increased knowledge and awareness of integrated medical-dental care.
Dental and medical professionals train together more often.

The Plan is disseminated to diverse state and national agencies.

The Plan is shared with policy makers and oral health advocates.

The Plan is updated based on the public comments

Roundtables are convened with key stakeholders.

Dialogue for oral health promotion is fostered.

INTERMEDIATE OUTCOMES

Policies and standards sufficiently bolster oral health improvement efforts.

Collaborative practice is more widespread and expected.

Preventive dental services are used more frequently and evenly across populations, especially in children and
under-served populations.

There is a reduction in emergency room visits for dental reasons.

Improved collaboration and communication among oral health partners.

Improved data sharing leading to data-driven decisions.

Improved awareness of population oral health and preventative dental services.

Improved landscape for sustainability and expansion of dental public health infrastructure.

Improved system level changes for medical-dental integration.

LONG-TERM OUTCOMES

Oral health services are highly accessible and affordable to priority populations (low-income, under-insured and
uninsured, and people with disabilities).
Oral health is improved (reduced tooth decay) equitably across populations.

Increased proportion of local health departments implementing oral health prevention programs. 57
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APPENDIX



Medicaid Barriers

Minnesota Health Care Programs (MHCP), including Medical
Assistance (or Medicaid), the Children’s Health Insurance Program
(CHIP), and Minnesota Care, are programs designed to provide low or
no-cost insurance to Minnesotans and can help partially address some
of the financial constraints individuals may be experiencing. However,

coverage through MHCP does not fully address the access issues in

Minnesota. Over half of Minnesota counties are designated Dental
Health Professional Shortage Areas (Dental-HPSAs), indicating a lack
of accessible dentists in these areas. In addition to an already constrained workforce, many dentists face administrative
barriers to accepting MHCP patients, limiting options. These factors may speak to the current underutilization of

Medicaid benefits.

“ To improve access, provider reimbursement for Medicaid needs
to be like commercial patients. This is the only way the access
issue will be improved. The current provider reimbursement
structure is promoting discrimination for our state’s most
vulnerable populations. — Stakeholder ¢

During the Federal Fiscal Year (FFY) 2018, only 4 out of 10 Minnesota Child and Teen Checkups (C&TC) Eligible
children aged 1 to 20 years (42 percent) had at least one dental service. Only 38% of Children, Age 1-20, enrolled in
Medicaid for at least 90 continuous days, received a preventive dental service during this time. Although not directly
comparable, 81 percent of children in Minnesota aged 1to 17 years had at least one dental visit in 2016. This prevalence

data comes from a web/mail-based survey (National Survey of Children’s Health) of parents and guardians.

In 2018, 36% of Minnesota Health Care Program (MHCP) enrollees received at least one dental service. MHCP
enrollee dental service use remains relatively unchanged over time (2017 = 32.4%, 2016 = 31.0%, 2015 = 32.4% and
2014 = 33.7%).

In 2020, the COVID-19 pandemic has proved an additional barrier to accessing care. Dental offices in Minnesota were
temporarily closed by order of the Governor to limit the spread of COVID-19. Communities facing some of the most

considerable barriers to oral health care are the same as those most at risk of complications from COVID-19, including
older adults, people of color, people with disabilities, and low-income adults and children. This pandemic has made clear

the many disparities in oral health and underscores the importance of equity in improving oral health.

62


https://www.cdc.gov/visionhealth/vehss/data/national-surveys/national-survey-of-childrens-health.html#:~:text=Iris%20Registry%20%20%20%20%20%20,%2095%2C000%20people%20%201%20more%20rows%20

Strategies specific to Minnesota Health Care Programs (MHCP)

Medicaid provides health coverage to millions of Americans, including low income eligible adults, children, pregnant
women, elderly adults, and people with disabilities. Medicaid is administered by states, according to federal

requirements. Medicaid is funded jointly by states and the federal government.**

In the 2018 federal fiscal year, Medicaid accounted for about three percent of the federal Gross Domestic Product
(GDP). In Minnesota, Medicaid is known as Medical Assistance (or, MA) and the largest health care program in the
state. CHIP, the federal Children’s Health Insurance Program, is administered in Minnesota congruously with Medicaid.

This program is jointly funded by states and the federal government. In Minnesota, the Department of Human Services
is the state’s Medicaid administrator, and CHIP is administered congruously with MA. Minnesota Care is Minnesota’s
Basic Health Plan (BHP), which provides low-cost health insurance coverage to working families with income at or
above 138 percent federal poverty level (FPL). Together, MA and Minnesota Care are called Minnesota Health Care
Programs (MHCP). Eligibility criteria must be met in order to qualify for these benefits. Non-pregnant adult dental
benefits are optional for states to provide. This can be interpreted by some to mean “non-essential” health coverage.
States who choose to provide this optional benefit have flexibility. In the MN Medicaid program, the non-pregnant
adult dental benefit is considered “limited”, which is defined as a benefit set inclusive of up to 100 CDT (Current Dental
Terminology) codes. Minnesota Statute and Rule delineate which services are included, as well as the methodology

for calculating reimbursement rates for those services. Increases to the number of CDT codes covered, or the rate of
reimbursement for those services, require action by lawmakers. It is important to note that Medicare (federal health

insurance for older adults and certain other criteria) does not include a traditional dental benefit.

