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Background

The Dental Qudlity Alliance (DQA) approved a resolution that a workgroup be formed to explore
the development of practice- and clinician-level dental quality measures. This workgroup
reports fo the DQA’s Measure Development and Maintenance Committee (MDMC). This report
is the fifth in a series of reports providing updates on measure development activities and
findings. Previous reports are published on the DQA website. All workgroup data, findings, and
conclusions were reviewed by the MDMC. The final report reflects MDMC agreement with the
findings and conclusions.

Report Purpose

The purpose of this report is to present the methodology and results of the validation testing
conducted for the measure Maintenance for Adults with Periodontitis for reporting at the practice
and clinician levels using claims and enroliment data. The measure was approved by the DQA
membership at its November 22, 2024 meeting for reporting at the practice and clinician levels.

Measuring Enfities and Data Sources for Practice and
Clinician Level Measures

The practice/clinician level measure specifications for Maintenance for Adults with Periodontitis
were adapted from the DQA'’s program- and plan-level Non-Surgical Ongoing Periodontal Care
for Adults with Periodontitis measure specifications. Because practice-level measurement is
often driven vertically (from program to plan to practice), practice-level measures are most
effective when aligned with program- and plan-level measurement. Program- and plan-level
measures are most commonly reported by the program (e.g., Medicaid or CHIP) or plan (e.g.,
managed care organization or dental benefits administrator) using enrollment and claims data,
which are the most readily available aggregated data at the population level.

Measurement at the practice and clinician levels may be reported by different entities using
different data sources. Table 1 illustrates the different entities that may report practice and
clinician level quality measures, the data sources used, and implementation examples.

The workgroup determined that it would first identify a starter set of measures calculated using
claims data, because they have the highest feasibility for near-term implementation. Broadly,
“claims data” are available (1) directly from the payer database, (2) from a third-party claims
aggregator, and (3) from local practice management system billing data. Typically, the first two
data sources are used when a payer or third-party entity measures performance of a practice
or clinician either for external reporting such as rating systems or for payment programs. A
practice would use the billing data within the local practice management system to understand
its own performance from the perspective of the payer and for quality improvement projects.

3 | Page

2024 American Dental Association on behalf of the Dental Quality Alliance (DQA)®©. All rights reserved.


https://www.ada.org/resources/research/dental-quality-alliance/dqa-dental-quality-measures
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/dqa/dental-quality-measures/2025/2025_adult_non-surgical_ongoing_periodontal_care_final.pdf
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/dqa/dental-quality-measures/2025/2025_adult_non-surgical_ongoing_periodontal_care_final.pdf

This analysis focused on validating Maintenance for Adults with Periodontitis using only claims
data directly from payer databases and claims data from third-party claims data aggregators.

Table 1: Data Sources and Implementation Applications for Practice and Clinician Level Quality

Measurement

Measuring Entity

Program/ Plan

Claims and enrollment
datadirectly from
administrative database

Datasource

State Medicaid program
or plan (e.g., MCO, DBA)
reports scores (as ratings
or in payment models)
for specific dental
practices/clinicians in
their network.

Implementation
example

Commercial carriers
report scores (asratings
orin payment models)
for specific dental
practices/clinicians in
their network.

Third-Party Claims
Aggregator

Aggregated claims
submitted by multiple
payers

Third-party claims
aggregator reports
scores (as ratings orin
payment models] for
practices/clinicians
within a client’s (e.g.,
payer’s) network.

Billing Datafrom Local
Practice Management
System
Practice management
biling data typically
included on a dental clam
form

Practice computes
practice/clinician scores to
understand performance
as viewed by the payer
and for quality
improvement.

EDR Data

All patient record
dataincluding
history, findings and
diagnoses

Practice computes
its own scores for
quality
improvement.

Measure Specifications and Testing Overview

Population. Adults >=30 years.

Data Type. Enrollment and claims data for use by payers or other entities that have access to
enrollment and dental claims data to assess dental care quality at the practice/clinician levels.

