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.  Executive Summary

Ly 2NRSN) G2 STFSOGdzr 6S GKS /2yySOGAOdzi 5Syidalt 1St
HUSKY Health members to achieve and maintain good oral health, CTDHP is committed to ensuring that
access and availability of otaalth services are fairly distributed across the CT Medicaid population.

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

barriers to accessing and utilizing oral health services.

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

contract deliverable, during state fiscal year 208ignificant effort went into ensurinGTDHP listened

to multiple voices during the process, both internally and external@T®HP. ¢ 51 t Qa | S f G K 9
Officer convened three separate workgroups to support the effoteting collectively seventeen times
throughout the year The groups were comprised of two internal teams at CTDHP, one a cross section of
employees from differat work units and the second axecutive leadership team focused on reducing

risks and barriers to the work.tAird workgroupwascomprised of community partners and

stakeholders to receive feedback and solicit intervention id@aslitionally CTDHRompleted its first

member survey to identifparriers to caralirectly from HUSKY Healtembers A total 0f3,957 HUSKY

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

CTDHP reviewed utilization data ovema-yearperiod to examine what disparities may existagong
race ethnicity and age lenses.

The review found the largest disparity ilental non-utilization is primarily aged based,
with adults disproportionally under and noitilizing dental services as compared to
children And, the disparity is also geography based wititg percent off all norutilizers
concentrated to 25 towns/citis in the state.

LRSYGATFTASR Fa GKS a1l A3TK LYLI OO Hpé OGKNRAZAK2dzi (KA
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 adéeanaenygls
Focusing on the High Impact 25 enables us to look at which areas to prioritize recruitment of dental
providers.

Network Analysis in the High Impact 25 four2l054general dentists who see adults and
childrenand 483 pediatric specific dentists in these townd he total membershigfrom the
review period analyzedo dentist ratio is 1 dentist per ever223members. However,
there are wide variances in dentist to member ratios
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Incorporatingvoices of the member through a membeased survey illuminated several areas to focus
our efforts. Members overwhelmingly reped that COVIEL9 impacted their dental service delivery
overthe past twelve months.

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 roovered
servicesr not engaging in care due to inability to pay for nesovered services.

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 downt:

1) Develop new member engagement messagiagd campaigns t@romote oral health,
finding a consistent dentist to engage in care over timend 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 be user friendlyandto promote a better
understanding of member benefits.

3) Develop robust communication channelspth online and traditional, to members,
with emphasis on channel development in the High Impact 25 towns/cities.

4) Improve our CTDHP weiased provider search tool to aid members in locating a
dentist.

5) Prioritize trustedperson model, high touch community outreach in the High Impabt
Towns/Cities by our Dental Health Care Specialists with 90%oaimunity-based
outreach focused in the High Impact 25 and targeted to specific outreach types.

6) Prioritize providerrecruitmentin 5 Towns/Cities with the highest member to dentist
ratios.

Paged of 43



Additionally, CTDHP will focus its effortgrinetingthe 15 National Standards f@ulturally and
Linguistically Appropriate ServicgSLASh Health and Health Care. This will be accomplisiyed

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
CHW internship program at CTDHP.

3) Implementation of CLAS and Americans with Disability Act quality assurance proces:
applied to all member facing content and design for priand online communications.

4) t | NI Yy SNI ¢ A (i domniuRitehinSedbrganizdiiads, and direct to member
feedback opportunities to continuously learn and understand the oral health services
needs and barriers from HUSKY Health Members and incorpasatdearnings in
strategy planning and intervention design.

5) 55S@3Sf 2L NBLR2NIAY3I YSI&adz2NSa FyR LINROSa&:
to the Department, advisory workgroups, and oversight committees

Finally, improvements in reducing the disparity between adults and children would benefit tticy p
changes enacted by the Department of Social Services to improve the HUSKY Health dental provider
landscape for adults. Recommendations include:

1) Increase adult provider fees to market competitive rates to incent more providers to jc
the network and increase HUSKY panel sizes for existing dental provideiswilh
enablethe Departmentto increase its FMAP rate on adult dental services.

2) Enhance the medical necessiwynd prior authorizationprocesses to enable providers to
efficiently determire if adult members need cleanings more than once annually to
increase adult preventative utilization.

3) Reward quality providers through &alue-basedpayment methodology.

4) Enable the Department tstudy the network and administrative implications to
assigning dental providers to members upon joining the Husky Health program to red
member barriers to finding and locating a dentist.

5 [ SOSNI IS GKS 5SLI NI YSy i Qég. WIBNNSdhddiS ¢f Rulttif A
Health, Dentistry, Social Work) toonduct ongoinganalysis onoral health disparitiesto
ensure independence and proper research rigor.
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II. CTDHP Health Equity Definitions

Developing a common language and standard definitlwas among thdirst 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, Hléh Equity, and Health Inequity were devedajand modified from

GKS /SYGidSNI F2NJ5AaStrasS /2yiNRt yR t NB@SydAz2yQa a
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/overview/healthequity.htm

CTDHP Commitment to Oral Health Equity

Inordertoeff®© i dzr §S / ¢51t Qa YAaaiazy 2F SylotAay3a &t 1! {Y
good oral health, CTDHP is committed to ensuring that access and availability of oral health services are

fairly distributed across the CT Medicaid population. Achieviaghwalth equity requires us to develop

data driven strategies to address population specific needs to reduce bdmr@esessing and utilizing

oral health services.

