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Medical-dental collabora-
tions can facilitate deliv-
ery of oral health services 

for underserved populations and 
promote their entry into the dental 
care system. Several professional or-
ganizations recommend that med-
ical providers perform oral health 

assessments of their patients begin-
ning at 6 months of age and address 
risk factors for early childhood caries 
(ECC).1-4 The US Preventive Services 
Task Force (USPSTF) recommends 
that all preschool-aged children re-
ceive fluoride varnish applications 
from physicians.5 Medicaid programs 

increasingly reimburse physicians 
for oral health services, and educa-
tional opportunities in oral health 
have increased nationwide.6

Despite efforts to promote pre-
ventive oral health services in non- 
dental settings, little information 
exists about state Medicaid policies 
and strategies for educating physi-
cians in practice to deliver these ser-
vices. The aims of this study are to 
determine: (1) training requirements 
for reimbursement of oral health ser-
vices, (2) teaching delivery methods 
used to train non-dental providers, 
and (3) curricular content of train-
ing options available to providers 
among state Medicaid programs that 
reimburse physicians for oral health  
services. 

Methods
We used Internet searches conducted 
in 2012 and 2013 to gather informa-
tion on training requirements, teach-
ing methods, and curricular content 
among states reimbursing non- 
dental providers for oral health ser-
vices. In 2014 we surveyed all states 
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that offered in-person training and 
updated Internet searches. We iden-
tified Medicaid programs reimburs-
ing medical providers for oral health 
services using the American Acade-
my of Pediatrics (AAP) website.7 We 
identified those states that require 
training, defined as a state in which 
physicians must undergo training 
before they are able to receive Med-
icaid reimbursement for preventive 
oral health services, using the links 
provided in the AAP’s state informa-
tion and resource map or in states’ 
Medicaid websites. 

Training delivery methods rec-
ommended by Medicaid programs 
were assessed and classified into 
three types: online training, in- 
person training, or training of either 
type but with an interactive compo-
nent. Online training was defined as 
any type of Internet-based training, 
including slide or written presenta-
tions, learning modules, online vid-
eos, or webinars. In-person training 
usually consisted of a lecture presen-
tation but could include question and 
answer sessions. Interactive train-
ing was defined as a supplementary 
training session with hands-on dem-
onstration activities such as patient 
positioning for oral screenings or ap-
plication of fluoride varnish.

Curriculum content was deter-
mined through: (1) a review of on-
line training documents, accessible to 
us through the state’s Medicaid Web 
site, (2) a review of Smiles For Life 
(SFL) and Protecting All Children’s 
Teeth (PACT) curriculum content, 
the most common on-line courses 
recommended by states, and (3) a 
survey of states using training ma-
terials not accessible to us through 
the Internet. In 2014 we distributed 
a four-item questionnaire by email to 
all states that offer in-person train-
ing to learn more about the inter-
active methods and content of the 
curriculum. Sampled individuals 
were directly involved with the train-
ing courses. The survey assessed 
the presence of curriculum content 
in 19 topical areas, grouped into six 
domains, and the use of interactive 

training methods. Weekly follow-
up emails were distributed to non- 
respondents beginning the week af-
ter the initial invitation for a maxi-
mum of four cycles. After the fourth 
cycle a follow-up phone call was 
made to nonrespondents.

We provide descriptive analyses 
and presentations of training re-
quirements and teaching methods 
by state and curriculum content for 
the subset of surveyed states. The In-
stitutional Review Board at the Uni-
versity of North Carolina at Chapel 
Hill determined that the study was 
exempt from committee review.

Results
Forty-five states reimbursed prima-
ry care providers for oral health ser-
vices at the time of the study, with 
34 states requiring training (Table 
1). Of the 11 states that did not re-
quire training, eight provide training 
options through access to various re-
sources posted as links on their web-
sites (Table 1). Online training was 
the most common delivery method 
and was used by 32 states (Table 1). 
Most of these states (n=20) recom-
mended the use of SFL, but three 
states recommended PACT, and nine 
had their own web-based training 
programs. Twelve states used in- 
person methods, while three used 
both online and in-person training 
methods, and four used all three 
methods (Table 1). Most of the 11 
survey respondents confirmed that 
in-person training was usually com-
pleted in an office setting where the 
trainer could demonstrate fluoride 
application using one of the prac-
tice’s pediatric patients. 

Table 2 presents results of our 
survey of curriculum content for the 
states that provide in-person train-
ing sessions and the states that use 
SFL and PACT. The response from 
California is excluded because train-
ing varies by county. Out of the six 
categories in our assessment, oral 
health conditions was not included 
in training provided by most states.

 

Discussion
This study revealed that almost 
all state Medicaid programs reim-
burse non-dental primary care pro-
viders to deliver oral health services 
in the medical home. Forty-two of 
the 45 states with Medicaid cover-
age either required training (n=34 
states) or recommended supporting 
educational materials (n=8 states). 
Educational content was somewhat 
consistent across states because 
many recommend the pediatric oral 
health modules in SFL’s online cur-
riculum, and others use PACT’s on-
line curriculum. States that provided 
in-person sessions and online train-
ing through SFL and PACT’s nation-
al curriculum ensure that curricular 
content is available to trainees that 
includes background knowledge of 
oral health, skills needed to provide 
the services, patient management, 
and administrative information. 
PACT, which was used in Minnesota, 
Nevada, and Wyoming at the time 
of the study, covered two additional 
topics on oral health conditions, as a 
part of its web-based online curricu-
lum (Table 2). 

