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I. Executive Summary  
 

Lƴ ƻǊŘŜǊ ǘƻ ŜŦŦŜŎǘǳŀǘŜ ǘƘŜ /ƻƴƴŜŎǘƛŎǳǘ 5Ŝƴǘŀƭ IŜŀƭǘƘ tŀǊǘƴŜǊǎƘƛǇΩǎ ό/¢5Itύ Ƴƛǎǎƛƻƴ ƻŦ ŜƴŀōƭƛƴƎ ŀƭƭ 

HUSKY Health members to achieve and maintain good oral health, CTDHP is committed to ensuring that 

access and availability of oral health services are fairly distributed across the CT Medicaid population. 

CTDHP is committed to develop data driven strategies to address population specific needs to reduce 

barriers to accessing and utilizing oral health services.  

The Connecticut Dental Health Partnership has prioritized developing its Oral Health Equity Plan, a 

contract deliverable, during state fiscal year 2021. Significant effort went into ensuring CTDHP listened 

to multiple voices during the process, both internally and externally to CTDHP. /¢5ItΩǎ IŜŀƭǘƘ 9ǉǳƛǘȅ 

Officer convened three separate workgroups to support the effort, meeting collectively seventeen times 

throughout the year. The groups were comprised of two internal teams at CTDHP, one a cross section of 

employees from different work units and the second an executive leadership team focused on reducing 

risks and barriers to the work. A third workgroup was comprised of community partners and 

stakeholders to receive feedback and solicit intervention ideas. Additionally, CTDHP completed its first 

member survey to identify barriers to care directly from HUSKY Health members. A total of 3,957 HUSKY 

Health members responded to the survey to provide their insights into the dental program.  

CTDHP reviewed utilization data over a two-year period to examine what disparities may existing among 

race, ethnicity and age lenses. 

LŘŜƴǘƛŦƛŜŘ ŀǎ ǘƘŜ άIƛƎƘ LƳǇŀŎǘ нрέ ǘƘǊƻǳƎƘƻǳǘ ǘƘƛǎ ŘƻŎǳƳŜƴǘΣ ǘƘŜ ŘŜƳƻƎǊŀǇƘȅ ƻŦ ǘƘŜ ǘƻǿƴǎ ŀƴŘ ŎƛǘƛŜǎ 

reflect socioeconomic disparities, characterized by below or lowest average income, high poverty rates, 

and high social vulnerability factors.  

CTDHP reports a robust HUSKY Health dental provider network, exceeding network adequacy standards. 

Focusing on the High Impact 25 enables us to look at which areas to prioritize recruitment of dental 

providers.  

 

The review found the largest disparity in dental non-utilization is primarily aged based, 

with adults disproportionally under and non-utilizing dental services as compared to 

children. And, the disparity is also geography based with sixty percent off all non-utilizers 

concentrated to 25 towns/cities in the state.  

Network Analysis in the High Impact 25 found 2,054 general dentists who see adults and 

children and 483 pediatric specific dentists in these towns. The total membership (from the 

review period analyzed) to dentist ratio is 1 dentist per every 223 members. However, 

there are wide variances in dentist to member ratios. 
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Incorporating voices of the member through a member-based survey illuminated several areas to focus 

our efforts. Members overwhelmingly reported that COVID-19 impacted their dental service delivery 

over the past twelve months. 

 

Over the next two years CTDHP is committed to prioritizing actions to improve utilization overall and 

with particular focus in the High Impact 25 Towns/Cities. The following strategies have been identified 

and are proposed in the action plans in the document:  

 

 

The barriers consistently identified by survey respondents were:  

1) Challenges in finding quality dentists that accepted HUSKY for adults; 

2) Locating dental offices that had more convenient hours like evenings and weekends; 

3) For Spanish speakers finding a dentist that spoke Spanish; and,  

4) Limitations in the adult benefit resulting in the member either paying for non-covered 

services or not engaging in care due to inability to pay for non-covered services.  

1) Develop new member engagement messaging and campaigns to promote oral health, 

finding a consistent dentist to engage in care over time, and using CTDHP member 

services to assist members in locating a dentist and setting appointments.  

2) Revise and update the Husky Health Dental Benefits grids and benefits related 

information on the CTDHP website to be user friendly and to promote a better 

understanding of member benefits.  

3) Develop robust communication channels, both online and traditional, to members, 

with emphasis on channel development in the High Impact 25 towns/cities.  

4) Improve our CTDHP web-based provider search tool to aid members in locating a 

dentist. 

5) Prioritize trusted-person model, high touch community outreach in the High Impact 25 

Towns/Cities by our Dental Health Care Specialists with 90% of community-based 

outreach focused in the High Impact 25 and targeted to specific outreach types.  

6) Prioritize provider recruitment in 5 Towns/Cities with the highest member to dentist 

ratios.   
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Additionally, CTDHP will focus its efforts in meeting the 15 National Standards for Culturally and 

Linguistically Appropriate Services (CLAS) in Health and Health Care. This will be accomplished by: 

Finally, improvements in reducing the disparity between adults and children would benefit from policy 

changes enacted by the Department of Social Services to improve the HUSKY Health dental provider 

landscape for adults. Recommendations include:  

 

  

1) Workforce development via required and ongoing training, employee assessment of 

cultural competency, and broadening new employee recruitment tactics beyond 

traditional recruitment sites to increase the diversity of candidate pools.  

2) Promotion of the Community Health Worker (CHW) profession via implementation of a 

CHW internship program at CTDHP.  

3) Implementation of CLAS and Americans with Disability Act quality assurance processes 

applied to all member facing content and design for print and online communications.  

4) tŀǊǘƴŜǊ ǿƛǘƘ ǎƛǎǘŜǊ !{hΩǎΣ community-based organizations, and direct to member 

feedback opportunities to continuously learn and understand the oral health services 

needs and barriers from HUSKY Health Members and incorporate our learnings in 

strategy planning and intervention design.  

5) 5ŜǾŜƭƻǇ ǊŜǇƻǊǘƛƴƎ ƳŜŀǎǳǊŜǎ ŀƴŘ ǇǊƻŎŜǎǎŜǎ ǘƻ ƛƴŦƻǊƳ ƻŦ /¢5ItΩǎ ŜŦŦƻǊǘǎ ŀƴŘ ƻǳǘŎƻƳŜǎ 

to the Department, advisory workgroups, and oversight committees. 

1) Increase adult provider fees to market competitive rates to incent more providers to join 

the network and increase HUSKY panel sizes for existing dental providers. This will 

enable the Department to increase its FMAP rate on adult dental services.  

2) Enhance the medical necessity and prior authorization processes to enable providers to 

efficiently determine if adult members need cleanings more than once annually to 

increase adult preventative utilization. 

3) Reward quality providers through a value-based payment methodology.  

4) Enable the Department to study the network and administrative implications to 

assigning dental providers to members upon joining the Husky Health program to reduce 

member barriers to finding and locating a dentist.   

5) [ŜǾŜǊŀƎŜ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ǊŜǎŜŀǊŎƘκǳƴƛǾŜǊǎƛǘȅ ǇŀǊǘƴŜǊǎ (e.g. UCONN Schools of Public 

Health, Dentistry, Social Work) to conduct ongoing analysis on oral health disparities to 

ensure independence and proper research rigor.  



  

Page 6 of 43 
 

II. CTDHP Health Equity Definitions  
 
Developing a common language and standard definitions was among the first actions CTDHP undertook 
to ensure we were identifying and speaking to the same problems and opportunities. The following 
definitions have been embraced and endorsed by CTDHP and are used throughout this document. 
Definitions of Health Disparities, Health Equity, and Health Inequity were developed and modified from 
ǘƘŜ /ŜƴǘŜǊ ŦƻǊ 5ƛǎŜŀǎŜ /ƻƴǘǊƻƭ ŀƴŘ tǊŜǾŜƴǘƛƻƴΩǎ ά!ǘǘŀƛƴƛƴƎ IŜŀƭǘƘ 9ǉǳƛǘȅέ ŦƻǳƴŘ ŀǘ 
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/overview/healthequity.htm 

CTDHP Commitment to Oral Health Equity  

In order to effeŎǘǳŀǘŜ /¢5ItΩǎ Ƴƛǎǎƛƻƴ ƻŦ ŜƴŀōƭƛƴƎ ŀƭƭ I¦{Y¸ IŜŀƭǘƘ ƳŜƳōŜǊǎ ǘƻ ŀŎƘƛŜǾŜ ŀƴŘ Ƴŀƛƴǘŀƛƴ 

good oral health, CTDHP is committed to ensuring that access and availability of oral health services are 

fairly distributed across the CT Medicaid population. Achieving oral health equity requires us to develop 

data driven strategies to address population specific needs to reduce barriers in accessing and utilizing 

oral health services.  

 

Health Disparities  

Health disparity is a quality that separates a group from a reference point on a particular measure of 

health that is expressed in terms of rate, proportion, mean, or some other quantitative measure.  

 

Health Equity  

Health equity is the fair distribution of health determinants, outcomes, and resources within and 

between the segments of the population, regardless of social standing.  