Health Disparities
Health disparity is a quality thaeparatesa 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 ressuvithin 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 ttsscial 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 acchigsibetrics are measured based on the

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

ASLI NI GSte alLISOAlrftAadtaz FINB FGFHAflIofS gAUGKAY | OS
standards for geograpbiaccessibility are 90% of members with at least 1 primary care dentist within 20

miles, 90% of members with at least one specialist within 30 milesCatioHRtandards are set to

exceed those measures in areas where sufficient dental practitionerstexigtet a stricter outcome.

Dental Provider Capacity

Capacitysi KS FToAfAdGe 2F (GKS ySig2N] Qa RSyidlf LINEPJARSNE
and new patients referred to themCurrently, CTDHloesnot espouse primary care dentist
GFraaArdayyYSyidae +ta Iy STFSOGADS YSOKL Weda belie¥FedrNJ Y I y I I A
reinforcingq through provider and member educatigrthe concept of maintaining a family dental

home. The dental home ocept 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
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models that forecast network capacity at varying geographic levels (stateaodaty, town, zip code)
CTDHP iable 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. Thiapproach 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 ProviderAppointmentAvailability

Availability, like capacith & + Fdzy OliA2y 2F (KS ySis2N] Qa RSydGlrf L
and services to their existing patients of record or new patients referred to tHelDHRitilizesa

variety of communications methodologies and encousgentists to keep uiformed 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 timend made accessible in oweb-basedprovider locator and Member

Services toolsThisensureghat membersare being referredo providers with whom they can make an
FLILRAYGYSYOG YR ¢K2 |INB Y2ad FLLINBLNARIGS G2 | RRNEB

Geographic Access, Capacity and Appointment Availability

There is a positive correlation between ergad geographic access, capacity and appointment
availability. As the number of participatihgN2 @ AnBr&biEDeach individual dentist and each service
locationisunder less pressure to serve as lagj@ 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 histortients and new patients alike.

CTDHP alstonducs LIS NRA 2 RA O & & S ONXB (i pattiigatidy JBdNiBers andudd i teasuge T | f f
their individual compliance with contract requirements regarding new patient appointment availability,

routine recall appointment availability and urgent care appointment availability. Providers that fail to

meel GKS | LIRAYGYSYG | @FAfFroAfAGE adlFyRFENRA FNBE AY
time as they complete and satisfy an individual corrective action plan relevant to their appointment

availability compliance.

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

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

process and through periodic provider surveys. This data ranges fromtordiofthe geography of a
RSydAadQa LI GASyd LI ySt OF (i OkadiSsbiitheir dEBtibn)to A S d g A (I K
preferences on minimum and maximum patient ages that they are comfortable treating, as well as over

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

pregnant women, sedation services and others.
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Il
22-23

Moving into Action: Addressing Oral Health Disparities Action PI&frY

Solutions to reducing the disparity bedn 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 motivatito goto the dentist regularly.
2. Reducing barriers for members to locate and engage with dental providers.

3. Creating opportunities for members tbe informed of andunderstand their plan benef.
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, commamigd 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 fadult providers was 2007,
Increasingadult rateswould incentivize existing providers to
open panels to HUSKY Health members and increase net 1
providers to the network.

Enhance the medical necessity an(
prior authorizations processes to
enable providerdo efficiently
determine adult membersvho

need cleanings more than once
annually to increase adult
preventative utilization.

Overwhelmingly member survey responses categorized in
G[ A YA (S RequesSeyinide anindal cleanings.

Twice annual ckningsfor membersdetermined to be
clinically appropriatevould increase preventative utilization
YR AYyONBIF &S YSYoSNna SELR
identify any treatment needs more frequentlyhis is
particularly true for members with certain mediagiagnosis
and prescribed medications. (Examples include diabetes, h
related diseasegutoimmune diseases)

SystematizingviaMMIS changes that will aut@ccept more
than annual cleanings based on the presence of mesber
medical diagnosis codes@wr prescription drugs would
reduce provider burden in the prior authorization processes
and increase member preventative utilization.

Implementing a valuebased
payment program to reward high
quality providers.

Rewarding quality care and outcomegher the quantity of
care can foster competitiveness in the oral health ecosyste
to meet quality metrics, create further accountability among
providers for the overall oral healdf their patientsand
enable the department to further medicalental integration
aims.
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Quality measure designs can focus on structural, process,
outcome measures that align with reducing member barrier
to care including requiring practices to be open evenings af
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 difficu
in finding a provider. Assigning providers at treset of
enrollment would work to reduce the barrier. It can also
support panel management in a vatbased payment
program.

There are considerable operational and fiscal implications {
need to be studied to consider this change.

Leverage the Depdi YSy (i Qa
research/university partners (e.qg.
UCONN Schools of Public Health,
Dentistry, Social Work) to conduct
ongoing analysis on oral health
disparities to ensure independence

and proper research rigor.

al EAYAT Ay 3 Kbty @ BucladeBte Sy (1 Q
agency/universitycooperative agreements would enable
ongoingindependent analysis of oral health disparittes
inform CTDHP and the Departmerittbe need to update and
create new programmatic and policy strategies.
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B. NationalCulturally and Linguistically Appropriate ServiCés\pAction Plan
Currently, CTDHP has nfeur, partially metfour, and has not mesevenQof the CLAS Standards.
CTDHP will engage in several projects throughout the next two fiscal years to improve on and meet
applicableCLAS Standards.