In 2013, only 4.4% of children 
younger than 6 years of age in the 
United States received any preven-
tive oral health services from non-
dental providers.8 Our results reveal 
some areas where changes in provid-
er training could help promote wider 
dissemination, adoption, and imple-
mentation of oral health services in 
medical practice. First, the majority 
of states use online didactic cours-
es as the only method of training. 
While this method has advantag-
es, particularly for the busy prac-
titioner, its effectiveness falls short 
of optimal CME strategies. A large 
body of evidence supports the great-
er effectiveness of mixed-methods 
compared to single methods in im-
proving health care providers’ knowl-
edge and skills.9,10 

Few states include an interactive 
component in their training. Inter-
active techniques such as hands-on 
practice, role-play, and case discus-
sions can have a positive effect on 
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physician performance and health 
care outcomes.10,11 Demonstrations of 
oral screening and fluoride varnish 
application techniques should be con-
sidered as important supplements 
to the more common web-based 

training. We observed that most 
Medicaid programs that reimburse 
physicians for oral health servic-
es do not provide follow-up train-
ing once initial training is complete. 
Shulman et al12 suggest that it takes 

reoccurring reinforcement to have 
significant effects on practice behav-
ior. Follow-up activities can reinforce 
skills and motivate and support phy-
sicians who have been through the 
initial sessions.13 

Table 1: Oral Health Training Requirements and Curriculum Delivery Methods for State Medicaid Programs, 2014

	
	
	

State
Alabama x x7

Alaska x x7

Arizona x x7

Arkansas*
California5 x** x
Colorado x x7

Connecticut x x
Delaware*
D. Columbia*
Florida x
Georgia x**
Hawaii*
Idaho4 x x7

Illinois x x9

Indiana*
Iowa x x9

Kansas x**
Kentucky x x7

Louisiana x x7

Maine6 x** x7

Maryland x x9

Massachusetts x x7

Michigan x x7

Minnesota x x8

Mississippi x
Missouri x x7

Montana x** x7

Nebraska x
Nevada x x8

New Hampshire*
New Jersey x x7

New Mexico x**
New York x**
North Carolina x x
North Dakota4 x x7

Ohio x x9

Oklahoma x x7

Oregon6 x** x9

Pennsylvania x x7

Rhode Island 3 x x7

South Carolina x x7

South Dakota x
Tennessee x x9

Texas x x9

Utah x x7

Vermont x x7

Virginia x x
Washington x x9

West Virginia x x
Wisconsin x x9

Wyoming4 x x8

Totals: 34 11 22 3 3 2 3 4

Table 1:   Oral Health Training Requirements and Curriculum Delivery Methods for State Medicaid Programs 2014

In-person 
(Live) only

In person (Live) with 
Supplementary Training 

(Interactive/Demonstration/h
ands-on)

 Mixed Methods Approach 
(Online, In-Person (Live),     

and 
Interactive/Demonstation)

Training 
required1

Training 
not 

required1,2

Delivery Method (n=37)Training Status (n=45)

*    State does not have a program        
**  Training not required, website provides training resources for physicians (online courses, videos, slide presentations and reading materials)   
1.  American academy of Pediatrics.  State Information and Resource Map. Available at:  http://www2.aap.org/commpeds/dochs/oralhealth/State.html. Accessed August 7, 2014.        
2.  State website provided information (Florida, Georgia, Idaho, Kansas, Nebraska, North Dakota, Oklahoma, Oregon, Rhode Island, Wyoming)   
3.   Training varies based on Managed Care Organization    
4.   Training is informal (e.g. Does not cover entire state, anyone can provide training)        
5. California: Training is decentralized; training offered often based on counties within the state         
6.  Oregon and Maine: Both States work with a partnership or coalition that provides online didactic and interactive training although training is not a requirement for their states.       
7. States that use Smiles For Life (63%)       
8.  States that use PACT (9%)        
9.  Other Online Curriculum (28%)        
Additional Notes:        
Only 7 states (15%) use both didactic in person and didactic online training, while 4 states (8%) use all three training delivery methods     
Florida, Georgia, Nebraska, Mississippi, and South Dakota no delivery method could be found during search 

Online Only
Online and                 
In-person 

(Live)

Online with In- Office 
(Interactive/Demonstration

/hands-on)
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It is possible that the scope and 
strategies for training of primary 
care providers have changed in some 
states since our assessment. Many 
states continue to modify their train-
ing, and a few have formed expand-
ed partnerships with other states. 
We found that obtaining current in-
formation on training was challeng-
ing, and although great efforts were 
made to obtain the most current in-
formation, limitations may exist in 
that we only examined information 
that we were able to access. In ad-
dition, training can change rapidly 
from state to state. 

More research is needed on how 
states monitor training outcomes  
and how strategies, such as follow-
up and quality improvement ini-
tiatives, can improve delivery of 
preventive oral health services in 
medical practices. Primary care phy-
sicians should become familiar with 
recommended guidelines for provid-
ing oral health services and seek as-
sistance from available resources to 

facilitate effective practice imple-
mentation. Those responsible for 
training should be aware of the im-
portance of developing educational 
sessions that use a mixed methods 
approach that may include follow-up 
and reinforcement to help trainees 
become confident and efficient in de-
livering preventive services in their 
practices. Further efforts are need-
ed to promote evidence-based CME 
approaches in oral health training 
and practice improvement strategies 
that will increase implementation 
and sustainability of oral health in-
tegration in medical practices. 

CORRESPONDING AUTHOR: Address corre-
spondence to Mrs Sams, University of North 
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