 

Health Inequity  

Health inequities are the difference in health status or in the distribution of health resources between 

different population groups, arising from the social conditions in which people are born, live, work, and 

age.  

 

Geographic Accessibility  

Geographic accessibility is the proximity to dental providers for members as measured by distance or 

alternatively expressed as driving time.  Geographic accessibility metrics are measured based on the 

percentage of members within a population for whom a certain count of primary care dentists, and 

ǎŜǇŀǊŀǘŜƭȅ ǎǇŜŎƛŀƭƛǎǘǎΣ ŀǊŜ ŀǾŀƛƭŀōƭŜ ǿƛǘƘƛƴ ŀ ŎŜǊǘŀƛƴ ŘƛǎǘŀƴŎŜ ŦǊƻƳ ŜŀŎƘ ƳŜƳōŜǊΩǎ ƘƻƳŜΦ  /ƻƳƳƻƴ 

standards for geographic accessibility are 90% of members with at least 1 primary care dentist within 20 

miles, 90% of members with at least one specialist within 30 miles, etc. CTDHP standards are set to 

exceed those measures in areas where sufficient dental practitioners exist to meet a stricter outcome. 

 

Dental Provider Capacity  

Capacity is ǘƘŜ ŀōƛƭƛǘȅ ƻŦ ǘƘŜ ƴŜǘǿƻǊƪΩǎ ŘŜƴǘŀƭ ǇǊƻǾƛŘŜǊǎ ǘƻ ǘǊŜŀǘ ōƻǘƘ ǘƘŜƛǊ ŜȄƛǎǘƛƴƎ ǇŀǘƛŜƴǘǎ ƻŦ ǊŜŎƻǊŘ 

and new patients referred to them.  Currently, CTDHP does not espouse primary care dentist 

άŀǎǎƛƎƴƳŜƴǘέ ŀǎ ŀƴ ŜŦŦŜŎǘƛǾŜ ƳŜŎƘŀƴƛǎƳ ŦƻǊ ƳŀƴŀƎƛƴƎ ŘŜƴǘƛǎǘΩǎ ǇŀǘƛŜƴǘ ǇŀƴŜƭ ǎƛȊŜ.  We do believe in 

reinforcing ς through provider and member education ς the concept of maintaining a family dental 

home.  The dental home concept is further reinforced through plan design and programmatic incentives 

that encourage members to identify and stay with a usual source of dental care.  By utilizing analytic 

https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/overview/healthequity.htm
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models that forecast network capacity at varying geographic levels (statewide, county, town, zip code) 

CTDHP is able to focus on recruiting those specific dental offices needed to balance the capacity of the 

network and in turn make dental care accessible to members so that they can easily establish and 

maintain a dental home.  This approach will ultimately reduce the amount of urgent dental care 

presented, which in turn further extends the capacity of the network to serve members on a regular, 

preventive, basis. 

 

Dental Provider Appointment Availability 

Availability, like capacity, ƛǎ ŀ ŦǳƴŎǘƛƻƴ ƻŦ ǘƘŜ ƴŜǘǿƻǊƪΩǎ ŘŜƴǘŀƭ ǇǊƻǾƛŘŜǊǎ ǘƻ ǇǊƻǾƛŘŜ ǘƛƳŜƭȅ ŀǇǇƻƛƴǘƳŜƴǘǎ 

and services to their existing patients of record or new patients referred to them.  CTDHP utilizes a 

variety of communications methodologies and encourages dentists to keep us informed when they must 

close their office to new patients or when they are able to take on new patients.  This information is 

recorded and updated in real time and made accessible in our web-based provider locator and Member 

Services tools. This ensures that members are being referred to providers with whom they can make an 

ŀǇǇƻƛƴǘƳŜƴǘ ŀƴŘ ǿƘƻ ŀǊŜ Ƴƻǎǘ ŀǇǇǊƻǇǊƛŀǘŜ ǘƻ ŀŘŘǊŜǎǎ ǘƘŀǘ ƳŜƳōŜǊΩǎ ǎǇŜŎƛŦƛŎ ƴŜŜŘǎΦ 

 

Geographic Access, Capacity and Appointment Availability 

There is a positive correlation between expanded geographic access, capacity and appointment 

availability.  As the number of participating ǇǊƻǾƛŘŜǊΩǎ increases, each individual dentist and each service 

location is under less pressure to serve as large of a patient population as they were under less 

extensive networks.  This enables those providers and offices to expand their individual capacity and 

make appointments more readily available to their historic patients and new patients alike. 

 
CTDHP also conducts ǇŜǊƛƻŘƛŎ άǎŜŎǊŜǘ ǎƘƻǇǇŜǊέ ǎǳǊǾŜȅǎ ƻŦ ŀƭƭ participating providers in order to measure 
their individual compliance with contract requirements regarding new patient appointment availability, 
routine recall appointment availability and urgent care appointment availability.  Providers that fail to 
meeǘ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘ ŀǾŀƛƭŀōƛƭƛǘȅ ǎǘŀƴŘŀǊŘǎ ŀǊŜ ƛƳƳŜŘƛŀǘŜƭȅ ǇƭŀŎŜŘ ƻƴ άŘƻ ƴƻǘ ǊŜŦŜǊέ ǎǘŀǘǳǎ ǳƴǘƛƭ ǎǳŎƘ 
time as they complete and satisfy an individual corrective action plan relevant to their appointment 
availability compliance. 

Accessibility, capacity and availability data is combined with detailed capability and preference data for 

each provider or office location.  Capability and preference data is gathered through the enrollment 

process and through periodic provider surveys.  This data ranges from indicators of the geography of a 

ŘŜƴǘƛǎǘΩǎ ǇŀǘƛŜƴǘ ǇŀƴŜƭ ŎŀǘŎƘƳŜƴǘ ŀǊŜŀ όƛΦŜΦ ǿƛǘƘƛƴ ŀ ȊƛǇ ŎƻŘŜΣ ǘƻǿƴ or radius of their location) to 

preferences on minimum and maximum patient ages that they are comfortable treating, as well as over 

30 different special care dentistry indicators for physical, intellectual and other disabilities, treating 

pregnant women, sedation services and others. 
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III. Moving into Action: Addressing Oral Health Disparities Action Plan        SFY 

22-23  
 

Solutions to reducing the disparity between adults and children utilization with emphasis in the High 

Impact 25 requires tactical, strategic, and policy changes. The action plan focuses on four overarching 

objectives to reduce the disparity:  

1. Fostering behavior change to enhance member motivation to go to the dentist regularly. 

2. Reducing barriers for members to locate and engage with dental providers. 

3. Creating opportunities for members to be informed of and understand their plan benefits.  

4. Enabling the oral health ecosystem to provide quality oral health services to adults.  

The action plans identified in the following sections focus on meeting those objectives via policy 
considerations, internal actions to meet CLAS standards, community-based outreach in the High Impact 
25, Member Engagement initiatives, and Provider Engagement Priorities.  

 

A. Policy Considerations  
Consideration  Rationale  

Increase adult provider fees to 
market competitive rates  

The last rate increase for adult providers was in 2007. 
Increasing adult rates would incentivize existing providers to 
open panels to HUSKY Health members and increase net new 
providers to the network.  

Enhance the medical necessity and 
prior authorizations processes to 
enable providers to efficiently 
determine adult members who 
need cleanings more than once 
annually to increase adult 
preventative utilization. 

Overwhelmingly member survey responses categorized in the 
ά[ƛƳƛǘŜŘ .ŜƴŜŦƛǘέ requested twice annual cleanings.   
 
Twice annual cleanings for members determined to be 
clinically appropriate would increase preventative utilization 
ŀƴŘ ƛƴŎǊŜŀǎŜ ƳŜƳōŜǊΩǎ ŜȄǇƻǎǳǊŜ ǘƻ ŘŜƴǘŀƭ ǇǊƻǾƛŘŜǊǎ ǘƻ 
identify any treatment needs more frequently. This is 
particularly true for members with certain medical diagnosis 
and prescribed medications. (Examples include diabetes, heart 
related diseases, autoimmune diseases)  
 
Systematizing, via MMIS, changes that will auto-accept more 
than annual cleanings based on the presence of members 
medical diagnosis codes and or prescription drugs would 
reduce provider burden in the prior authorization processes 
and increase member preventative utilization.  

Implementing a value-based 
payment program to reward high 
quality providers.  

Rewarding quality care and outcomes rather the quantity of 
care can foster competitiveness in the oral health ecosystem 
to meet quality metrics, create further accountability among 
providers for the overall oral health of their patients and 
enable the department to further medical-dental integration 
aims.  
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Quality measure designs can focus on structural, process, and 
outcome measures that align with reducing member barriers 
to care including requiring practices to be open evenings and 
weekends and maintain open panels.  

Study the administrative 
implications to assigning dental 
providers to HUSKY Health 
Members at enrollment. 

Member survey responses consistently identified the difficulty 
in finding a provider. Assigning providers at the onset of 
enrollment would work to reduce the barrier. It can also 
support panel management in a value-based payment 
program.  
 
There are considerable operational and fiscal implications that 
need to be studied to consider this change.   
 