Under the Affordable Care Act, Minnesota became a Medicaid expansion state in 2014, increasing the upper-income
limit for Medicaid eligibility to 138 percent of the FPL. The expansion also meant more options for low-income
Minnesotans whose income surpasses 138% FPL but is at or below 200% FPL. Minnesota Care fills this coverage

gap, as the states’ Basic Health Plan (BHP).** Coverage for Minnesotans enrolled in Minnesota Care, with eligibility
income limits of 138-200 percent of the FPL, resulted in a 22 percent increase in MHCP enrollment, but not a parallel
increase in MHCP dental providers.

As of 2015, Medicaid insured about 24 percent (about one million) Minnesotans per month. In the same timeframe,
about five percent of Minnesotans were uninsured. The rest of Minnesota’s population held private

insurance. Uninsured rates are higher than the state average in the metro, central

Minnesota, and southwestern Minnesota. Disparities also exist for race and ethnicity

among people who identify as American Indian, Hispanic, Black, and multiracial, who

are more likely to be uninsured than the general population. The uninsured rate of

American Indians is more than four times the state average. Strategies specific to

MHCP are:
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Clinical Education

1. Connect patients with oral health services. 1. Educate dental professionals.
+ Ensure that children insured by Medicaid and « Teach the basics of Minnesota’s Medicaid dental
CHIP receive dental care annually and have a benefit, such as how benefits and rates are set,
dental home. the federal-state cost sharing, and the role of

Develos b _ health with the Minnesota Department of Human Services
: e?/fe .op est préctlces ?r ora ) ealth within as the Medicaid administrator.
facilities and residences, including congregate
living, sheltered workshops, long term care, and 2. Educate the public.

correctional. + Engage the public and the private dental

community to identify and address barriers
to participation in publicly funded health

programs.

Finance

1. Improve reimbursements.

+ Add dental hygiene screenings and assessments into the benefits set.

» Advocate for increased provider reimbursement across MHCP.

« Incorporate reimbursement policies which exist in medicine for dental (e.g., pay for complexity).

+ Promote reimbursement that shares risk and rewards for improved health outcomes, such as value based care.
+ Increase MHCP reimbursement for parental education and services.

« Participate in national efforts for revisions to CMS payment guidelines.

+ Include oral health into Accountable Care Organization contracts.




Policy

1. Adjust benefits and coverage.

« Ensure optimal / tailored benefits for adults with disabilities and special care needs.

+ Support comprehensive dental benefit for seniors enrolled in MHCP.

+ Change state statute to add dental sealant placement on deciduous teeth and permanent premolars for
children at high risk of oral disease.

+ Align the MHCP dental benefit with evidence-based dentistry, standard clinical practice, and incentivize preventive care.

« Change MHCP policy so that benefits include screenings and assessments.

+ Encourage MHCP to reimburse for fluoride varnish application for non-pregnant adults with the same policy

as for children and pregnant women.

2. Increase eligibility.

« Ensure adequate funding and encourage eligibility of seniors to have access to oral health insurance coverage.

3. Make it easier.

« Utilize and enforce the DHS purchasing power to leverage providers (rule 101).

+ Promote dentists using ICD-10 codes, including the ability to bill for time for complex patients and/or
procedures.

+ Simplify the application, enrollment and claim submission processes for dentists, dental therapists, and dental

hygienists to reduce administrative barriers to Medicaid participation.

Workforce

1. Increase program participation.

+ Work with oral health professionals to create feasible solutions for increased program participation by all oral
health providers across Minnesota.

+ Develop an accountability system that makes provider participation public.
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Minnesota Oral Health Action Plan (2020-2030)

Focus Area 5: Additional Strategies and Activities

Goal: Increase the use of oral health data and the Minnesota Oral Health Statistics System
(MNOHSS) to inform activities, programs and policies.

Strategy 1. Strengthen the Minnesota Oral Health Statistics System (MNOHSS).

Activity 1.1. Integrate MNOHSS into existing grants and funding opportunities.
Activity 1.2. Promote the importance of oral health data and MNOHSS with key
stakeholders.

Activity 1.3. Develop and maintain data sharing agreements with data stewards.
Activity 1.4. Acquire, analyze data and interpret the results in collaboration with data
stewards and other stakeholders.

Activity 1.4. Ensure staffing for the maintenance and expansion of MNOHSS.
Activity 1.5. Monitor and respond to data requests.