Data Sources. Data partners for testing included practice- and clinician-level claims data from:
(1) alarge payer’'s commercial database (multiple states) and (2) a claims aggregator’s large
commercial database (multiple states). Testing with Medicaid claims is challenging due to
significant variations in coverage for adult dental benefits with limitations in coverage for

periodontal benefits.

Time Frame. Data from 2019 (reporting year) and 2016 through 2018 (years prior to the reporting
year used fo identify a history of periodontitis) were used to calculate the measure scores.
Because this measure requires multiple years of data, 2019 was selected as the most recent
reporting year to include in the analyses to avoid confounding by COVID-19 related impacts on

service use.

Level of Analysis. Separate analyses were conducted at the practice level and at the clinician

level.
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Sample Size. Data partners were requested to provide data for practices and clinicians that had
at least 100 patients in the denominator. Inclusion of at least 100 patients in the denominator
was based on prior reliability assessments of practice-level measurement.! Data partners also
were asked to provide data for at least 100 practices and 100 clinicians, respectively.

Specifications. Detailed practice- and clinician-level specifications were developed, guided by
and adapted from the DQA’s program- and plan-level Non-Surgical Ongoing Periodontal Care
for Adults with Periodontitis measure specifications. The measure description is in Figure 1 below
and the detailed specifications are in Appendix 1.

Figure 1: Maintenance for Adults with Periodontitis Measure Description

Description: Percentage of enrolled adults aged 30 years and older with a history of
periodontitis who received a periodontal maintenance OR oral prophylaxis visit at least 2
times during the reporting year

Numerator: Unduplicated number of enrolled adults with a history of periodontitis who
received a periodontal maintenance OR oral prophylaxis visit at least 2 fimes during the
reporting year

Denominator: Unduplicated number of enrolled adults with a history of periodontitis
Exclusions: Adults who are completely edentulous

Rate: NUM/DEN

Denominator considerations

e Enrollment. Adults were required to be enrolled at least 11 of 12 months during the reporting
year. One data partner did not have enroliment information to assess this requirement. As a
proxy, at least one dental visit was required in the reporting year to ensure the patient was
still active in the database.

o History of periodontitis and complete edentulism. Adults with a history of periodontitis (for
inclusion in the denominator) and those who were completely edentulous (excluded from
measurement) were identified using CDT procedure codes due to lack of diagnosis codes in
dental claims data.

e Attribution to practice/clinician. Pafients with periodontal disease typically see a general
practitioner who conducts a comprehensive or periodic exam, which is inclusive of
evaluating oral health beyond periodontal health. The general practitioner may refer the
patient to a periodontist, the specialist who would specifically evaluate and document
condition of the periodontium. Both the general practitioner and the specialist manage
ongoing care for such a patient. The general practitioner as well as the specialist may
provide dental services such as a prophylaxis, scaling and root planing or periodontal
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maintenance services at different periodicity schedules determined by the needs of the
patient. Given these circumstances, it is important that all providers interacting with the
patient be credited and accountable for the provision of ongoing care.

Consequently, to assign adults to a specific practice’s denominator, each adult was
assigned to all practices (identified by Taxpayer Identification Number (TIN)) that provided
any "history of periodontitis” code or any periodic, comprehensive, or periodontal oral
evaluation code in the year prior to the reporting year. Similarly, each adult was assigned to
all clinicians (identified by rendering National Provider Identifier (NPI)) that provided any
“history of periodontitis” code or any periodic, comprehensive, or periodontal oral
evaluation code in the year prior to the reporting year. The oral evaluation codes were used
only for attribution to a practice or clinician and were not a requirement for denominator
inclusion. The same adult could be present in more than one practice's denominator and
more than one clinician’s denominator.

Numerator considerations

e To qualify for numerator inclusion, at least two visits on separate dates of service with a
periodontal maintenance or an oral prophylaxis are required. These services are counted
regardless of the practice or clinician that provided the service.

Figure 2 illustrates how patients are afttributed to a practice’s or a clinician’s denominator and
numerator.