Leverage the DepaǊǘƳŜƴǘΩǎ 
research/university partners (e.g. 
UCONN Schools of Public Health, 
Dentistry, Social Work) to conduct 
ongoing analysis on oral health 
disparities to ensure independence 
and proper research rigor. 

aŀȄƛƳƛȊƛƴƎ ǘƘŜ ŘŜǇŀǊǘƳŜƴǘΩǎ ŀbility to leverage state 
agency/university cooperative agreements would enable 
ongoing independent analysis of oral health disparities to 
inform CTDHP and the Department of the need to update and 
create new programmatic and policy strategies.  
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B. National Culturally and Linguistically Appropriate Services (CLAS) Action Plan  
Currently, CTDHP has met four, partially met four, and has not met seven0 of the CLAS Standards. 

CTDHP will engage in several projects throughout the next two fiscal years to improve on and meet 

applicable CLAS Standards. 

Actions are identified below: 

Action and Objective  Project Lead and 
Responsible 
Work Units  

Attributed 
CLAS 
Standard # 

Timeline of 
Completion  

1. Include Oral Health Equity statement to CTDHP 
Mission and Values Statements. 

Health Equity 
Officer, 
Communications 
Specialist 

2 Q1 SFY 22 

2. Incorporate /¢5ItΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ƻǊŀƭ ƘŜŀƭǘƘ 
equity and CLAS Standards to all new education 
materials, in office signage, e-mail taglines, and all 
public facing communications. 

Health Equity 
Officer, 
Communications 
Specialist 

2 Q1 SFY 22 

3. Develop Standard Onboarding Cultural 
Competency Training.  100% of all new CTDHP 
staff receive cultural and linguistic competency 
training. 

Health Equity 
Officer, All Work 
Units 

2 Q3 SFY 22 

4. Target recruitment for new hires beyond 
traditional recruitment sites. 
Include a health equity, commitment to diversity 
statement in all new hire documents and job 
descriptions. 

Health Equity 
Officer, All Hiring 
Managers 

3 
 

Q1 SFY 22 

5. Design and Implement Community Health Worker 
internship program. 

Health Equity 
Officer, CC&O 
DHCS Manager 

13 Q1 SFY 22 

6.. Develop CLAS and ADA review quality check 
process to all new and existing member 
communications development workflow for both 
English and Spanish. 
100% of materials undergo CLAS and ADA quality 
review. 

Health Equity 
Officer, 
Communications 
Specialist 
 

4 
 

Q1 SFY 22 

7. As part of CTDHP web redevelopment, promote 
use of language assistance services, ensure ADA 
compliance. 
SFY 22 develop baseline click rate - set targets for 
the years thereafter. 

Communications 
Specialist, Health 
Equity Officer 

6 & 8 
 

Q4 SFY 22 

8. Develop one stand-alone collateral document that 
highlights the availability of translation services in 
the ACA approved 15 languages for outreach 
purposes. Document to be used in community-
based outreach efforts.  
Distribute to 500 Community Partners. 

Communications 
Specialist, Health 
Equity Officer 

6 & 8 
 

Q2 SFY 22 
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9. Develop procedures to access American Sign 
Language and spoken language interpreters - 
ƭŀƳƛƴŀǘŜ άŜŀǎȅ ǘƻ ƎǊŀōέ ǊŜǎƻǳǊŎŜs and publish on 
internal web-based Intranet for all staff access. 
100% of staff are aware of internal procedures on 
providing language assistance to HUSKY Health 
members. 

Health Equity 
Officer, All Work 
Units 
 

7 
 

Q2 SFY 22 

10. Conduct annual review of standard operating 
procedures for cultural competency. 
100% completion of existing materials. 

Health Equity 
Officer, All 
Managers 

9 
 

Q2 SFY 23 

11. Conduct Internal annual (anonymous) CLAS 
Assessment Survey Tool with oral health equity 
specific questions and workforce climate as it 
relates to diversity and inclusion. 
Complete analysis to develop baseline scoring. 
Conduct yearly thereafter. 
95% completion rate by all CTDHP staff. Targets 
set post baseline survey. 

Health Equity 
Officer, All Work 
Units 

10 Q3 SFY 22 
Q3 SFY 23 

12. Enhance the reporting of linguistic services 
provided, utilization disparities, internal CLAS 
survey tool outcomes, health equity plan and 
outcomes on CTDHP internal web-based intranet 
for staff access. 

Director of Care 
Coordination and 
Outreach, Health 
Equity Officer 

10 
 

Q4 SFY 22 
(Ongoing 
thereafter) 

13. Conduct yearly member and community 
organization survey to assess cultural and 
linguistic oral health needs of the Husky Health 
population. 

Director of Care 
Coordination and 
Outreach, Health 
Equity Officer, 
Executive Team 

12 
 

Q4 SFY 22 
Q4 SFY 23 

14.  Review utilization disparities data yearly, at the 
start of the state fiscal year to determine if 
intervention and program design changes are 
needed. 

Director of Care 
Coordination and 
Outreach, Health 
Equity Officer, 
Executive Team 

12 Q2 SFY 22 
Q3 SFY 22 

15. Partner with sƛǎǘŜǊ !{hΩǎ ǿƘƻ ƘŀǾŜ ŜǎǘŀōƭƛǎƘŜŘ 
consumer/member forums to understand 
membersΩ oral health service needs and barriers 
to incorporate into outreach planning. 
 

Health Equity 
Officer 

13 
 

Q1 SFY 22 
ongoing 
thereafter 

16.  /ƻƴǘƛƴǳŜ ǘƻ ƻǊƎŀƴƛȊŜ ŀƴŘ ƭŜŀŘ /¢5ItΩǎ Oral 
Health Equity External Workgroup to receive 
feedback on intervention design and execution to 
reduce oral health disparities. 

Health Equity 
Officer, Executive 
Team 

13 Implemented 
Ongoing 
Maintenance 
and 
Operations 

17. Review existing processes for Grievance and 
Appeals to determine if there are additional areas 
to provide materials in languages other than 
English and Spanish. 

Health Equity 
Officer, 
Grievance and 
Appeals Manager 

14 
 

Q2 SFY 22 
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18. wŜǇƻǊǘ /¢5ItΩǎ 9ŦŦƻǊǘǎ ŀƴŘ ƻǳǘŎƻƳŜǎ ƻƴ /[!{ ŀƴŘ 
Health Equity Plan to DPAC, MAPOC, and other 
stakeholder groups. 

Health Equity 
Officer, Executive 
Team 
 

15 
 

Q3 SFY 22 
Q3 SFY 23 

19. /ƻƴǘƛƴǳŜ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ŀƭƻƴƎ ǿƛǘƘ ƻǘƘŜǊ !{hΩǎ ƛƴ 
5{{Ωǎ IŜŀƭǘƘ 9ǉǳƛǘȅ ²ƻǊƪƎǊƻǳǇ ǘƻ ǇǊŜǎŜƴǘ ŜŦŦƻǊǘǎ 
and results. 

Health Equity 
Officer, Executive 
Team 

15 Ongoing  

                                                                                                  

C. Community-Based Outreach in the High Impact 25 Action Plan  
The High Impact 25 Towns/Cities represent 60% of all non-utilizers in the review period. /¢5ItΩǎ /ŀǊŜ 

Coordination and Outreach Team, comprised of 7 Dental Health Care Specialists (DHCS) assigned to 

regions in Connecticut will prioritize intensive, community-based outreach in the High Impact 25 during 

state fiscal year 22 and quarter 1 of SFY 23. Their efforts will work towards increasing utilization in the 

High Impact 25 by 2% by the end of State Fiscal Year 2023. Roughly 90% of their outreach efforts will be 

in the High Impact 25 areas in their regions: 

 

CTDHP will continue engaging in the trusted-person model, engaging with community partners to 

become champions of oral health and versed in CTDHP services, including care coordination and other 

member services that HUSKY members can access for support.  

Dental Health Care Specialists will be assigned to the High Impact 25 towns/cities within their regions 

ŀƴŘ ǿƻǊƪ ǘƻ ŘŜǾŜƭƻǇ ŀƴ άƻǊŀƭ ƘŜŀƭǘƘ ƻǳǘǊŜŀŎƘ ǇǊƻŦƛƭŜέ ǘƻ ǿƻǊƪ ǿƛǘƘ ƻǊƎŀƴƛȊŀǘƛƻƴ ǘȅǇŜǎ ǿƛǘƘ ǘhe 

objectives to train staff on Husky Dental Plan & CTDHP services, develop referral pathway for care 

coordination, work to develop and support the creation of oral health assessment as part of intake and 

care management processes. DHCS will also offer direct to member training on oral health and work 

with members to understand barriers and needs to accessing dental services. Tactically, DHCS will be 

accountable to a set monthly outreach activity count to monitor effort.  
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The following Outreach Locations will be identified by DHCS for prioritized outreach efforts in the High 

Impact 25:  

¶ Homeless Shelters  

¶ Public Housing ς Resident Services Coordinators  

¶ American Job Centers/Career Centers  

¶ Area Agencies on Aging  

¶ City/Town Human Services Departments & Municipal Agents  

¶ Grocery Stores with Nutritionist Services  

¶ Local Health Departments  

¶ Food Pantries  

¶ IŜŀƭǘƘ CƻŎǳǎŜŘ hǊƎŀƴƛȊŀǘƛƻƴǎ ό¸a/!ΩǎΣ ¸²/!Ωǎύ  

¶ Faith Communities 

¶ Neighborhood Revitalization Zone Committees/Groups 

¶ WIC Clinics  

¶ Community Action Agencies  

The team will also work to build awareness of the HUSKY dental plan benefits and CTDHP services 

through local based free communication methods (interviews, press releases, letters to the editor), ad 

buys, poster placement, and local street level billboards. These will include:  

¶ Local Cable Channels ς interviews and local ad buy 

¶ Local Radio Stations ς interviews and local ad buy 

¶ Local Thrift Shops ς poster placement  

¶ Markets/Bodegas near public housing ς poster placement  

¶ Local Transit ς ad buy  
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D. Member Engagement Priorities  
CTDHP will work to enhance their existing direct to member engagement efforts and add new member 

engagement channels and campaigns with focus in the High Impact 25 Towns/Cities. This includes 

developing new content and messaging intended to inform members of their dental benefit, how CTDHP 

services can help them locate a dentist, and use creative and positive messaging to go to the dentist. 