Activity 1.6. Maintain and implement updates to the MNOHSS Surveillance Plan, the
MNOHSS Data Management Plan, the MNOHSS Evaluation Plan and the MNOHSS
Communication Plan.

Strategy 2. Collaborate with key stakeholders to identify and pursue data collection
opportunities, prioritize datasets, promote oral health data findings and determine MNOHSS
guality improvement initiatives.

Activity 2.1. Conduct an oral health data needs assessment every four years.

Activity 2.2. Develop and maintain collaborations with data stewards.

Activity 2.3. Seek opportunities for primary data collection.

Activity 2.4. Develop and track oral health surveillance system performance measures.
Activity 2.4. Convene the Minnesota Oral Health Statistics System Advisory Group
annually.

Strategy 3. Ensure oral health data quality and inclusivity of diverse*populations.

Activity 3.1. Seek opportunities to collect and report on oral health data of diverse*
populations, spatial data, data that identifies health disparities and data useful for
program and policy purposes.

Activity 3.2. Uphold data security, confidentiality and quality control measures.

Strategy 4. Establish an MDH fluoride varnish registry.

Activity 4.1. Seek and apply to funding opportunities to establish and staff a fluoride
varnish registry.
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e Activity 4.2. Develop platform elements of the fluoride varnish registry.

e Activity 4.3. Build an online fluoride varnish registry.

e Activity 4.4. Promote fluoride varnish registry with dental and non-dental providers.
e Activity 4.5. Maintain fluoride varnish registry.

Strategy 5.0. Develop standardized methods to collect local-level oral health data.

e Activity 5.1. Review oral health data measures collected at a local-level (e.g. community
health assessments).

e Activity 5.2. Review of oral health data measures collected at the national, state and
tribal levels.

e Activity 5.3. Synthesize oral health data measures at the national, state, tribal and local
levels to ensure uniform and consistent data collection.

e Activity 5.2. Develop an Oral Health Data Measures Guidance document.

e Activity 5.3. Promote Oral Health Data Measures Guidance document with partners.

e Activity 5.4. Provide technical assistance to partners to develop needs-based measures
and assessments.

Strategy 6. Disseminate oral health data to key stakeholders.

e Activity 6.1. Plan and prepare scheduled updates of the Minnesota Oral Health Statistics
System (on the MN Data Access Portal), the Burden of Oral Disease in Minnesota
Report, the MDH Chronic Disease Dashboard, MDH Quick Facts and other data-related
communication materials.

e Activity 6.2. Provide stakeholder training opportunities on use of the Minnesota Oral
Health Statistics System.

e Activity 6.3. Seek opportunities to publish Minnesota oral health data and surveillance
activities in peer-reviewed journals.

e Activity 6.4. Seek opportunities to present Minnesota oral health data and MNOHSS
activities at the national, state, tribal and local levels.

*Diverse in this document refers to any individual, family, caregiver or community that self
identifies or represents the following population groups: children (aged 0-17), pregnant or
expectant mothers, young adults (aged 18-25), older adults (aged 65+ years), the homeless,
rural residents, low-income, uninsured or underinsured, people of color and American
members of Lesbian, Gay, Bisexual or Transgender communities immigrants and refugees,
people with Limited English Proficiency (LEP), people with disabilities, mental illness, chronic
disease and other special health care needs. Please note that this is not an exhaustive list of
diverse population groups and we acknowledge all forms of identity and lived experience.



Emerging findings from community input on Minnesota oral
health strategic planning (full summary)

The Minnesota Department of Health (MDH) surveyed its stakeholders in 2019
to refme priority areas and goals for improving oral health throughout the state.
The following are results from 214 respondents.

Access to dental care is the top-cited topic of importance to stakeholders. Survey respondents first indicated which
topics were important to them and could select more than one. Two hundred (93%) of the 214 respondents selected

“access to dental care.”

Percentage and numbers of survey respondents

Topic who selected the topic as important
Access to dental care 93% (n=200)
Integrating medical care and dental care 68% (n=146)
Sustaining and expanding existing dental public health 56% (n=120)

Commitment to diversity and inclusion, including disability rights

44% (n=95)

and oral health for people with special health care needs

Tracking and surveillance of oral health trends and data in Minnesota 39% (n=83)

The survey then asked two open-ended questions, “Why are these topics important to you or the state of Minnesota?”
and “What are some of the oral health challenges or barriers you would like to see addressed in a state oral health
plan?” The findings from stakeholder responses are as follows. However, because of the similarity and open-ended
nature of the survey questions, many of the responses to one question answered both; they spoke to the complexity

of the problem and barriers to addressing it, and the urgency of improving oral health. Also, some responses lacked
specificity or clarity to be clearly grouped into whether something is important or is a barrier or a challenge. Therefore,

interpretation of these findings is important as it will help to better clarify the focus for the upcoming strategic plan.