Actions are identified below:

Action and Objective Project Lead and| Attributed | Timeline of
Responsible CLAS Completion
Work Units Standard #
Include Oral Health Equity statement to CTDHP| Health Equity 2 Q1 SFY 22
Mission and Values Statements. Officer,
Communications
Specialist
Incorporate/ ¢ 51t Q& O2 Y YA G YS) Health Equity 2 Q1 SFY 22
equity and CLAS Standardsatbnew education Officer,
materials, in office signage;mail taglines, and all Communications
public facing communications. Specialist
Develop Standard Onboarding Cultural Health Equity 2 Q3 SFY 22
Competency Training. 100% of all new CTDHP| Officer, All Work
staff receive cultural and linguistic competency | Units
training.
Target recruitment for new hires beyond Health Equity 3 Q1 SFY 22
traditional recruitment sites. Officer, All Hiring
Include ahealth equity, commitment to diversity | Managers
statement in all new hirdlocuments and job
descriptions.
Design and Implementatnmunity HealthWorker | Health Equity 13 Q1 SFY 22
internship program Officer, CC&O
DHCS Manager
Develop CLAS and ADA review qualitgck Health Equity 4 Q1 SFY 22
process to all new and existing member Officer,
communications development workflow for both| Communications
English and Spanish. Specialist
100% of materials undergo CLAS and ADA qual
review.
As part of CTDHP webdevelopmentpromote Communications 6&8 Q4 SFY 22
use of language assistance services, ensure ALl SpecialistHealth
compliance Equity Officer
SFY 22 develop bdse click rate set targets for
the yeargsthereatfter.
Developone standalone colateral documenthat | Communications 6&8 Q2 SFY 22
highlights the availability dfanslation services in| SpecialistHealth
the ACA approved 15 languages for outreach | Equity Officer
purposesDocument to be used in community
based outreach efforts.
Distributeto 500 Community Partners
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Appeals to determine if there are additional area
to provide materials in languages other than

English and Spanish.

Officer,
Grievance and
Appeals Manage

9. | Develop procedures to acceAmerican §n Health Equity 7 Q2 SFY 22
Languageand spoken language interpreters Officer, All Work
fFYAYlFGS &SI &&and gublishdh ( Units
internal webbased Intranet for all staff access.

100% of staff are aware afternal procedures on
providing language assistance to HUSKY Healt
members.

10. | Conduct annual reviewf standard operating Health Equity 9 Q2 SFY 23
procedures for cultural competency. Officer, All
100% completion of existing materials Managers

11. | Conduct Internal annual (anonymous) CLAS Health Equity 10 Q3 SFY 22
Assessment Survey Tool with oral health equity| Officer, All Work Q3 SFY 23
specific questions and workforce climate as it | Units
relates to diversity and inclusion.

Complete analysis to develdyaseline scoring
Conduct yearly thereafter

95% completion rate by all CTDHP staff. Target:
set post baseline survey

12. | Enhance the reporting of linguistic services Director of Care 10 Q4 SFY 22
provided, utilizatiordisparities, internal CLAS Coordination and (Ongoing
survey tool outcomes, health equity plan and Outreach Health thereafter)
outcomes on CTDHP internal wbhsed intranet | Equity Officer
for staff access

13. | Conduct yearlynember and community Director of Care 12 Q4 SFY 22
organization survey to assess cultural and Coordination and Q4 SFY 23
linguistic oral health needs of the Husky Health | Outreach Health
population. Equity Officer

Executive Team

14. | Review utilizatiordisparities data yearly, at the | Director of Care 12 Q2 SFY 22
start of the state fiscal year to determine if Coordination and Q3 SFY 22
intervention and program design changes are | Outreach Health
needed. Equity Officer

Executive Team

15. | Partnerwithd A G SNJ ! { h Q& ¢ K2 | Health Equity 13 Q1 SFY 22
consumer/member forums to understand Officer ongoing
member<gbral health service needs and barriers thereafter
to incorporate into outreach planning.

16. |/ 2y GAydzS G2 2NBI Pl S | Health Equity 13 Implemented
Health Equity External Workgroup to receive Officer, Executive Ongoing
feedback on intervention design and execution f§ Team Maintenance
reduce oral health disparities. and

Operations

17. | Revew existing processes f@rievance and Health Equity 14 Q2 SFY 22
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18. |[wS L2 NI /¢51tQa

9 T F 2 NJi { Health Equity 15

Q3 SFY 22

HealthEquity Plan to DPAC, MAPOC, and other| Officer, Executive Q3 SFY 23
stakeholder groups. Team
19. |/ 2y GAydzS (2 LI NI A OA LJ | Health Equity 15 Ongoing

5{{Qa
and results.

| SIEGK 91ljdzA G @

2 1 Officer, Executive
Team

C. CommunityBased Outreach in the High Impact 25 Action Plan
The High Impact 25 Towns/Cities represent 60% of alutitiners in the review period. ¢ 51 t Q& / I NB
Coordination and Outreach Team, comprised of 7 Dental Health Care Specialists (DHCS) assigned to
regions in Connecticut will prioritize intensive, comniyiilased 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 efferts will

in the High Impact 25 areas in their regions

High Impact 25

Bloomfield
Bridgeport
Bristol
Danbury
East Hartford
East Haven

Enfield
Hamden
Hartford
Manchester
Meriden
Middletown
Milford

Naugatuck
New Britain
New Haven
New London
Norwalk
Norwich
Shelton
Stamford
Torrington
Wallingford
Waterbury
West Haven

CTDHP will continue engaging in the truspeatson model, engaging with community partners to
become champions of oral health and versed in CTDHP services, including care coordinatiterand
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