The following engagement channels will be enhanced or developed:  

Channel  Targets  Objective  

Automated Calls  All Adults who have not had a dental 
visit in 12 months. Repeat on call 
failure to members living in High 
Impact 25.  

Inform of benefit, CTDHP services, 
remind importance of annual visit.  Text  

Letter (upon 
call/text fails)  

Facebook, Twitter, 
Instagram, Google 
Ad Buys 

High Impact 25  Delivery of topical messages, reminders, 
and inform of CTDHP member services.  

Radio, Cable, local 
newspapers, street 
level billboard ad 
buys  

High Impact 25  Member campaign focused on oral 
health and CTDHP services.  

Member 
Newsletters  

All HUSKY Members with email 
addresses  

Topic oriented messages, oral health 
information, promotion of CTDHP 
member services.  Community 

Partner Newsletter 
All Community Partners  

Updated CTDHP 
Website  

All HUSKY members  Enhance member experience through 
Improvements to provider locator tools, 
community partner portal, user friendly 
benefit grid and instructions on how to 
access CTDHP services.  
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E. Provider Engagement Priorities  
/¢5ItΩǎ ǇǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪ ǘŜŀƳ continuously works to solicit new providers to the HUSKY Health dental 

network. Focused efforts will be on the areas identified in the High Impact 25 to recruit new provider 

practices including: Naugatuck, East Haven, Milford, Naugatuck, and West Haven. The greatest 

dependency on recruitment of new providers is the current adult fee schedule.  

In 2020, CTDHP piloted engaging dental providers and their staff to participate in Cross Cultural and 

Diversity Inclusiveness Training provided by the Hispanic Health Council. Given the participation from 

one large dental service organization, CTDHP will work to offer continued cultural competency training 

to providers.  

Additionally, in 2016 CTDHP and the Connecticut State Dental Association collaborated on developing 

provider educational materials on providing language assistance services to comply with section 1557 of 

the Patient Protection and Affordable Care Act. CTDHP will continue to provide collateral educational 

material to existing and new providers to ensure compliance.  
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IV. Health Equity Data Analysis: Oral Health Disparities 
Utilization of dental service rates was used as the primary measure to understand the HUSKY Health 

population- ǿƘŀǘ ƎǊƻǳǇǎ ŀǊŜ ƻǊ ŀǊŜƴΩǘ ŀŎŎŜǎǎƛƴƎ ƻǊŀƭ ƘŜŀƭǘƘ ǘǊŜŀǘƳŜƴǘ ǎŜǊǾƛŎŜǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ǿƘŜǊŜ 

disparities may exist.   

Any dental claim, preventative or treatment services, were calculated between calendar years 2018 and 

2019 among HUSKY Health Members who were continuously enrolled or actively eligible in the 

HUSKY/Medicaid program in the same time period. All medical coverage groups were included. Rates 

were analyzed by age groups (children from 0 to 21, Adults 21 and over) and by race and ethnicity. Race 

and ethnicity definitions are pre-determined from member self-report on Medicaid eligibility forms.  

Non-Utilization is defined as any member who had no dental utilization in the 2018 and 2019 calendar 

years. Of the 527, 457 HUSKY Health members, 177,348 had no dental utilization or 33% of total 

population in the review period. Adults had significantly higher non-utilization rates (143,446) than 

children (33,882). Adults represented 81% of the non-utilizers. 

The total review size was 527,457 members with race and ethnicity breakouts below:  

Race/Ethnicity Raw Count %  

White/Caucasian Non-Hispanic 169,378 32.1% 

Unknown Non-Hispanic 135,713 25.7% 

Hispanic* 116,739 22.1% 

Black/African American Non-Hispanic 77,017 14.6% 

Multiracial Non-Hispanic 23,736 4.5% 

Asian Non-Hispanic 3,706 0.7% 

Native American / Alaskan Native Non-Hispanic 988 0.2% 

Pacific Islander Non-Hispanic 180 0.0% 

Total 527,457 100% 

*Racial Break Out of Hispanic Members  

Race  Raw Count  %  

Unknown Hispanic 70,459 60.4% 

White/Caucasian Hispanic 37,022 31.7% 

Black/African American Hispanic 5,930 5.1% 

Multiracial Hispanic 2,687 2.3% 

Native American / Alaskan Native Hispanic 473 0.4% 

Asian Hispanic 108 0.1% 

Pacific Islander Hispanic  60 0.1% 

Total 116,739 100%  

 

The highest non-utilization rate for adults was among the White/Caucasian Non-Hispanic population. 

The highest non-utilization rate for children was among the Unknown Non-Hispanic population. 

Examining the proportion of non-utilizers to the total population and its racial and ethnic break out 

there does not appear to be a large variance in any race or ethnicity to identify a substantive disparity.  
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Break out of non-utilization rates by age and race/ethnicity are as follows:  

Total Non-Utilization (Adults and Children)  

Race/Ethnicity Total Population  % Non-Utilizers  

White/Caucasian Non-Hispanic 66,248 37.35%  

Unknown Non-Hispanic 44,658 25.18% 

Hispanic 32,035 18.06% 

Black/African American Non-Hispanic 25,833 14.57% 

Multiracial Non-Hispanic 6,812 3.84% 

Asian Non-Hispanic 1,341 0.76% 

Native American / Alaskan Native Non-Hispanic 360 0.20% 

Pacific Islander Non-Hispanic 61 0.03% 

Total 177,348  
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Non-Utilization -Adults   

Race/Ethnicity Total Population  % Non-Utilizers  

White/Caucasian Non-Hispanic 56,962 39.71% 

Unknown Non-Hispanic 34,1748 23.83% 

Hispanic 25,149 17.53% 

Black/African American Non-Hispanic 20,807 14.51% 

Multiracial Non-Hispanic 4,916 3.43% 

Asian Non-Hispanic 1,119 0.78% 

Native American / Alaskan Native Non-Hispanic 286 0.20% 

Pacific Islander Non-Hispanic 49 0.03%  

Total 143,446   

 

Non-Utilization ςChildren   

Race/Ethnicity Total Population  % Non-Utilizers  

Unknown Non-Hispanic 10,480 30.93% 

White/Caucasian Non-Hispanic 9,286 27.41% 

Hispanic 6,886 20.32% 

Black/African American Non-Hispanic 5,026 14.83% 

Multiracial Non-Hispanic 1,896 5.60% 

Asian Non-Hispanic 222 0.66% 

Native American / Alaskan Native Non-Hispanic 74 0.22% 

Pacific Islander Non-Hispanic 12 0.04%  

Total 33,882  

 

 

A. Themes in the Data - Geographical Analysis  
Non-Utilization alone does not tell the full story of oral health disparities among the HUSKY Health 

ǇƻǇǳƭŀǘƛƻƴΦ !ǇǇƭȅƛƴƎ ŀ ƎŜƻƎǊŀǇƘƛŎŀƭ ŀƴŀƭȅǎƛǎ ŜƴŀōƭŜŘ /¢5It ǘƻ ƛŘŜƴǘƛŦȅ άƘƻǘ ǎǇƻǘǎέ ƻǊ ŀǊŜŀǎ ƻŦ 

concentrated populations that can illuminate disparity types other than age-based or racial/ethnic 

disparities.   

Key Takeaways:  

1) Adults had significantly higher non-utilization rates (143,446) than children (33,882). Adults 

represented 81% of the non-utilizers.  

2) White/Caucasian and Unknown Non-Hispanic adults and children represent the largest 

percentage of non-utilizers compared to any other population. 

3) Non-utilization rates were proportional to the race/ethnicity population groups in the 

sample size, indicating a lack of meaningful disparities existing across racial/ethnic groups. 
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Zip code assignments were made to the total non-utilizing population and organized by age and 

race/ethnicity definitions. Member zip codes were identified from the DSS Medicaid eligibility 

information.   

Largely, zip code analysis by race/ethnicity reflects the demography and racial segregation in the state. 