Figure 2: Examples of Aftribution of Patients to Providers

Prior Year (2018) : Eleanor
receives osseous surgery
from Dr. Patel

Prior Year (2018): Alex receives
a periodic oral evaluation from ||
Dr. Myers

Prior Year (2018): Aditi receives
osseous surgery from Dr. Patel

Prior Year (2018): Eleanor
receives a periodic oral
evaluation from Dr. Myers

Prior Year (2018): Alex receives
scaling and root planing from ||
Dr. Patel

ReportingYear (2019): Aditi has
an oral prophylaxis visit with Dr.
Myers.

Reporting Year (2019): Alex
has 2 periodontal
maintenance visits with Dr.
Patel

Reportingyear (2019):
Eleanorhas 2 oral prophylaxis
visits with Dr. Townsend

Reporting Year (2019): Aditi has
a periodontal maintenance visit
with Dr. Patel.

Alex is counted in the DEN for
both Dr. Myers and Dr. Patel.
Alex is counted in the NUM for
both Dr. Myers and Dr. Patel.

Aditi is countedin the DEN for
Dr. Patel.

Aditi is counted in the NUM for
Dr. Patel.

for Dr. Patel and Dr. Myers.

Eleanoris countedin the

NUM for Dr. Patel and Dr.
Myers.
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Testing Feasibility, Reliability and Validity

Feasibility, reliability and validity using claims data were evaluated in depth during the
development of the program- and plan-level measure. The measure relies on standard data
elements captured within enrolilment and claims databases, and evaluations of these data
elements within program- and plan-level databases demonstrated low rates of missing or invalid
critical data elements. Measure reliability and validity at the program and plan level were
established through validation of the critical data elements through patient record reviews.2

Current testing focused on the feasibility of calculating the measures at the practice and
clinician levels within the different types of claims databases available, the ability to detect
variatfions in performance, and identification of opportunities for improvement at the practice
and clinician levels. The data partners implemented the measures within their systems using
detailed specifications developed by the Dental Quality Alliance. They submitted the measure
denominators and numerators. The data partners also provided feedback on the specifications,
which were refined during testing to improve accuracy and clarity.

A key consideration when implementing claims-based measures at the practice and clinician
levels is whether there is sufficient denominator size for reliable measurement. Prior practice
level measurement assessment by the DQA identified at least 100 patients in the denominator to
have reliable practice-level measurement when using claims data for dental quality measures.!
Reliability at a denominator of 100 patients was re-confirmed during the current testing project.
Reliability estimates were calculated as the ratio of the practice-to-practice variance divided by
the sum of the practice-to-practice variance plus the measurement variance using the statistical
methodology described in Adams (2009) and Scholle (2008).34

Results

Measure scores

Figure 3 shows the mean and median scores for each data partner across practices and
clinicians. Table 2 provides more detailed measure score stafistics for each of the data partners
at the practice and clinician levels. Histograms that depict the distribution of scores and the
extent of variation in performance are contained in Appendix 2.

The mean and median measures scores for Data Partner 1 practices were 63% and 66%,
respectively (Figure 3). The interquartile range (difference between the 25t and 75" percentiles)
was 24 percentage points (Table 2), indicating measure dispersion, or variation in performance,
between practices. The mean and median scores for Data Partner 2 were similar at 68% and
70%, respectively. The interquartile range was somewhat lower at 17 percentage points. For
both data partners, the clinician-level scores and interquartile ranges were almost identical to
those at the practice level.
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Figure 3. Mean and Median Measure Scores at the Practice and Clinician Levels

Figure 3: Maintenance for Adults with Periodontitis
Mean and Median Scores for Practices and Clinicians, 2019

100%
90% Practices Clinicians
80%
70%  43% %% g s3% 4% .
60%
50%
40%
30%
20%
10%
0%
Data Partner 1 Data Partner 2 Data Partner 1 Data Partner 2
(commercial) (commercial)* (commercial) (commercial)*

EMean mMedian

*Note: Data Partner 2 did not have enrollment information available. As a proxy, at least one
dental visit was required in the reporting year to ensure the patient was sfill active in the
database.