YR ¢62N) G2 RS@St2LJ

Iy @2 NI ¢

KSHf GK 2dsé NBI OK

objectives to train staff on Husky Dental Plan & CTDHP services, develop referral pathway for care
coordination, work to developndsupport the creation of oral health assessment as part of intake and
care management processes. DHCS will also offectdiv member training on oral health and work
with members to understand barriers and needs to accessing dental services. Tactically, DbECS will
accountableao a set monthly outreach activity count to monitor effort.
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The following Outreachocationswill be identified by DHCS for prioritized outreach efforts in the High
Impact 25:

1 Homeless Shelters

1 Public Housing Resident Services Coordinators

9 American Job Centers/Career Centers

1 Area Agencies on Aging

1 City/Town Human Services Departments & Ntipal Agents
1 Grocery Stores with Nutritionist Services

1 Local Health Departments

1 Food Pantries

T 1SIHfiK C20dzaSR hNHIYAT I {iGA2y&a o6,al/! Qax ,2/1 Q&av
I Faith Communities

1 Neighborhood Revitalization Zone Committees/Groups

1 WIC Clinics

T Community Action Agencies

The team will also work to build awareness of the HUSKY dental plan berefitSTDHBervices
through local baseéree communication methods (interviews, press releases, letters to the editor), ad
buys, poster placement, aridcal street level billboard§ hese will include:

9 Local Cable Channejsnterviews and local ad buy
Local Radio Statiorgsinterviewsand localad buy

Local Thrift Shops poster placement

Markets/Bodegas near public housig@oster placement
Local Transit ad buy

=A =4 =4 =4
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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 messagiintended 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 channeldl be enhanced or developed:

Channel Targets Objective

Automated Calls | All Adults who have not had a dent| Inform of benefit, CTDHP services,

Text visit in 12 months. Repeat on call | remind importance of annual visit.

Letter (upon failure to members living in High

call/text fails) Impact 25.

Facebook, Twitter,| High Impact 25 Delivery of bpical messages, reminder

Instagram, Google and inform of CTDHP member service

Ad Buys

Radio, Cable, local| High Impact 25 Member campaign focused on oral

newspapers, street health and CTDHP services

level billboard ad

buys

Member All HUSKY Members with email Topic oriented messages, oral health

Newsletters addresses information, promotion of CTDHP

Community All Community Partners member services

Partner Newsletter

UpdatedCTDHP | All HUSKY members Enhance member experience through

Website Improvements to provider locator tools
community partner portaluserfriendly
benefitgrid andinstructions on howo
access CTDHP services.
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E. Provider Engagement Priorities
/ ¢51tQa LINE JA R&mloysty ivarkd tésoliciied Ipryviders to the HUSKY Health dental
network. Focused efforts will be on the areas identified in the High Impact 25 to recruit new provider
practices includingNaugatuck, East Haven, Milfotdaugatuck, and West HaveFhe greatest
dependency on recruitmerof newprovidersisthe current adult fee schedule.

In 202Q CTDHBiloted engaging dental providers and their staff to participate in Cross Cultural and
Diversity Inclusiveness Trainingpided by the Hispanic Health Coun@Glven 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 Adsociatlaborated on developing
provider educational materials on providing language assistance services to agitpgbgction 1557 of
the Patient Protection and Affordable Care Act. CTDHP will continue to provide collateral educational
material to existiig and new providers to ensure compliance.
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IV. Health Equity Data Analys@dral Health Disparities
Utilization of dental service rates was used as the primary measure to understand the HUSKY Health
populaton g K & 3INRdzLJA | NB 2NJ I NBy Qi | 00Saaiay3d 2Nl KSI
disparities may exist.

Any dental claim, preventative treatment services, were calculated between calendar years 2018 and
2019 among HUSKY Health Members who were continuously enrolled or actively eligible in the
HUSKY/Medicaiprogramin the same time period. All medical coverage groups were included. Rates
were analyzed by age groufhildren from O to 21, Adults 21 and oyand by race and ethnicity. Race
and ethnicity definitions are prdetermined from member selfeport on Medicaid eligibility forms.

NonUtilization is defined as any member who haddemtal 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 periodAdults had significantly higher nartilization rates (143,446) than
children(33,882). Adults represented 81% of the ndflizers.

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

Race/Ethnicity Raw Count %
White/Caucasian Nohlispanic 169,378 32.1%
Unknown NorHispanic 135,713 25.7%
Hispanic* 116,739 22.1%
Black/African American Nerispanic 77,017 14.6%
Multiracial NorHispanic 23,736 4.5%
Asian NorHispanic 3,706 0.7%
Native American / Alaskan Native Nbiispanic 988 0.2%
Pacific Islander NeHlispanic 180 0.0%
Total 527,457 100%
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 notilization rate for adults was among the White/Caucasian{Nispanic population.

The highest noutilization rate for children was among the Unknown Neispanic population.