White/Caucasian Non-Hispanic Children and Adults were far more disparate across the state and less 

concentrated in geography than their Black/African American and Hispanic counterparts.  

Despite this, there were areas that reflected higher concentration of non-utilization across multiple 

racial and ethnic populations. 60% or 105,939 of the non-utilizers were concentrated to 25 towns/cities 

ƛƴ /ƻƴƴŜŎǘƛŎǳǘΦ /¢5It Ƙŀǎ ƛŘŜƴǘƛŦƛŜŘ ǘƘŜǎŜ ǘƻǿƴκŎƛǘƛŜǎ ŀǎ ǘƘŜ άIƛƎƘ LƳǇŀŎǘ нрέΣ ƎƛǾŜƴ ǘƘŜ ƎǊŜŀǘŜǎǘ 

ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ƛƳǇŀŎǘ ƳŜƳōŜǊΩǎ ƴƻƴ-utilization due to the volume concentration.  

Below illustrates the geographical spread versus concentration by race/ethnicity type:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

White/Caucasian Non-Hispanic Adults and Children Non-Utilization Heat Map 
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Further analysis of 

the 25 towns/cities 

Hispanic Adults and Children Non-Utilization Heat Map   

Black/African American Adults and Children Non-Utilization Heat Map    
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against existing demographic data sets identify a geographical socioŜŎƻƴƻƳƛŎ ŘƛǎǇŀǊƛǘȅΦ ¢ƘŜ άIƛƎƘ 

LƳǇŀŎǘ нрέ ƘŀǾŜ ōŜƭƻǿ ƻǊ ƭƻǿŜǎǘ ŀǾŜǊŀƎŜ ƛƴŎƻƳŜΣ ƘƛƎƘ ǇƻǾŜǊǘȅΣ ŀƴŘ have been identified among the 

most socially vulnerable towns/cities to withstand environmental or man-made hazards on the 

community. ό/ƻƴƴŜŎǘƛŎǳǘ ¦ƴƛǘŜŘ ²ŀȅΣ ά![L/9 ƛƴ /ƻƴƴŜŎǘƛŎǳǘΥ ! CƛƴŀƴŎƛŀƭ IŀǊŘǎƘƛǇ {ǘǳŘȅέ нлнлΣ ¦/hbb /ŜƴǘŜǊ ŦƻǊ 
tƻǇǳƭŀǘƛƻƴ wŜǎŜŀǊŎƘΣ ά¢ƘŜ /ƘŀƴƎƛƴƎ 5ŜƳƻƎǊŀǇƘƛŎǎ ƻŦ /ƻƴƴŜŎǘƛŎǳǘ-1999-нллл tŀǊǘ нΥ ¢ƘŜ CƛǾŜ /ƻƴƴŜŎǘƛŎǳǘΩǎέ aŀȅ 

2004, CDC/ATSDR Social Vulnerability Index 2018 Database Connecticut. 

https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.html accessed April 2021) 

It is without question the geographical disparities of the High Impact 25 are rooted in economic and 

social inequities. Core differences in the quality of life and wellbeing are represented in the High Impact  

25 as compared to other towns and regions within the state. This most starkly identified metric to 

exemplify the disparity is life expectancy. ¢ƘŜ ƭƛŦŜ ŜȄǇŜŎǘŀƴŎȅ ƛƴ /ƻƴƴŜŎǘƛŎǳǘΩǎ ǳǊōŀƴ ŎƻǊŜ ƛǎ ттΦп ȅŜŀǊǎΣ 

ƛƴ ǘƘŜ ǳǊōŀƴ ǇŜǊƛǇƘŜǊȅ ƛǎ тфΦф ǿƘƛƭŜ ƛƴ /ƻƴƴŜŎǘƛŎǳǘΩǎ ǿŜŀƭǘƘȅ ŀǊŜŀǎ ƛǘ ƛǎ уоΦф ŀƴŘ ƻǾŜǊŀƭƭ ƛƴ /ƻƴƴŜŎǘƛŎut is 

улΦоΦ ²ƻǊƪ ŎƻƳǇƭŜǘŜŘ ōȅ 5ŀǘŀIŀǾŜƴ ƴƻǘŜǎΣ ά/ƘƛƭŘǊŜƴ ōƻǊƴ ƛƴ ǘƘŜ ǿŜŀƭǘƘȅ ǘƻǿƴǎ Ŏŀƴ ŜȄǇŜŎǘ ǘƻ ƭƛǾŜ ǎƛȄ 

ȅŜŀǊǎ ƭƻƴƎŜǊ ǘƘŀƴ ŎƘƛƭŘǊŜƴ ōƻǊƴ ƛƴ /ƻƴƴŜŎǘƛŎǳǘΩǎ ŎƛǘƛŜǎέΦ  (Davila, Kelly, Abraham, aΦΣ {ŜŀōŜǊǊȅΣ /Φ ά¢ƻǿŀǊŘǎ  

Health Equity in Connecticut: The Role of Social Inequality and the Impact of COVID-мфέ WǳƴŜ нлнлύ  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.html
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Key Takeaways:  

1) Zip code analysis largely reflects the demographic composition of the state.  

2) There are 25 Towns/Cities that have high concentration of non-utilizers- 60% of the 

reviewed sample.  

3) ¢ƘŜ άIƛƎƘ LƳǇŀŎǘ нрέ ǊŜǇǊŜǎŜƴǘ ŀ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ŘƛǎǇŀǊƛǘȅ ƛƴ ǘƘŜƛǊ ŘŜƳƻƎǊŀǇƘƛŎ 

composition highlighted by below or lowest average income, average or high poverty, and 

socially vulnerable to withstand negative effective on the community. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Understanding root causes that influence non-utilization is key to developing the appropriate 

interventions to improve the disparity. The availability of HUSKY Health dental providers within the High 

Impact Area can illuminate if the provider network is a cause of the disparity e.g. members in the High 

Impact 25 do not have dental providers to access, therefore utilization is low.  

CTDHP reports annually to the Department of Social Services the geographical accessibility of providers 

to members to determine network adequacy. This includes the average distance in miles from zip codes 

to closest provider at the zip code level and county level.  

At the statewide level the current access breakdown is as follows:  

¶ 100% of Adult HUSKY Members have access to a provider within 20 miles. 

¶ 99.8% of Adult HUSKY Members have access to a provider within 10 miles.  

¶ 96.5% of Adult HUSKY Member have access to a provider within 5 miles.   

¶ 97.2% of Child HUSKY Members have access to provider within 5 miles.  
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Listed below are the number of general dentists and practices within the High Impact 25 Towns/Cities. 

This list is inclusive of Federally Qualified Health Centers, Private Practices, and Dental Service 

Organizations of June 22, 2021. Additionally, ratio analysis was conducted of how many total members 

from the review sample (continuously enrolled Husky adults and children) per dentists in the 

town/cities. While overall there is 1 dentist to 223 members and is aligned with network adequacy 

standards, there are considerable variances by town/city. Naugatuck, East Haven, Bloomfield, Milford, 

and West Haven have the highest members to dentist ratios. It is important to note that while member 

to dentist ratio analysis is town/city specific, members can and often locate their dental provider outside 

the town/cities in which they live.  

 

 

High Impact 
Town/City  

Number of 
General Dentists 
that see Adults 
and Children 

Number of General 
Dentists that see 

Children Only 

Ratio of general dentists that see adults 
and children  to members (Total 

Continuously Enrolled Husky Members 
Adults/Children in Review Period) 

Bloomfield  7 29 1: 1429 

Bridgeport  142 22 1: 327 

Bristol  134 9 1:116 

Danbury 68 25 1:182 

East Hartford 19 33 1:750 

East Haven 9 7 1:1931 

Enfield  120 27 1:41 

Hamden 55 12 1:384 

Hartford  213 16 1:272 

Manchester  108 33 1:119 

Meriden 62 8 1:249 

Middletown  53 12 1:173 

Milford  5 13 1:1429 

Naugatuck  1 1 1:5883 

New Britain 148 15 1:185 

New Haven 179 8 1:295 

New London 116 1 1:108 

Norwalk 121 37 1:98 

Norwich 17 10 1:683 

Shelton 7 26 1:590 

Stamford  123 40 1:121 

Torrington 85 15 1:104 

Wallingford  23 6 1:265 

Waterbury  222 66 1:169 

West Haven  17 12 1:1232 

Totals 2054 483 1:223 
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B. Themes in the Data- Member Survey Analysis  
CTDHP sought to understand barriers to accessing dental services and root causes of non-utilization by 

surveying members directly. The intent of the survey was to understand where oral health services fit in 

the importance of Husky Health Members lives for themselves and their children, understand what 

would make it easier to go to the dentist regularly, and what if any reasons a member did not go to the 

dentist in the past 12 months. The survey was rooted in aspects of social determinants of health with 

the assumption that social barriers may exist to accessing oral health services.  

Members were sent electronic surveys via email on April 30th 2021 in both English and Spanish. A total 

of 237,222 English Speaking Members with emails and 25,927 Spanish speaking members with email 

were sent links to the survey. The survey was closed for data analysis collection on May 20th 2021.  