Nonetheless, several themes from the stakeholder responses emerged to inform improvement to oral and dental
health in Minnesota. In summary, the lack of access to dental care is rooted in structural inequities. Impeding a healthy
Minnesota is the low reimbursement rate to oral care providers who treat people on Minnesota’s dental coverage plans,
thus creating a disincentive to taking patients on the State’s Plan. Additionally, stakeholders are concerned about the
“siloing” or lack of aligning dental and medical care, both in terms of health care as practiced and health insurance
coverage. Stakeholders see a need for increasing understanding and awareness about the importance of oral health and
oral health practices, especially preventative care. These findings described further in the following pages, presented in

order of the highest frequency in the dataset, and illustrated by selected stakeholder responses from the survey.
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LOW ACCESS TO DENTAL CARE IS THE RESULT OF A SYSTEMIC INEQUITY AND HAS
PERVASIVE IMPACTS.

The lack of access to dental care is rooted in systemic inequities that discriminate populations who are on Minnesota’s
dental coverage plans. Stakeholders are concerned that oral health issues will persist, especially among marginalized
populations, if the problem is not addressed. Costs and limited coverage, even for people with insurance, are prohibitive

to accessing appropriate care and lead to people forgoing the care they need.

As one stakeholder stated,

“Access to dental care has become a privilege of higher income groups. It is expensive if you don’t have good dental
insurance. If you have state insurance, the benefits are terrible, and most clinics will not take you because they don’t

get paid enough.”
And another stakeholder commented,

“We continue to have significant disparities in quality oral health care in those with complex health needs and
disabilities due to access barriers including low reimbursement and an inadequately trained dental workforce to care

for these individuals who are rapidly growing in numbers.”
As for impacts, one stakeholder wrote,

“We see people in our emergency room with dental problems because there isn’t a dentist available on weekends or
because they can’t get an appointment on a short notice. This is inappropriate use of emergency room visits and

medical dollars.”

And another stated,

Patients who are not seen reqularly have higher rates of periodontal disease,
caries, and fractured or broken teeth. This translates to poorer overall health.

Many stakeholders commented on the cost-prohibitive access to care, such as,
“People are not getting the oral care they qualify for and are delaying treatments based on costs.”
And

“Working with individuals with limited income on medical assistance it has been very difficult to get them the
oral health care they need, and when they get into a dentist it ends up costing them a lot of money that they
don’t have to get things fixed, all because it took too long for them to get into a dental clinic .”
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REIMBURSEMENT RATES ARE LOW, DISINCENTIVIZING ORAL CARE PROVIDERS TO
TREAT PEOPLE ON MINNESOTA’S DENTAL COVERAGE PLANS.

The low reimbursement rate, a key part of the inequitable system, disincentivizes oral care providers from treating people

on Minnesota’s dental coverage plans. Providers limit the number of or refuse patients on these plans altogether.

A stakeholder commented,

“We have worked hard over the past several years. We bring it so far, then run into some form of a barrier. Most
often, it is local dentists who deny people care, or waiting lists for those who do accept [Medical Assistance (MA)].

We must continue to look at different models.”
And another wrote,

“To improve access, provider reimbursement for Medicaid needs to be similar to commercial patients. This is the only
way the access issue will be improved. The current provider reimbursement structure is promoting discrimination for

our state’s most vulnerable populations.”
Referring to the relationship between private and public plans, one stakeholder wrote,

“Access needs to be improved, reimbursement for dental needs to be evaluated, more services need to be covered

by [Department of Human Service (DHS)]. As the [Managed Care Organizations (MCO)] follow the DHS fee
schedule, it all starts with the State.”

This systemic issue is more pronounced in rural areas and further compounded by a shortage of dentists in greater
Minnesota. Should they find a provider—and one that see patients on Minnesota’s dental coverage plans—patients in
rural areas often travel up to three hours to receive care. The hardship in finding a local provider means that patients
must coordinate and pay for travel if they do not have their own transportation, and need take significant time off from

work or other commitments to receive dental care.

| work in public health where | see multiple children with dental decay who have
no access to dental care within driving distance. These are people who do not
have their own cars, extra money or ability to take time off from work to travel
up to 70 miles to see a pediatric dentist who will see children of all ages.

@ N
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SEPARATION OR LACK OF ALIGNMENT OF DENTAL CARE AND MEDICAL CARE
IMPEDES OVERALL HEALTH, ESPECIALLY AMONG VULNERABLE POPULATIONS.

Stakeholders frequently mentioned that the “siloing” of dental and other medical care and its insurance coverage is a
problem and that unmet needs in dental care exacerbate other health care needs, lowers quality of life, and increased
costs. Better alignment of both medical and oral care, as well as insurance coverage for both, would not only improve

health care and its outcomes, but reduce costs over time.