Examining the proportion of neutilizers to the total populatio 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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Dental Non-Utilization Rate CY 2018 and 2019 among continuously enrolled
HUSKY Health Members

M Children m Adult

0.04%
Pacific Islander Non-Hispanic
0.03%

0.22%
Native American/Alaskan Native Non-Hispanic I
| 0.20%
Asian Non-Hispanic il 0.66%
 0.78%
[ s.60%
I s.43%

I 14.83%
I, 14.51%

I 20.32%
I, 17.53%

I 27.41%
I — 39.71%

S 30.93%
I, 23.83%

Multiracial/Other Non-Hispanic
Black/African American Non-Hispanic
Hispanic

White/Caucasian Non-Hispanic

Unknown Non-Hispanic

Break out of norutilization rates by age and race/ethnicity are as follows:

Total NonUtilization (Adults and Children)

Race/Ethnicity Total Population % NonUtilizers
White/Caucasian Nahlispanic 66,248 37.35%
Unknown NorHispanic 44,658 25.18%
Hispanic 32,035 18.06%
Black/African American Nedispanic 25,833 14.57%
Multiracial NonHispanic 6,812 3.84%

Asian NorHispanic 1,341 0.76%

Native American / Alaskan Native Nblispanic 360 0.20%

Pacific Islander NoeHlispanic 61 0.03%

Total 177,348

Pagel7of 43



Non-Utilization -Adults
Race/Ethnicity

White/CaucasiafNon-Hispanic

Unknown NorHispanic
Hispanic

Black/African American Neldispanic

Multiracial NonHispanic
Asian NorHispanic

Native American / Alaskan Native Nbinspanic
Pacific Islander NoHlispanic

Total

Total Population
56,962

34,1748

25,149

20,807

4,916

1,119

286

49

143,446

% NonUtilizers

39.71%
23.83%
17.53%
14.51%
3.43%
0.78%
0.20%
0.03%

Non-Utilization ¢Children
Race/Ethnicity
Unknown NorHispanic

White/Caucasian Nohlispanic

Hispanic

Black/African American Neldispanic

Multiracial NonHispanic
Asian NorHispanic

Native American / Alaskan Native Nbinspanic
Pacific Islander NoHlispanic

Key Takeaays:

Total

Total Population
10,480

9,286

6,886

5,026

1,896

222

74

12

33,882

% NonUtilizers

30.93%
27.41%
20.32%
14.83%
5.60%
0.66%
0.22%
0.04%

1) Adults had significantly higher nartilization rates (143,446) than children (33,882). Adul
represented 81% of the neutilizers.
2) White/Caucasian and Unknown Nétispanic adults and children represent the largest

percentage of norutilizers compared t@ny other population.

3) Nonrutilization rates were proportional to the race/ethnicity population groups in the
sample size, indicating a lack of meaningful disparities existing across racial/ethnic. grc

A. Themes in the DataGeographical Analysis
Non-Utilization alone does not tell the full story of oral health disparities among the HUSKY Health
3S23ANIF LIKAOI €
concentrated populations that can illuminate disparity tyiser than agebased or racial/ethnic

L2 Lidzt | GA2Yy @

disparities.

I LILJ 8 Ay 3

FyFfeana
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Zip code assignmesitvere made to the total notutilizing 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/ethnio#ffectsthe demography and racial segregation in the state.
White/Caucasian Nohlispanic 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, tkere were areas that reflected higher concentration of agitization across multiple

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

AY 1 2yySOGAOdzid / ¢51t KIFIa ARSYYIWTFQA®B RH gi&KS aBA @2y yik O
2 LI NI dzy AGe G2 atitdtioddue tv thervolBriepacentratigh.

Below illustrates the geographical spreasrausconcentration by race/ethnicity type:

[
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™

White/Caucasian Nehlispanic Adults ahChildren NofUtilization Heat Map
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againstexisting demographic data seidentify a geographical so8c02 y2 YA O RAALI NRAGE d ¢ K
LYLI Ol Hpé KIFI@S 06St2g 2N {2 gkadbeeh idetifidd antongithé 02 YSZ K
mostsocially vulnerabléowns/citiesto withstand environmental or mn-made hazards on the

community 6 / 2y ySOGAOdzi ! yAGSR 21F&3x a!'[L/9 Ay [/ 2yySOGAOdziy !
t 203z F A2y wSASIENOKI a¢KS / K999 a t5ISNAR2 IHNY LOKKASD 4C A2FS | /22y
2004, CDC/AT®Social Vulnerability Index 2018 Database Connecticut.
https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.htrotessed April 2021)

It is without question the geographical disparities of the High Impaca25ooted 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 witktie state. This most starkly identified metric to

exemplify the disparity is life expectangyK S f A¥FS SELISOGIyOé Ay [/ 2yySOGA0
Ay GKS dz2NBFyYy LISNALKSNE A3 Thdp 6KATS Ay /wRigySOGAO
yndod 22N] O2YLX SGSR o6& 5F4lI1 @Sy y23Sax &/ KAt RNB
8SIFENE f2y3aSNI KIYy OKACf R®&iE Ky Adhard = /{25 6 3 QXA O dziieQ & ¢

Health Equity in Connecticut: The Rafi&ocial Inequality and the Impact of COMIEbé  Wdzy' S HAHn 0

25 Towns/Cities with Highest Impact Opportunity

+ 25 Towns/Cities represent 60% of the total non-utilizing population

of adults and children across all races/ethnicities. High Impact 25

+ Opportunity to impact 105,939 white/Caucasian Non-Hispanic, Bloomfield Naugatuck
Unknown Non-Hispanic, Hispanic, and Black/African American Bridgeport New Britain
Non-Hispanic populations. (Break Outs below) Bristol New Haven

Danbury New London
East Hartford Norwalk
Population Total Population | High Impact 25 AT Norwich
Non-Utilizers Non-Utilizers Enfield Shelton
Size Population Size Hamden Sta".'fmd
White/Caucasian Non-Hispanic 66,428 28 582 Hartford WA ST
Manchester Wallingford

Unknown Non-Hispanic 44,658 28,912 Meriden Waterbury

Hispanic 32,035 26,522 Middletown West Haven

Black/African American Non- 25,833 21,923 Milford

Hispanic

Given the geographic concentration of Hispanic and Black/African American Non-Hispanic there is
over representation in the High Impact 25. Given the lack of concentration for White/Caucasian Non-
Hispanic and Unknown Non-Hispanic there is under representation in the High Impact 25.
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High Impact 25 - Characteristics against Established Data Sets

CDC's Social Vulnerability Index (SVI) SVl is defined by CDC is the “potential negative effects on communities caused by
external stresses on human health”.