The survey had a total of 13 questions which ŦƻŎǳǎŜŘ ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩs response and if they had 

children, response to any barriers to services for their children. Questions contained multiple choice 

answers, but also commentary by the member to hone in on any specific issues or barriers. Qualitative, 

free form responses were coded into 28 common themes to identify meaningful responses.  

In the survey, 605 members requested communication from CTDHP to further communicate concerns. 

This was accomplished via 150 reply emails, 239 members received outbound calls by the CTDHP 

Member Center, and 45 members received outbound calls by the Dental Health Care Specialists for 

members reporting complex concerns in navigating the oral health system. As of print, 8 members were 

actively engaged in care coordination with the Care Coordination and Outreach Team.  

 

 

 

 

 

Key Takeaways:  

1) The HUSKY Health dental provider network exceeds network adequacy standards.  

2) There are a total of 2,054 general dentists who see adults and patients and 483 pediatric 

specific dentists in the High Impact 25.  

3) The total membership to dentist ratio is 1 dentist per every 223 members.  

4) However, there are wide variances in dentist to member ratios from the review period. 

Example: Naugatuck has 1 dentist per every 5883 members while Enfield has 1 dentist to 

every 41 members.  

5) Provide network development has the opportunity to prioritize Naugatuck, East Haven, 

Milford, Naugatuck, and West Haven.   
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Response rates are identified below:  

Member Survey Responses     

 Total Emails Sent  Total Responses 
Response 
Rate   

Total Completion 
Rate of Survey  

English Survey  237,222  3,400 1.4%  72% 

Spanish Survey  25,927 557 2.1%  75%  

 

Of the respondents who answered survey demographic questions, the breakdown of respondent 

characteristics are as follows:  

Member Survey Responses     

 Gender   Age  Race  Ethnicity 

English 
Survey  

69% Female  
27% Male  
2% Prefer Not to Say 
0.4% Transgender 
0.3% Non-Binary 
0.1% Gender Neutral  
0.1% None of Listed 
Genders Apply  

33% Ages 56-64 
27% Ages 46-55 
24% Ages 31-45 
7% Ages 22-30 
6% 65 and Over  
2% Prefer Not to 
Say  
1% 21 and Under  
 

70% White/Caucasian 
13% Prefer Not to Say  
7.63% African 
American  
5% Multi-Racial  
3% Asian  
.60% Native American  
.18% Pacific Islander  

76% Non-
Hispanic  
12% Hispanic  
12% Prefer Not to 
Say  

Spanish 
Survey  

82% Female  
15% Male  
2% Prefer Not to Say  
.1% Gender Neutral 
.25% Transgender  
.25% Non-Binary  

43% Ages 31-41 
25% Ages 46-55 
14% Ages 22-30 
4% 65 and Over  
2% 21 and Under  
1% Prefer Not to 
Say  

50% Prefer Not to Say  
27% White/Caucasian  
11% Multi-Racial  
6% Native American 
2% African American  
 

98% Hispanic  
2% Prefer Not to 
Say  

Combined  

71% Female 
26% Male  
2% Prefer Not to Say  
<1% Transgender  
<1% Non-Binary  
<1% Gender Neutral  
<1% None of Listed 
Genders Apply  

30% Ages 56-64 
26% Ages 31-45  
25% Ages 46-55  
9% 65 and Over  
7% Ages 22-30  
2% Prefer Not to 
Say  
1% 21 and under  
 
 

66% White/Caucasian  
17% Prefer Not to Say  
7% African American  
6% Multi-Racial  
2% Asian  
1% Native American  
<1% Pacific Islander  
 

65% Not Hispanic  
24% Hispanic  
11% Prefer Not 
to Say  
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Respondents (both English and Spanish Speaking) came from 166 towns/cities in CT. The largest volumes 

of responses came from Bridgeport, Stamford, Norwalk, and New Haven. Break out of responses is 

below:  

Number of 
Survey 
Respondents  

Towns/Cities  

100 or more  Bridgeport       
Stamford  

Norwalk  New Haven   

50-99 Hartford  
Waterbury  
Danbury  

Meriden 
West Haven  
New Britain  

Milford  
(Other-Did Not 
Specify)  

Manchester   
Stratford  

Bristol  
Hamden  

49-25 East Hartford  
Middletown 
Norwich  
Fairfield  

Wallingford  
West Hartford  
Greenwich 
Enfield  

East Haven 
New Milford  
New London 
Branford  

Torrington  
Groton 
Naugatuck  
Vernon  

Southington 
Monroe 
Shelton  
Seymour  

24-10 Windsor 
Glastonbury 
Guilford 
Plainville 
Ansonia  
Bethel  
Farmington 
Southbury  
Trumbull 
Windham  
Putnam 

Brookfield  
Bloomfield  
Cheshire 
Ridgefield  
Waterford  
Simsbury  
Coventry  
Killingly  
Newtown  
Derby  
Westbrook  

East Haddam  
East Lyme  
Stonington 
Berlin 
East Windsor  
Madison 
Canton  
Colchester  
Rocky Hill 
Westport  
Wolcott  

Windsor Locks 
Clinton  
Granby 
S. Windsor  
Wethersfield  
Winchester  
Cromwell 
North Haven 
Old Saybrook 
 

Plainfield  
Stafford 
Watertown 
Wilton  
Darien  
Haddam 
Montville  
New Canaan  
New Fairfield  
North 
Branford  
 

9 or Less  Easton 
Griswold 
Ledyard 
Oxford 
Plymouth 
Portland 
Kent 
Tolland  
Avon  
Brooklyn 
Ellington  
Essex  
Litchfield  
Suffield  
Thompson 
Warren  

Willington  
Woodbury 
Ashford 
Burlington 
Canaan 
Deep River 
Harwinton 
Mansfield  
Marlborough  
New Hartford 
Prospect  
Redding 
Weston 
Woodbridge  
Beacon Falls  

East Hampton 
Hebron 
Lebanon 
Middlefield 
Sherman  
Thomaston 
Bethlehem  
East Granby 
Hampton 
Lisbon 
Middlebury  
N. Stonington 
Preston 
Sprague  
Sterling  

Washington  
Woodstock 
Bolton 
Bridgewater 
Canterbury  
Chester 
Columbia  
Durham  
Killingworth 
Morris 
N. Canaan 
Old Lyme 
Salisbury  
Sharon  
Somers  

Barkhamsted  
Cornwall 
Hartland 
Lyme 
Orange  
Salem 
Scotland 
Union 
Voluntown  
Chaplin 
Eastford 
Franklin 
Norfolk 
Pomfret 
Roxbury  
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wŜǎǇƻƴǎŜǎ ǘƻ άǘƘƛƴƪƛƴƎ ŀōƻǳǘ ŀƭƭ ǘƘŀǘ ƛǎ ƎƻƛƴƎ ƻƴ ƛƴ ȅƻǳǊ ƭƛŦŜΣ Ƙƻǿ important is if for YOU to see a 

dentist regularly? (For example, seeing your dentist for a routine cleaning, treatment as directed by 

ȅƻǳǊ ŘŜƴǘƛǎǘύέ 

83% of respondents noted it ǿŀǎ άǾŜǊȅ ƛƳǇƻǊǘŀƴǘέ ŦƻǊ ǘƘŜƳ ǘƻ ǎŜŜ ǘƘŜ ŘŜƴǘƛǎǘ ǊŜƎǳƭŀǊƭȅ ŀƴŘ фс҈ ƻŦ 

ǊŜǎǇƻƴŘŜƴǘǎ ƴƻǘŜŘ ƛǘ ǿŀǎ άǾŜǊȅ ƛƳǇƻǊǘŀƴǘέ ŦƻǊ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴ ǘƻ ǎŜŜ ŀ ŘŜƴǘƛǎǘ ǊŜƎǳƭŀǊƭȅΦ  

Recognizing that valuing going to the dentist regularly does not always correlate with the behavior of 

actually going, we asked άǿƘŀǘ ǿƻǳƭŘ ƘŜƭǇ ƳŀƪƛƴƎ ƎƻƛƴƎ ǘƻ ǘƘŜ ŘŜƴǘƛǎǘ ǊŜƎǳƭŀǊƭȅ ōŜŎƻƳŜ ŜƛǘƘŜǊ άǾŜǊȅ 

ƛƳǇƻǊǘŀƴǘέ ƻǊ άǎƻƳŜǿƘŀǘ ƛƳǇƻǊǘŀƴǘέ ƛƴ ŀ ŦǊŜŜ ǘŜȄǘ ŎƻƳƳŜƴǘΦ /ƻƳƳŜƴǘǎ ǿŜǊŜ ŎƻŘŜŘ ŀƴŘ ǘŀƎƎŜŘ ōŀǎŜŘ 

on thematic results. There were 134 English survey responses and 8 Spanish survey responses. The Top 

5 categorized responses are as follows:  

9ƴƎƭƛǎƘ άhǘƘŜǊέ wŜǎǇƻƴǎŜǎ- Top 5 Response Categories  

Response 
Category  

%  Sample Responses  

άbŜǳǘǊŀƭέ 
Response   

19%  άbƻǘƘƛƴƎ ƛƴ tŀǊǘƛŎǳƭŀǊέ 
άbƻǘ {ǳǊŜέ  
άL ŎŀƴΩǘ ǘƘƛƴƪ ƻŦ ŀƴȅǘƘƛƴƎ ƻŦŦƘŀƴŘΦ aŀȅōŜ ŦǊŜŜ ƳƻǳǘƘǿŀǎƘ ƻǊ ǘƻƻǘƘǇŀǎǘŜέ   