As one stakeholder stated,

“Research is showing that there are more and more systemic issues and illnesses that have a direct link to oral

health conditions.”
Another generalized,

“Dental health IS part of medical health, as is vision, hearing and mental health.”

One stakeholder comment:

Oral health can impact a patient’s quality of life, how they manage daily necessities.

ot having access to dental care, for reason, not only negatively impacts the
Not having to dental care, for ANY , not only negatively impacts th
patient, but those around them in a myriad of ways.

lllustrating the disconnect between oral and overall health, a s stakeholder observed,

“Dental health is often not prioritized, especially for populations who already experience health disparities and
inequities. | work with individuals with serious mental illness, which is a population that is especially underserved
and ignored regarding oral health.”

This siloing and the resulting lack of dental care is believed to negatively impact children and other vulnerable
populations, especially people from low-income backgrounds. If there is a lack of dental care access, children’s
preventative habits and dental health are impeded, which leads to cascading negative effects on their dental and
overall health over time. Additionally, preventative habits and access to early and ongoing dental care saves money in
the long run.

A stakeholder observed,

“I work with individuals who are of low-income and see how desperate some of them are to get dental work and a
general cleaning done but can't find a provider in their community to complete the work.”

And another wrote,

“As a safety net pediatric clinic, we frequently see the devastating effects of inadequate oral health resources and
access among our patients, especially low-income children and children of color.”

Likewise, a stakeholder commented,

“People with special needs tend to not have the best insurance therefore there are not many options for them. They can
also have a hard time at the dentist and may need to have more options available to them than the general public.” 71



DENTAL CARE IS NOT AS VALUED AS IT SHOULD BE.

Dental care outcomes are also affected by a lack of awareness, understanding, and valuing of the dental care and how it
interrelates with overall health. Stakeholder cited the need to raise awareness and understanding about the importance

of oral health and oral health practices, especially preventative care.

As one stakeholder wrote,

“Education is huge. A large portion of the population does not see the importance of routine preventive dental

services, creating the need for inmediate dental visits as well as [emergency department] visits for dental.”
Another commented,

“We get so focused on access to care (which is VERY important), but | see a lack of VALUE in many patients that

have access to care and do not utilize it. This is very frustrating for those of us in health care.”
One stakeholder described the benefit of greater understanding, stating,

“If people understand that dental care is part of medical care, parents may be more compliant with seeking care for

their children and long-term care facilities may have better plans for dental care.”

OPEN-ENDED RESPONSES

There were 71 responses to the final, open-ended question on the survey. While these responses varied, half were
recommendations and a small group of responses showed appreciation for being invited to share input on the state

plan. For example, one stakeholder wrote,

“Thank you for conducting this survey. It is much needed and there are so many wonderful things that are done

17

that just need streamlining and support. So, thank you!

Recommendations included ways to improve services, adopting or adapting models, and encouraging partnering/

collaboration, as well as increasing data and information sharing.
Specific recommendations related the emerging findings discussed in this report included:

“Using dental navigators or community health workers to help patients access services is a model that works and

needs more research.”

“Build further capacity within safety net settings, reimbursing things like community health workers, care

coordination, transportation assistance, and such.”

“I would like to see more traveling dental clinics for our area-there is no one covering us. | would like to suggest
we take dentists that are in school, when they have their practicum, to travel to the rural areas, gain some

information/training for the field and assist the dental world for the rural people.”

“MDH should help convince funders to better support not just service delivery projects, but development,

implementation, and evaluation of new and better care models.”

72



120 9107 A4 AW PUE ISOUSeI] ‘FUILR2IS IPOLIA PUE Ae3 ‘SIS PIEIIPILN PUE 2ILDIPIN ) SI) €
£002 “(8V2)TT 3835 LPIE3H [EXIA “SINSHEIS UA[EaH Joj J21Ua) [2UOREN "POOZ-6E6T PUE V66T

~886T ‘52115 PONUN 'SN1E1S Y1[EaY 240 U SPUIL ‘|2 12  SURAI-UOIIONL Y1 I4ieg DF SIM3T A YIS 'S UeL Ve 9Aq T
0007 ‘SHdSN UDAIN ‘SHHQ

30 UOIBUISEN “ETZ-00 “OU UOREDNIAN HIN 110U3D UOABANS S 343 JO LU0daY WY Ul YYDIH [0I0 “DIINIDS e
21aNd SN 424£3534 [ERJ0IUEA) PUE [E1UAQ 1O SAMISUI [PUONEN ‘SIS UEWNH PUE UA[EaH J0 Juawedaq SN T