+ 23 of the 25 on the Top 50 of CT’s 8Vl list. (Hamden and Norwich are excluded)

+ SVl is currently being used to target geographies to reduce health disparities in COVID-19 Vaccine distribution.

The Five Connecticuts groupings help illuminate the socio-economic characterizations of the High Impact Towns/Cities:

» 17 of the 25 are identified as Urban Periphery. Urban periphery is characterized by “below average income, average
poverty, and high population density”.

+ 6 of the 25 are identified as Urban Core (Bridgeport, Hartford, New Britain, New Haven, New London, Waterbury).
Urban Core is characterized by “lowest income, highest poverty, and highest population density”. Per The Five
Connecticuts report there are 7 urban core s in 2000s.

+ 2 of the 25 are identified as Suburban (Shelton and Wallingford). Suburban is characterized by “ above average
income, low poverty, and moderate population density.”

United Way's ALICE Report identify the number of househalds that are Asset Limited, Income Consirained, Employed. These
households are earning above the Federal Poverty Level, but below a basic cost of living threshold. The ALICE Report helps
fo identify the percentage of households within each town/city at both the ALICE levels and Federal Paoverty Line to illuminate
the magnitude households struggling to meet their basic needs.
* The range of percentage of households meeting both ALICE and FPL within the High Impact 25 are at the lowest 26%
of households to 69% of households within the town/city experiencing ALICE and FPL.
+ The median percentage is 41% of households within the town/city experiencing ALICE and FPL.

Key Takeaays:
1) Zip code analysis largely reflects the demographic composition of the state.
2) There are 25 Towns/Cities that have high concentration ofutdizers 60% of the
reviewed sample.
3) ¢KS a1l AIK LYLI OGO Hpé NBLNBaSyid I az20Az
composition highlighted by below or lowest average income, average or bigrty, and
socially vulnerable to withstand negative effective on the community.

Understanding root causes that influence ratilization is key to developing the appropriate
interventions to improve the disparity. The availability of HUSKY Heafital providers wiin the High
Impact Area can illuminatefifie 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 miledgroodes
to closest provideat the zip code level and countevel.

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

1 100% of Adult HUSKY Members have access to a provider within 20 miles.
1 99.8% of Adult HUSKY Members have access to a provider within 10 miles.
1 96.5% of Adult HUSKY Member havecass to a provider within 5 miles.

1 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 Quatifléealth Centers, Private Practicasd Dental Service

Organizatios of June2,2021. Additionallyratio 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 B23membersand is aligned with network adequacy
standards there are considerable variances by town/ctjaugatuckEast HaverBloomfield, Milford,

and West Havehave the highest members to dentist ratidsis 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.

Number of Ratio of general dentists that see adu
General Dentists Number of General and children to members (Total

High Impact that see Adults  Dentists that see  Continuously Enrolled Husky Membe

Town/City andChildren Children Only 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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Key Takeaays:

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 pediati
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 tember ratios from the review period.
Example: Naugatuck has 1 dentist per every 5883 members while Enfield has 1 dentisi
every 41 members.

5) Provide network development has the opportunity to prioritize Naugatuck, East Haven,
Milford, Naugatuck, and Westaven.

B. Themes in the DatdMember Survey Analysis
CTDHP sought to understand barriers to accessing dental seawvidesot causes afon-utilization by
surveying members directly. The intent of the survey was to understand where oral health sétvice
the importance of Husky Health Members lifesthemselves and their childreminderstand 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 month3.he survey was mied 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 Apfil ZIR1 in both English and Spanishtotal
of 237,222English 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'N29220

The survey had a total dB questionswhichT 2 Odzd SR 2 y siieKpdnseé ayidRfkh@yhBRddzl f Q
children, response to any barriers to services for their children. Questions contained multiple choice
answersbut also commentary by the member to hone in on any specific issues or ba@igaktative,
free form reponses wele coded into 2&ommon themes to identify meaningful responses.

In the survey605members requested communication from CTDHP to further communicate concerns.
This was accomplished vi&0reply emails239 memberseceivedoutbound calls by the CTDHP
Member Center, andl5 membergeceivedoutbound calls by the Dental Health Care Specialists for
members reporting complex concerns in navigating the oral health sy#teraf print, 8 members were
actively engaged in care coordination with the Care Coordinaind Outreach Team.

Page24 of 43



Responseates are identifiedbelow:

Member Survey Responses |

Total Emails Sent Total Responses Response | Total Completion

Rate 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
69% Female 33% Ages 564 70% White/Caucasian| 76% Non
27% Male 27% Ages 465 13% Prefer Noto Say | Hispanic
2% Prefer Noto Say = 24% Ages 345 7.63% African 12% Hispanic
Enalish 0.4%Transgender 7% Ages 230 American 12% Prefer Not to
Su?ve 0.3% NorBinary 6% 65 and Over | 5% MultiRacial Say
y 0.1% Gender Neutral 2% Prefer Noto 3% Asian
0.1% None of Listed | Say .60% Native American
GendersApply 1% 21 and Under | .18% Pacific Islander
8206 Female 43%Ages 3141 50% Prefer Not to Say 98% Hispanic
15% Male 25% Ages 465 27% White/Caucasian 2% Prefer Not to
. . 14% Ages 230 11% MultiRacial Say
Spanish 2% Prefer Noto Say . :
4% 65 and Over 6% Native American
Survey .1% Gender Neutral . .
2% 21 and Under 2% African American
.25% Transgender
. 1% Prefer Not to
.25%Non-Binary
Say
71% Female 30% Ages 564 66% White/Caucasian| 65% Not Hispanic
26% Male 26% Ages 315 17% Prefer Noto Say | 24% Hispanic
2% Prefer Noto Say  25% Ages 465 7% African American | 11% Prefer Not
<1% Transgender 9% 65 and Over | 6% MultrRacial to Say
Combined <1% NorBinary 7% Ages 230 2% Asian
<1% Gender Neutral 2% Prefer Notto | 1% Native American
<1% None of Listed | Say <1% Pacific Islander
Genders Apply 1% 21 and under
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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 Towns/Cities

Survey

Respondents

100 or more | Bridgeport Norwalk New Haven
Stamford

50-99 Hartford Meriden Milford Manchester Bristol
Waterbury West Haven (OtherDid Not  Stratford Hamden
Danbury New Britain Specify)

49-25 East Hartford Wallingford East Haven Torrington Southington
Middletown West Hartford  New Milford Groton Monroe
Norwich Greenwich New London Naugatuck Shelton
Fairfield Enfield Branford Vernon Seymour

24-10 Windsor Brookfield East Haddam | Windsor Locks | Plainfield
Glastonbury Bloomfield East Lyme Clinton Stafford
Guilford Cheshire Stonington Granby Watertown
Plainville Ridgefield Berlin S. Windsor Wilton
Ansonia Waterford East Windsor | Wethersfield Darien
Bethel Simsbury Madison Winchester Haddam
Farmington Coventry Canton Cromwell Montville
Southbury Killingly Colchester North Haven New Canaan
Trumbull Newtown Rocky Hill Old Saybrook | New Fairfield
Windham Derby Westport North
Putnam Westbrook Wolcott Branford

9 or Less Easton Willington East Hampton | Washington Barkhamsted
Griswold Woodbury Hebron Woodstock Cornwall
Ledyard Ashford Lebanon Bolton Hartland
Oxford Burlington Middlefield Bridgewater Lyme
Plymouth Canaan Sherman Canterbury Orange
Portland Deep River Thomaston Chester Salem
Kent Harwinton Bethlehem Columbia Scotland
Tolland Mansfield East Granby Durham Union
Avon Marlborough Hampton Killingworth Voluntown
Brooklyn New Hartford Lisbon Morris Chaplin
Ellington Prospect Middlebury N. Canaan Eastford
Essex Redding N. Stonington Old Lyme Franklin
Litchfield Weston Preston Salisbury Norfolk
Suffield Woodbridge Sprague Sharon Pomfret
Thompson Beacon Falls Sterling Somers Roxbury
Warren
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wSalLkRyasSa G2 GUKAY1Ay3 I 02 dzimportantis ififdt YA tokssdead 2 Ay 3 2y
dentist regularly? (For example, seeing your dentist for a routine cleaning, treatment as directed by

82dzNJ RSy GdA&aaGoé

83% of respondents noteitlg & G BSNE AYLRNIIyYydé F2N GKSY (2 &aSS
NBALRYRSyGa y20SR Al o6Fa a@SNE AYLRNIIFIYyGE F2N GKS
Recognizing that valuing going to the dentist regularly does not always correlate with theidrebia
actually going, we asked g KI i ¢g2dzf R KSf L) YI{1Ay3d 3F2Ay3a G2 G4KS RS
AYLRZ NEGINIY@&E2YS6KEG AYLERNIFYydGé Ay | FNBS GSEG O02YYS,
on thematic resultsThere were 134 English survesponses and 8 Spanish survey responses. The Top

5 categorized responses are as follows:

Response % Sample Responses
Category
GbSdzi NI 19% b2 KAY3I Ay t I NIOAOdzZ I NE
Response Gb20 { dzNBE

GL OFyQi GKAY]l 2F FyedKAy3a 2FFKI YF
Provider 13% a[ 9{{ t!Lb YR RSyidAadada ¢Kz2z I N5 Otz
Quiality Issues . SHISKRISY GAaGa¢é

GLO ¢2ddZ R 0S 0S02YS adzoaidl yaAalt oee
to pick from in the Network. The Dentist in my area to pick from are horrible,
NEOASsa FTNBY LINBOA2dza LI GASyiGa I NE

Other Priorites 9% db2 0 KAy3Id LB 2yfe& 3I2 gKSYy (G(KSNBE A
GLT L KIR |y 20@0A2dza AadaadzsS oAGK Y&
GLT L KFER Y2NB UGAYSE

GL R2y Qi 1y26d ¢KSNB NB 20$KSNJ (KA
COVIBL9 8 dahyOS Y& TFrYAfe Aa Fdxdte @I OOAY!l (¢
Pandemic G¢KS SYR 2F GKS LI yRSYAO¢
G/ 20AR A& dzy RSNJ O2y (G NRf ¢
Lack of 7%  df | knew it was covered under my insurance. If | knew which dentist | could
Awareness of G2¢
Dental Benefit GLT &2dz O20SNBR G(KS Oz2ada G2 KI @S
GLF L KIR Ayadz2NI yoSt
ProviderHard 7% a ¢ KS S| & SDR0TK A YURAYSE LI GASYy G4&¢é
to Find Gl F@gAy3 I RSydAad GKFG adlea 6AGK
2y Sé
Gl I gAy3 o0SGGSNI RSyidraald OK2AO0Sa | yF
Benefit 7% ab2G KFE@Ay3a (G2 A0 1 @SFENR (2 NBy
Limitations G. SAy3a ofS G2 3ASHG RSylGdz2NBa | R2dza(
Dentures GL&aAadzSa sAGK RSYyGdzZNBaé
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¢KSNBE 6SNB SA3IKi
CAYRE
{ LI yA&K