Provider- 
Quality Issues 

13%  ά[9{{ t!Lb ŀƴŘ ŘŜƴǘƛǎǘǎ ǿƘƻ ŀǊŜ ŎƻƳǇŜǘŜƴǘέ  
 ά.ŜǘǘŜǊ HUSKY ŘŜƴǘƛǎǘǎέ  
άLǘ ǿƻǳƭŘ ōŜ ōŜŎƻƳŜ ǎǳōǎǘŀƴǘƛŀƭώȅϐ ƳƻǊŜ ƛƳǇƻǊǘŀƴǘ ƛŦ Iǳǎƪȅ ƘŀŘ ƳƻǊŜ 5Ŝƴǘƛǎǘώǎϐ 
to pick from in the Network. The Dentist in my area to pick from are horrible, the 
ǊŜǾƛŜǿǎ ŦǊƻƳ ǇǊŜǾƛƻǳǎ ǇŀǘƛŜƴǘǎ ŀǊŜ ƭƛƪŜ ƴƛƎƘǘƳŀǊŜǎέ  

Other Priorities 9% άbƻǘƘƛƴƎΦ ώLϐ ƻƴƭȅ Ǝƻ ǿƘŜƴ ǘƘŜǊŜ ƛǎ ǇŀƛƴΦέ 
άLŦ L ƘŀŘ ŀƴ ƻōǾƛƻǳǎ ƛǎǎǳŜ ǿƛǘƘ Ƴȅ ŘŜƴǘŀƭ ƘŜŀƭǘƘέ  
άLŦ L ƘŀŘ ƳƻǊŜ ǘƛƳŜέ  
άL ŘƻƴΩǘ ƪƴƻǿΦ ¢ƘŜǊŜ ŀǊŜ ƻǘƘŜǊ ǘƘƛƴƎǎ ǘƘŀǘ ǘŀƪŜ ǇǊƛƻǊƛǘȅέ  

COVID-19 
Pandemic  

8%  άhƴŎŜ Ƴȅ ŦŀƳƛƭȅ ƛǎ Ŧǳƭƭȅ ǾŀŎŎƛƴŀǘŜŘ ǿŜ Ŏŀƴ ŀƭƭ ǊŜǘǳǊƴ ǘƻ ƻǳǊ ǊŜƎǳƭŀǊ ŀǇǇǘǎέ 
ά¢ƘŜ ŜƴŘ ƻŦ ǘƘŜ ǇŀƴŘŜƳƛŎέ  
ά/ƻǾƛŘ ƛǎ ǳƴŘŜǊ ŎƻƴǘǊƻƭέ  

Lack of 
Awareness of 
Dental Benefit  

7% άIf I knew it was covered under my insurance. If I knew which dentist I could go 
ǘƻέ  
άLŦ ȅƻǳ ŎƻǾŜǊŜŘ ǘƘŜ Ŏƻǎǘǎ ǘƻ ƘŀǾŜ Ƴȅ ǘŜŜǘƘ ŘƻƴŜέ 
άLŦ L ƘŀŘ ƛƴǎǳǊŀƴŎŜέ  

Provider-Hard 
to Find  

7%  ά¢ƘŜ ŜŀǎŜ ƻŦ ŦƛƴŘƛƴƎ ŀ Dr. ǘƘŀǘ ǘŀƪŜǎ ǇŀǘƛŜƴǘǎέ  
άIŀǾƛƴƎ ŀ ŘŜƴǘƛǎǘ ǘƘŀǘ ǎǘŀȅǎ ǿƛǘƘ ǘƘŜ ǇǊŀŎǘƛŎŜ ǎƻ L ŘƻƴΩǘ ƘŀǾŜ ǘƻ ŦƛƴŘ ŀ ŘƛŦŦŜǊŜƴǘ 
ƻƴŜέ  
άIŀǾƛƴƎ ōŜǘǘŜǊ ŘŜƴǘƛǎǘ ŎƘƻƛŎŜǎ ŀƴŘ ƪƴƻǿƛƴƎ ǿƘŀǘ ώƛǎϐ ƻƴ Ƴȅ ŘŜƴǘŀƭ ǇƭŀƴΦέ  

Benefit 
Limitations- 
Dentures  

7%  άbƻǘ ƘŀǾƛƴƎ ǘƻ ǿŀƛǘ т ȅŜŀǊǎ ǘƻ ǊŜƴŜǿ ŘŜƴǘǳǊŜǎ ǘƘŀǘ ƴƻ ƭƻƴƎŜǊ Ŧƛǘ ŎƻǊǊŜŎǘƭȅΦέ  
ά.ŜƛƴƎ ŀōƭŜ ǘƻ ƎŜǘ ŘŜƴǘǳǊŜǎ ŀŘƧǳǎǘŜŘ ǘƻ Ŧƛǘ ǇǊƻǇŜǊƭȅκƎŜǘ ƴŜǿ ƻƴŜǎέ  
άLǎǎǳŜǎ ǿƛǘƘ ŘŜƴǘǳǊŜǎέ  
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¢ƘŜǊŜ ǿŜǊŜ ŜƛƎƘǘ {ǇŀƴƛǎƘ ǎǇŜŀƪƛƴƎ ǊŜǎǇƻƴǎŜǎ ƻŦ ǿƘƛŎƘ о ƻŦ ǘƘŜ у ǿŜǊŜ ŎŀǘŜƎƻǊƛȊŜŘ ŀǎ άtǊƻǾƛŘŜǊ-Hard to 

CƛƴŘέ ƛƴŘƛŎŀǘƛƴƎ ŎƘŀƭƭŜƴƎŜǎ ƛƴ ŦƛƴŘƛƴƎ ŀ ŘŜƴǘŀƭ ǇǊƻǾƛŘŜǊΦ ¢ǊŀƴǎƭŀǘŜŘ ŜȄŀƳǇƭŜǎ ŀǊŜΥ  

{ǇŀƴƛǎƘ άhǘƘŜǊέ wŜǎǇƻƴǎŜǎ ǘƻ ά²Ƙŀǘ ǿƻǳƭŘ ƘŜƭǇ ƳŀƪƛƴƎ ƎƻƛƴƎ ǘƻ ǘƘŜ ŘŜƴǘist regularly become either 
άƛƳǇƻǊǘŀƴǘέ ƻǊ άǾŜǊȅ ƛƳǇƻǊǘŀƴǘέ- Top 5 Response Categories  

Response Category  %  Sample Responses (Translated to English) 

Provider-Hard to Find  37% άaƻǊŜ ŘŜƴǘƛǎǘ ŀǾŀƛƭŀōƭŜ ǎƻ L ŘƻƴΩǘ ƘŀǾŜ ǘƻ ǿŀƛǘ ǎƻ ƭƻƴƎ ǘƻ ƎŜǘ ŀƴ 
ŀǇǇƻƛƴǘƳŜƴǘέ 
ά.ŜƛƴƎ ŀōƭŜ ǘƻ ŦƛƴŘ ŀƴƻǘƘŜǊ ŘŜƴǘƛǎǘ ŀǎ Ƴȅ ǇǊŜǾƛƻǳǎ ƻƴŜ ŘƻŜǎƴΩǘ ǎŜŜ ƳŜ 
ŀƴȅƳƻǊŜέ  

Provider-Quality  25% άIŀǾŜ ƻǘƘŜǊ ƻǇǘƛƻƴǎ ƻŦ ǉǳŀƭƛǘȅ ŘŜƴǘƛǎǘ ǘƘŀǘ ŀǊŜ ǎŜƴǎƛǘƛǾŜ ǘƻ ǇŜƻǇƭŜ ƭƛƪŜ 
ƳȅǎŜƭŦ ǘƘŀǘ ƘŀǾŜ ǎŜƴǎƛǘƛǾŜ ƎǳƳǎέ  
άCƛƴŘƛƴƎ ŀ ƎƻƻŘ ǉǳŀƭƛǘȅ ŘŜƴǘƛǎǘέ 

Provider- Language 
Barrier  

13% άIŀǾŜ ŘŜƴǘƛǎǘ ǘƘŀǘ ǎǇŜŀƪ Ƴȅ ƭŀƴƎǳŀƎŜέ 

 

Responses to Adults/Children Dental Care Utilization in the Past 12 Months In the last year, 92% of 

respondents and 87% of their children needed or wanted dental care. However, 70% of respondents and 

уо҈ ƻŦ ǊŜǎǇƻƴŘŜƴǘΩǎ ŎƘƛƭŘǊŜƴ ǿŜƴǘ ǘƻ ǘƘŜ ŘŜƴǘƛǎǘΦ Both English and Spanish speaking survey respondents 

had the same top 3 reasons to not go: 1) I was concerned, due to COVID-19 2) Other 3) Could Not Find a 

Dentist.  