Table 2. Practice and Clinician Measure Score Statistics

PRACTICE CLINICIAN
Data Partner 1, Data Partner 2, Data Partner 1,  Data Partner 2,
Commercial Commercial® Commercial Commercial®
(n=2,543 (n=7,729 (n=2,402 (n=7,037
practices) practices) clinicians) clinicians)
Mean 0.63 0.68 0.63 0.69
Standard deviation 0.18 0.14 0.18 0.15
Median 0.66 0.70 0.66 0.72
Minimum 0.05 0.06 0.05 0.06
Maximum 0.94 0.97 0.94 0.97
10th percentile 0.37 0.48 0.37 0.48
25th percentile 0.52 0.61 0.53 0.62
75th percentile 0.77 0.78 0.77 0.79
90th percentile 0.83 0.83 0.84 0.85
Interquartile range 0.24 0.17 0.24 0.18

*Note: Data Partner 2 did not have enrollment information available. As a proxy, at least one
dental visit was required in the reporting year to ensure the patient was sfill active in the
database.
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Additional numerator evaluation

Number of visits required for inclusion in the numerator

An evidence review by the ADA Science and Research Institute concluded that individualized
maintenance recall intervals should range between 3 and é months (Appendix 3). Based on the
evidence, the workgroup determined that “at least 2 visits” would be an appropriate measure
of performance. The workgroup additionally reviewed data on the number of visits with either
an oral prophylaxis or periodontal maintenance service (Table 3). To illustrate interpretation, the
sum of the percentage of patients with “exactly 2 visits” and “exactly 3 visits” and *4 or more
visits” is equal to the percentage of patients who had “at least 2" visits. One-third of patients did
not have af least two visits. Thus, the workgroup considered there o be a significant
performance gap and opportunity for improvement with a measure of “at least 2 visits.” The
workgroup also noted the similarity in results between the two data sources, as well as between
the practice and clinician levels. The workgroup further noted the opportunity of not only
gefting patients into care that had no ongoing care services, but also moving those with just one
service to at least a second visit during the year. These data reaffirmed the workgroup'’s initial
determination to specify the numerator to require at least 2 visits.

Table 3. Percentage of Patients with a History of Periodontitis with D4910 or D1110 Visits in the
Reporting Year, by Visit Frequency

Maintenance for Adults with Periodontitis, Reporting Year = CY 2019

Measure Score (>=2 Visits) Numerator Sensitivity Testing:
Rate No visits with Exactly 1 visit Exactly 2 visits Exactly 3 visits 4 or more visits
D49100rD1110  withD4910 or  withD4910or  with D4910 or  with D4910 or
D1110 D1110 D1110 D1110
PRACTICE
Data Pariner 1 (n=2,543)
Mean 62.7% 16.9% 20.3% 38.4% 18.3% 5.8%
Median 65.5% 14.3% 18.8% 37.7% 17.5% 2.8%
Data Pariner 2 (n=7,729)
Mean 67.5% 7.1% 25.3% 37.6% 22.0% 7.9%
Median 70.3% 5.3% 23.8% V0% 23.3% 5.8%
CLINICIAN
Data Pariner 1 (n=8,905)
Mean 63.4% 16.2% 20.4% 39.0% 18.5% 6.0%
Median 66.4% 13.7% 18.9% 38.3% 17.7% 2.8%
Data Pariner 2 (n=6,925)
Mean 68.7% 6.6% 24.6% 37.9% 22.6% 8.3%
Median 71.9% 4.9% 22.8% 37.5% 24.0% 5.8%
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Service type mix

The workgroup determined that both periodontal maintenance and oral prophylaxis were
appropriate procedures to be counted as part of ongoing maintenance care for adults with
periodontitis.5 The workgroup additionally reviewed data on the service mix of patients who
qualified for the numerator (Table 4). On average, 56% of patients (median=67%) had only
periodontal maintenance (D4910) visits, 31% (median=16%) had only oral prophylaxis (D1110)
visits, and 14% (median=9%) had a combination of both visit types. These data affirmed to the
workgroup the relevance of capturing receipt of oral prophylaxis in the measure’s numerator.