S9JU9.19j)9Y

~Aqeg AyyjeaH ‘Y1931 Ayzjeay,, ‘sn'uw-aieis@|eueyy-episeld

*9seas|p |e3uap Ajies Jo sjueuwiia3ap [e20s 33 ssalppe 03 Ayoeded “p ‘s3oafold 10j1d a3 3jeasdn 03 $32uN0saM “¢ ‘S|ersrew
Jeuoileanpa pue s auai8Ay |elo a1y 81nquasip 03 Suipuny a1enbape 'z ‘uonendod aa.y3 01 |e1eua.d J0) B1EP BUIBSE] ‘T i JO YIBT .
:suone:
|ejuap Ajdea uanaid o3 yoeoidde pajeulpi00d SPIMAIE]S B PAYSI|qeISa SBY Yi|eaH JO Judwiliedaq BIOSIUUIA
uawysijdwosdy

“s1ouned Ayunwwo spimaiers pue weidoid piiy) PUe [euIReIN HOW
‘15 pea Aunod-1iL ‘AlISIUSQ O [00YS BOSIULIA JO ANsIaAUN
“UoREPUNOS Y EaH [euoiSaY 31y DU [3U3Q [eUOIBaY P31y ‘92I0pISEL
U3[eaH (210 AJUN0D PaISWIO ‘UOREPUNOS L[E3H (2O SUSIPIIUD
JeuOnEN ‘UORIIE0D YHESH (B0 NIN ‘AisioAlun B335 ueyjodoain
‘wiesB014 sdNYP3YD UL Pue PIIYD HAIN “HOMIBN [E3USQ POOYP]IYD
A1Je3 ‘2183 [E3UBQ ANUNWWIO) ‘S3IINIBS [EIUSQ S,UBIPIIY) ‘SIDIIDS
YAIESH JURIBIN/2U] 391AI9S YaEaH Aunwwio ‘lejuaq 9a11 ajddy

oRe1sN||l pUE S[apow BUlpnpUL ‘S|elazew "BJOS3UUIIA JO 3383S BU3 Y3no.y) papuny Aj3|os sl |dad3  »

|ENSIA pue peal-01-Asea aJe 1ey) S|eLI1eW [BUOIIINIISUI PajuLId YHM PadJoJuIaI UOIIINIISUl [EGIIA .
* (INSgD) SunayJew [e1d0s paseq-Ajunwwo) IPOYIRIN -
92J0JJ0M [BIUSP/[BDIPAW ‘SI3|PPO1/SIUBJUI JO SIDAISRIED ‘SI9YIOW MBU ‘UBWOM Jueusald :@dualpne 3198iel .

sjuaWaspajmoudy

T ————

Hirvam 10
wEWaveis LU

Avami isus
46 1iCGL 15813
AS ISIINGG Y O

KBV Hnon Invi

©
spsE ()
S

(0234 HSINKYA 3a1¥omy
17

AQve AHLTVIH
"HL33L AHLIVIH

EWTIVeES LU
HLITL SA9V8 ¥10A ¥0) ONIEV) 1008V
401900 ¥0 LS1LN3O ¥0A 0L YIVL

AQv4 AHLTYIH
‘HL33L AHLIV3H

S|00] |euoleanp3

‘pajeulwi|d Aj219|dwiod ‘@1niny 3y

ul ‘Ajjnyadoy pue paziwiuiw 3q ued JJ3 Jo saUaNhasuod
2y3 ‘sian18a.1ed pue s|euoissajold yjeay Jo JUSWSAJoAUI
ay1 pue 3uljjasunod yadoud ‘uondalep Ajies ysnoay
‘Ajunwiwod ayy ul

a8pajmouy| 419y SulAjdde ao130ead pue sjooy [euoedNpa
Aoeusaq| moj Buisn syuaned d1uyle-1nW J19Y3 9AISS 159
01 MOY MOU)| 0} P33 ||IM 31e10qE[|0 A3y} WOYM Yy1im
siapinoid ay3 pue sisiuap ‘sasueyd asay 4oy asedasd o)
*SISLID Y3|eay |eso SuiSiawa ay) Ssalppe 03 J3PIo Ul yijeay
12301 Jo 1ed |esSajul ue se yijeay |eso poos Suluiejuiew
pue SulAalyoe Jo sdueniodwi 8yl puelsiapun 0}

U183 0] PIaU ‘|EIUBP-UOU PUE [BIUSP Y1O( ‘S|EUOISSJO0Id
‘pIIYd Asana

pue yoea 1oy [0S 3U1 37 P|NOYS UOIIIUIP [|N} B YIM
yinow Ayyjesy e ‘snyy ‘a|qejuanaid Aja8ue| si pue pjiyo

e J0 8ulaqg-||am |e101 ay) 1oedwl ued Iseas|p |ejuap Aleg
‘uonuaAsRul delidosdde pue si039e) ySI JO
uonealyiuapl Ajpwiy Aq paysijdwodde 1s3q si UoIUIAdIJ