 

 

 

 

 

 

 

 

 

 

 

 

CƻǊ ǘƘŜ 9ƴƎƭƛǎƘ ǎǇŜŀƪƛƴƎ ǎǳǊǾŜȅ ǘƘŜǊŜ ǿŜǊŜ нсм ǊŜǎǇƻƴǎŜǎ ǘƻ άƻǘƘŜǊέ ǘƘŀǘ ǿŜǊŜ ŎŀǘŜƎƻǊƛȊŜŘ ōŀǎŜŘ ƻƴ 

common themes. The top 5 categories of responses and break out is below 
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There were 261 (32%) English speaking respondents and 25 (25%) of Spanish speaking respondents who 

ŀƴǎǿŜǊŜŘ άhǘƘŜǊέ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ǊŜŀǎƻƴǎ ǘƘŜȅ ŘƛŘ ƴƻǘ Ǝƻ ǘƻ ǘƘŜ ŘŜƴǘƛǎǘ ƛƴ ǘƘŜ Ǉŀǎǘ ǘǿŜƭǾŜ ƳƻƴǘƘǎΦ 

Responses were categorized by theme, with the following top 5 responses identified:  

9ƴƎƭƛǎƘ άhǘƘŜǊέ Adult Responses to Reasons Why Member Did Not Go to Dentist - Top 5 Response 
Categories  

Response 
Category  

%  Sample Responses  

Provider- Hard 
to Find  

25% άL ƘŀŘ ǘƻ Ǉŀȅ ƻǳǘ ƻŦ ǇƻŎƪŜǘΦ ¢ƘŜ ƪƛŘǎ ƘŀǾŜ ŀ ǇƭŀŎŜ ǘƻ Ǝƻ ǘƻ ƭƻŎŀƭƭȅ ŀƴŘ ƛǘ ƛǎ 
covered by insurance but the adults ŎŀƴΩǘ find reputable, well run practice so I 
ŜƴŘ ǳǇ ǇŀȅƛƴƎ ƻǳǘ ƻŦ ǇƻŎƪŜǘΦέ  
ά5ƛŦŦƛŎǳƭǘȅ ŦƛƴŘƛƴƎ Iǳǎƪȅ ! ŦƻǊ ŀŘǳƭǘǎέ  
ά²ƘŜƴ L ŎŀƭƭŜŘ ŘŜƴǘƛǎǘǎ ƭƛǎǘŜŘ ƻƴ ǘƘŜ ǿŜōǎƛǘŜΣ L ǿŀǎ ǘƻƭŘ ǘƘŀǘ ǘƘŜȅ ƴƻ ƭƻƴƎŜǊ 
ǇŀǊǘƛŎƛǇŀǘŜέ  

Benefits- Costs  18% άLƴǎǳǊŀƴŎŜ ŘƻŜǎƴΩǘ ŎƻǾŜǊ ǿƘŀǘ L ƴŜŜŘ ŘƻƴŜ ǘƻ Ƴȅ ǘŜŜǘƘ ŀƴŘ ƛǘΩǎ ǘƻƻ ŜȄǇŜƴǎƛǾŜΦέ  
άL ƴŜŜŘ ŘŜƴǘŀƭ ŎŀǊŜ ōŜȅƻƴŘ ǎƛƳǇƭŜ ǇǊŜǾŜƴǘŀǘƛǾŜ ŎŀǊŜ ŀƴŘ Iǳǎƪȅ D makes that 
ƛƳǇƻǎǎƛōƭŜέ  
άL ŀƭǎƻ ƴŜŜŘ ǇŜǊƛƻŘƻƴǘŀƭ ǿƻǊƪ Ƙǳǎƪȅ ŘƻŜǎƴΩǘ ǇǊƻǾƛŘŜ ƻǊ ŎƻǾŜǊ ǘƘŜ ŜȄǇŜƴǎŜΦ 
Without teeth who will hire you? Tooth loss affects your health in other areas 
ƻŦ ǘƘŜ ōƻŘȅΦέ  

Lack of 
Awareness of 
Benefit  

16%  άL ŘƻƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƻ ƎŜǘ ŘŜƴǘŀƭ ŎŀǊŜ ǘƘǊƻǳƎƘ Ƙǳǎƪȅέ  
άL ŘƻƴΩǘ ǘƘƛƴƪ L ƘŀǾŜ ƛƴǎǳǊŀƴŎŜΦ ¢ƻƻ ŜȄǇŜƴǎƛǾŜέ  
ά¦ƴŎƭŜŀǊ ŀōƻǳǘ ǿƘŀǘ ǎŜǊǾƛŎŜǎ ŀǊŜ ŎƻǾŜǊŜŘέ  

Provider- 
Quality Issues 

13% ά[ŀǎǘ Ǿƛǎƛǘ ǿŀǎƴΩǘ ǾŜǊȅ ƎƻƻŘΦ ¢ƘŜ ŎƭŜŀƴƛƴƎ ǿŀǎ ƘƻǊǊƛōƭŜέ 
άIǳǎƪȅ ŘŜƴǘƛǎǘǎ ŀǊŜ ǾŜǊȅ shady. Trying to make you do work on your teeth that 
ȅƻǳ ŘƻƴΩǘ ƴŜŜŘέ 
άbƻǘ ǎŀǘƛǎŦƛŜŘ ǿƛǘƘ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ Iǳǎƪȅ ŘŜƴǘƛǎǘǎέ  

COVID 19-
Closure  

5%  άaƻǎǘ ŘŜƴǘƛǎǘǎ ǿŜǊŜ ƴƻǘ ǎŜŜƛƴƎ ǇŀǘƛŜƴǘǎ ŘǳǊƛƴƎ ǘƘŜ ǇŀƴŘŜƳƛŎέ  
ά[ƛǎǘ Ƨǳǎǘ ƻǇŜƴŜŘ ǳǇέ 
ά¢ƘŜȅ ǿŜǊŜ ŎƭƻǎŜŘ ŘǳŜ ǘƻ /h±L5 ŀƴŘ ǘƘŜƴ L ƘŀŘ ǎǳǊƎŜǊȅέ  

 

{ǇŀƴƛǎƘ άhǘƘŜǊέ !Řǳƭǘ wŜǎǇƻƴǎŜǎ ǘƻ wŜŀǎƻƴǎ ²Ƙȅ aŜƳōŜǊ 5ƛŘ bƻǘ Dƻ ǘƻ 5Ŝƴǘƛǎǘ - Top 5 Response 
Categories 

Response 
Category  

%  Sample Responses (Translated to English)  

Lack of 
Awareness of 
Benefit  

24% άLΩƳ ƴƻǘ ǎǳǊŜ ƛŦ Ƴȅ ƳŜŘƛŎŀƭ Ǉƭŀƴ ƛƴŎƭǳŘŜǎ ŘŜƴǘŀƭέ 
άL ŘƻƴΩǘ ǘƘƛƴƪ L ƘŀǾŜ ŘŜƴǘŀƭ ōŜƴŜŦƛǘǎέ 

COVID-19- 
Safety  

24% ά¢ƘŜ ŘŜƴǘŀƭ ƻŦŦƛŎŜ ǿŀǎƴΩǘ ǎŜŜƛƴƎ ǇŀǘƛŜƴǘǎ ŘǳŜ ǘƻ /h±L5έ 
άL ƘŀŘ ǘƻ ƎŜǘ ŀ /h±L5 ǘŜǎǘέ 
ά5Ŝƴǘŀƭ ƻŦŦƛŎŜ ŎƭƻǎŜŘ ōŜŎŀǳǎŜ ƻŦ /h±L5έ 

Provider-Hard 
to Find  

12% ά¢ƘŜǊŜ ŀǊŜƴΩǘ ŀ ƭƻǘ ƻŦ ŘŜƴǘƛǎǘǎ ƛƴ I¦{Y¸έ 
ά5Ŝƴǘƛǎǘ ƴƻǿ ƻƴƭȅ ǎŜŜǎ ŎƘƛƭŘǊŜƴΣ ƘŀǊŘ ǘƻ ŦƛƴŘ ƻƴŜ ǘƘŀǘ ǎŜŜǎ ŀŘǳƭǘǎέ 

Provider- 
Quality Issues 

12% ά¢ƘŜ ǎŜǊǾƛŎŜ ǘƘŜ ŘŜƴǘƛǎǘ ƛƴ Ƴȅ ŀǊŜŀ ǇǊƻǾƛŘŜ ƛǎ ǾŜǊȅ ǇƻƻǊΦ ¢ƘŜȅ ǘǊŜŀǘ ǇŜƻǇƭŜ ƛƴ 
ǘƘŜ I¦{Y¸ Ǉƭŀƴ ŘƛŦŦŜǊŜƴǘƭȅέ 
ά¢ƘŜ ŘŜƴǘŀƭ ƻŦŦƛce called my wife for an appointment, but when she went to the 
ƻŦŦƛŎŜΣ ǘƘŜȅ ǘƻƭŘ ƘŜǊ ǘƘŜȅ ǿŜǊŜ ǎƘƻǊǘ ǎǘŀŦŦŜŘ ŀƴŘ ŎƻǳƭŘƴΩǘ ǎŜŜ ƘŜǊέ 




