{ L} yAaK
AYRAOFGAY3 OKIftfSy3asSa

ALISI1AYy3 NBaLRMad§a 27
AY FAYRAY3I | RSydlt

G h 0 K SINEK | vilS 31305 3RS &K Sif 2.J Y lisi régyialy e rhe/eiher

d A Y L2 NIGIrg/SiNE 21 NdTaj2 S\Redpohse Lategories

Response Category %

ProviderHard to Find  37% & a 2 NB
F LJLJ2 A
Q. SAY
Fyays2
ProviderQuality 25% ol @S
Yéast
G4CAYR
Provider Language 13% al @S

Barrier

Sample Responses (Translated to English)

z

RSyGdArAad F@rAtroftS a2 L R
yiYySyié
3 6fS G2 FAYR I y20KSNJ RS
NE ¢

20KSNJ 2LJiA2ya 27F ljdzZfAde
F GKIG KFE@®S aSyaraaaAgsS 3Adzy
Ay3a | 322R ljdZ tAde RSyidAa

RSyidAad GKIFIG &awsSry vye t1I

Responses to Adults/Children Dental Care Utilization in the Past 12 Moimihise last year92% of
respondents and 87% of their children needed or wanted dental care. However, 70% of respondents and

@t En@lidhtanyl Sgabish 8pedkiglg survéydrespoSdgnisi & i ®

yoi: 2F NBaLRYyRSyGQa
had the same top 3 reasons to not:dg | wasoncerned, due to COWI® 2) Other 3) Could Not Find a
Dentist. ) o
Reasons Members Did Not Go To The Denstist in the Past 12 Month
v English Speaking Response mmmm Spanish Speaking Response === Combined Response
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There were 261 (32%)nglish speaking respondents &26l(25%) of Spanish speakingspondents who
IYya6SNBER ahiGKSNE Ay NBalLkkyaS G2 NBlFazya GKSe@
Responses were categorized by theme, with the followinggtopsponses identified:

9y 3f A a KAdult ResorBesE Reasons Why Member Did Not Go to DentiBbp 5 Response

Categories

Response %
Category
Provider Hard  25%
to Find

Benefits Costs  18%

Lack of 16%
Awareness of

Benefit

Provider 13%

Quality Issues

covilie- 5%
Closure

{ LI yA&K

Sample Responses

GL KFR (2 LIe& 2dzi 2F LIO]1SGP ¢KS
covered by insurance but the adulisl yir@ iieputable, well run practice so |
SYR dzLJ LJ “Aya 2dzi 2F LR O Shde

G5AFFAOdzA & FAYRAY3I 1dzale ! F2N |
G2 KSy L OFLtftSR RSyiAraia tAaliSR 2y
LJ- NI A OA LI G S¢

GLYyadz2N>F yOS R2SayQi 62@§MMmmmm SEM
aL ySSR RSyidlft OFNB S @ 2 y RD dakes tiat S

AYLI2aaAof S¢
GL Fftaz2 ySSR LISNRA2R2yiGlf ¢2N)] Kdza
Without teeth who will hire you? Tooth loss affects your health in other are¢

2F (KS 02Re v¢
L R2y Qi 1y2¢6 K2g G2 3ASG RSyidlt O

GL R2y Qi UGKAY1l L KIF@S AyadaN»yOoSo
G! yOt SFNJ o2dzi oKFG aSNBAOSa I NB
Gl Fad orari @rayQﬁ GSNE 3I22RP ¢KS
G1 dza 1 @ RSy ghady.(TgingltaNdke gob Ndwork on your teeth the
@82dz R2y Qi ySSR¢

Gb2i alriAaFASR gAGK GKS ljdzrt AGe 2
Gaz2zald RSyiGtArAaida 6SNB y20 aSSAy3a LI
G[ Aad 2dzaid 2LISySR dzLXk

G¢KSe HSNB Of 2% SIRy RdiBK &2 U hKIF R & dzl

Categories

Response %
Category

Lack of 24%
Awareness of

Benefit

COVIBELY- 24%
Safety

ProviderHard 12%
to Find

Provider 12%
Quality Issues

Sample Responses (Translated to English)

GLQY yzuvaamﬁla¥uwmy AyOfmﬁSé RSy
GL R2y Qi GKAY|1l L KIF@S RSyidlf o0SyS
G¢KS RSyidltf 2FFAO0S ¢4l ayQi asSSiy3
GaL KFR (2 3S4 | /hxL5 (Said¢e
G5SyiGlrtf 2FFAO0S Ot 2aSR 6SOldzasS 27
G¢KBENBY Qi | f20 2F RSyGaAada Ay |
G5SyiGAraild y2¢ 2yteé aSSa OKAfRNBy:
G¢KS aSNBWAOS (KS RSydGAai Ay Y& b N
GKS 1! {Y, LXIYy RAFTFSNBylfe:

G¢KS R &@’Oalled my Avite ok an appointment, but when she went to 1
2FFAOS:E G(GKSe (2fR KSNJI iKS& 6SNB a
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