uone|sisa| 14aq3 Jo s3201q SuIp|Ing oAl

uonUAAIBI [BIUSP
Al1ea 1oy aAnuadul udisaq

uoneioqe|jod

a.ed [ejuap aAlUaAaLd sajowold
|oapow 934y) 0} |ejeuald

uonowoid yijeay [elo [ejeuaid

y3jeay [eJodueipad

SUOIIINIISUI 318D BWOH

A

(oA =l

aj0wold

5|00} pue
uonew.oul [BUOEINPS
ajendosdde dojansq

SI19p|0YNeIS JUBAD[DI

uanesiapup| pue |0oyaIsas

pue sauNWWod pajasiey

3Y) JO SIBUIBW BA|OAU]

safessaw A9y §5,1daa3
BuIsn uoneINPa Yijeay el

dn-y2ayd
[€JUDP 311§ 10} BWOY Y3[eaH

[POIA 934y] 0} |ejeuald

's3p} 3UaISAY |e40 000'ST Bulpnjoul

‘s1auyied pue HQA Ag painguisip pue padojanap aiam s|erialew
|euoi1eINPa pue SUlIAIBW ‘SUOIIEIIUNWWIOD JualadWwod-Ajjein}n)
"PaONPUOD 3IAM SJUIAS UIBAIINO OG UBY) IO\ «

*UOIIUBAIDIUI PaAIIDY
sian18a4ed pue uoneindod 3.y 01 |ejeuasd 000‘0T AjPrewixoiddy  «
yajeay a1qnd ui Aydeded pue ssauaseme paseasdu|

‘uoleanpa yijeay |elo pue uonedijdde ysiuiea aprionjy

apinoad 01 paulesy aiam syuspnis Suisinu 0oz Ajplewixoiddy o
‘paysi|qelsa a1am uonowoud yijeay |elo 1oy sqny

Ajunod ST pue padojanap asam sdiysiauried mau Allj UBYI BIOIN
‘weJtgold

Y3[eaH P|IYD Pue [EUIRIBIA HOIA Y3 03Ul pajessajul sem |daa3  «

diysiauysed pue uoneloqe||od papuedx3

'$140}J9 s1004sseud pue uonowoJd yijeay pa1asie) Jo UoeUIqWIOD B
ysnouya paysiu sem D3 Jo 1oedwil pue sased ||BJSA0 AYL e

'P2JaMO| SeM 2JN1dNJISEIJUI DIBIYI[EAY U0 DDT JO usping yead ayl

*UOIJUBAISIUI SAIJEI0ISAU PUE [EUOIIEINPS YSNoay)
paAejap 4o pajuanaid sem D)3 Jo uoissaiSold pue 1asuO YL .

yajeay |eso panoidu)

v'g ‘AdUSHIN U3 °a°yd ‘doysig uoq ‘Sag ‘HdIN

9seasiq |ejuag Ajie3 Jusanaid 0} JUWHWWOD) dAIRe|SIST S,e10SUUIIA]
Aqeg AyrjeaH "yraay AyyjesH

*£T0T J9quiadag-A|nf wouy saajuels
GT 01 140ddns |esaual pue sadinosal ‘s|elsalew
SUOIIEDIUNWIWIOD ‘DOUB)SISSE [BIIUYDD) OPIAOI] o
*aled |eyuap
Ajiea pue sanbjuyoa) uiues|d sadoud SuiBeinooua
18 PaWIe SIAIJUIIUI PUB SUOIJUSAISIUI dAIUIASID
1URJa41p Jo Adediyys ay) 1593 01 s303foud Joi1d
ST punj pue [apow 334y} 0} |ejeusasd, e dojaasg  «

'S90BJ PAXIW pue udiey
‘BuowH ‘d1uedsiH ‘UelseaNe) ‘UedLIBWY UBdLJY
Suipn|oul spunoJsyoeq d1UY1D JUIYIP JO S3l|IWe)
yum suoissnasip dnoud snooy y3nouayy sasuauayaud
Sujwweldoid 1noge uonewIOUl JBYIED
‘suone|ndod
panasiapun pue ysu-ysiy ui Ajjernadss
‘a8ueyp Joineyaq aAIUAARId d1eAIIOW pUE Yljeay
|eso Aqeq/jualed uaamiag UOIIBUUOI BY1 INOge
sioni3aied pue syualed Sunoadxa/mau 91e9np3 .
10} SaIUNWIWOD pajagie) ay) o siaulied Ajunwiwod
pue sjeuolssajoid yijeay yum pajesoqe|jod HaIN

SPOYIdN

‘uolUBAIRIUI [eIUBP AlJed jowoud 03 Alrsipuag
Jl1eIPad JO Awapedy uedlIaWY ayl pue solielpad Jo Awapedy
uedLIBWY 3Y] JO S3N|BA 9102 3] $9ZI|eUOIIN}IISUI OS|e |[dad3

's13|ppo}

pue sjueyul Jo yieay |elo ay} anoidwi 0} wiayy Jamodwa

pue uone|ndod 1984e1 a3 91eaNnpa 03 sajdiourid Sunayiew
|e120S Paseq-A}UNWWIOD JO UOIBUIGIOD JIWBUAD B S3sn)

*3J1| 40 S1EBA 33.Y3 3541} Ul BAIIDBYS IS0W S| pue Ajjereuaid
SHIE]S 9SEISIP [BIUSP A4S JBY} UOIJOU DY} SASSBUIS o

‘a8e Jo sieaA 9a.y3 01 dn ualp|iyo
PaAIasIapun Ul 95easIp [euap Sunuanaid uo sasndoq .

“Aoeua11 yyeay pue Aosuaoiyoud ysijsug
1| Y}IM SURJOSBUUIIA PUE SJUBISIWW] JUSI3J ‘SH0YOD
21UY13 40|02 JO SAIUUNWIWOD PJEMO] Pa.eas si |dadT

~Jeadde y1a91 Alewnd Ja1e pue a10jaq sia|ppol
pue S1uBjUI JOJ UOIUBAIIUI [EIUSP BAIIUAASIM Alied
40 dduepOdWI 3Y) UO SIUBISIWIWI JUSII PUB J0|0D
JO SaNIUNWWOd SUOWE SSAUIEME 3SBIDUI Of,,

S|

asodund s,uone|si3a) ayL "yijeaH Jo usawiiedag eIoSaUUI Y}
Aq pa| ‘(1da@3) @AnenIu| UoUBAB. 3seasiq [ewuaq Alde3 ay
8uneaud GTOZ Ul UoNe|siSa| PadeUd BIOSAUUIIA JO 31eIS BY L

asodind

¢ '9T0T Ul 92IAI9S [BIUSP DUO ISEI|
1e SulAIadal 9 98e Japun uaJp|iyd jo aSejuadsad
1S9MO] 31 Y1IM S91e1S SUOWE ;G PAjUR] BIOSAUUIN  «
£ USIA
|E1USP [ENUUE PAPUSIWOIAI JI9Y] PaAIaIaL SAep
SNONURUOJ-06 J0) IP3IAl Ul pajjoJua Sieadh G-0
pasSe ualp|Iyd LI0SAUUIIA JO %0E UBYL SS3| ‘9TOZ U] »
'S3][IWE} BWODUI-MO| PUE 10]0d
Jo ajdoad ‘syuesdiwwi s109y)e Aj@reuoipiodoadsip yaiym ‘aled
|eIuSp 2AIUDAId DAI209J 10U OP BIOSBUUIIA Ul UBIP[IYD AUBI  «
7' 9583sIp pooypliyd
21UOJYD UOWWIOD 1S0W 3Y3 SI (JD3) Sa1ied pooyp|iyd Ajeg .

punou3doeg

|eueyy| episeld

H11V3H 40 §
INIWLIVdIA &




Healthy Teeth. Healthy Baby.

SUCCESS OF MINNESOTA’S LEGISLATIVE
COMMITMENT TO PREVENT EARLY DENTAL
DISEASE.

Early childhood caries (ECC) is the most common chronic childhood
disease., Many children in Minnesota do not receive preventive dental

care, which disproportionately affects immigrants, people of color and

low-income families. Minnesota is one of five states with the lowest
percentage of children under age six receiving at least one dental

service. To address this, the State of Minnesota enacted legislation in 2015 to form the Early Dental Disease Prevention
Initiative (EDDPL). It aims to increase awareness among communities of color and recent immigrants on the importance

of early preventative dental intervention for infants and toddlers.

Continuing investment in Healthy Teeth. Healthy
Baby. drives prevention in communities.

Since directed by the legislature, MDH, health professionals, and community partners:

« Coordinated statewide with more than fifty partners and 15 county hubs to prevent early dental disease.

+ Tailored the evidence-based model and reached communities at cultural gatherings, places of worship, rural
areas, and public spaces such as libraries.

« Funded 25 $5,000 grants.

« Created easy-to-read and picture-based materials for low-literacy populations.

+ Designed information to “stick,” such as soaking crackers in acid for audiences to see the acidic effect in action.

+ Distributed 20,000 oral hygiene kits at 50 outreach events, including baby showers, meals, and cultural
activities.

+ Trained community health workers, nursing students, Head Start staff to promote prevention.

EDDPI improved oral health by preventing or delaying cases of ECC and lowered burden on healthcare infrastructure.
But there is more work to be done.

EDDPI needs:
. ’
« capacity to better integrate the social determinants of early dental SUPPO"tmg the EDDPI’s
disease; prenatal to three model

- data to better target intervention;

will lead to cavity-free kids
entering preschool and
kindergarten.

+ resources to scale up promising practices pilots; and

» funding to distribute free oral hygiene kits and educational materials.
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