Table 4. Percentage of Patients with a History of Periodontitis with D4910 or D1110 Visits in the
Reporting Year, by Service Mix
Maintenance for Adults with Periodontitis, Reporting Year = CY 2019

Numerator Sensitivity Testing: Procedure Type
% Patients who ONLY have % Patients who have ONLY % Patients who have visits with
visits with D1110 visits with D4910 both D1110 AND D4910 during
(no visits with D4910) (no visits with D1110) the year

PRACTICE
Data Partner 1 (n=2,544 practices)
Min 0.0% 0.0% 0.0%
Max 100.0% 100.0% 90.1%
Mean 30.7% 55.5% 13.8%
Median 16.0% 66.7% 8.7%

Measure ftitle

Significant consideration was given to the appropriate title for this measure. The intent of the
measure is to capture care during the maintenance phase of disease for adults with
periodontitis, which may be delivered by general dentists or periodonfists. However, there was
concern that the ftitle "Periodontal Maintenance for Adults with Periodontitis” may cause
confusion by suggesting that the measure is focused on the specific procedure of “Periodontal
Maintenance” and, therefore, only CDT code D4910 would be eligible for inclusion in the
numerator. Since both D4910 and D1110 count toward inclusion in the numerator, the measure
was titled “Maintenance for Adults with Periodontitis” to reflect the maintenance phase of care
but not restricting the measure to only D4910. Other titles, such as “Recare for Adults with
Periodontitis” were considered, but were considered too general to convey the intent of the
measure.

Reliability assessments

Reliability for Data Partner 1 practices with at least 100 patients in the denominator was 0.93.
Reliability for Data Partner 1 clinicians with at least 100 patients in the denominator also was 0.93.
Reliability estimates range from 0 to 1 where 0 indicates that all variability is due to measurement
error and 1 indicates that all variability reflects real differences in performance. A reliability of
0.70 or greater is considered acceptable for drawing conclusions about groups, and reliability of
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0.90 or greater is recommended for drawing conclusions about individuals.? Thus, reliability of
the measure scores with at least 100 patients in the denominator was confirmed.

Workgroup Determinations

Performance gap and opportunity for improvement

The workgroup found the measure scores to be consistent with expectations based on the
collective expert opinion. The measure scores demonstrated variation in performance and
opportunities for improvement across both practices and clinicians. Thus, there are opportunities
both for improving performance overall as well as for identifying and focusing improvement
efforts on lower-performing practices and clinicians.

Importance of data element completeness and following
specifications

The workgroup emphasizes the importance of having all critical data elements required for the
measure and following the measure specifications as written to have reliable and valid
measurement that can be used for comparisons between entities and over time.

Practice- and clinician- level reporting

The measure is designed such that both general practitioners and specialists (i.e., periodontists)
who are caring for patients with a history of periodontitis are responsible for managing ongoing
care; thus, patients with a history of periodontitis are assigned to the denominator of each
practice or clinician that recently provided a periodic or comprehensive oral exam or a
periodontal service. Recognizing that different providers may contribute o provision of ongoing
care, the patient is counted in the numerator for having received at least two visits with an oral
prophylaxis or periodontal maintenance service regardless of which practice or clinician
provided the service (Figure 2).

The workgroup reviewed measure scores calculated at both the practice and clinician levels.
The measure score data demonstrated similar performance at both levels and similar variation in
performance. Based on both the measure intent and the evaluation of data, the workgroup
determined that the measure Maintenance for Adults with Periodontitis is appropriate for
reporting at both the practice and clinician levels.

Limitations of claims-based practice and clinician level reporting

Practice and clinician level measurement using claims data within a payer’s or third-party claims

aggregator’'s database often represents a subset of a practice’s or clinician’s patients.
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Consequently, when reporting measure scores using such claims dataq, it should be recognized
that the payer subset of the practice’s or clinician’s patients may not reflect the overall
performance of the practice or clinician, particularly when the payer covers a small percentage

of the practice’s or clinician’s patients.

Public Comment

An interim report was posted on the DQA website for a public comment period (July 8, 2024
through September 20, 2024), with additional dissemination through email mailing lists and
periodic reminders of the opportunity to comment. The DQA would like to thank all interested
parties who submitted comments. Two comments were received (Appendix 4.) Both agreed
with the conclusions of the report. Both commenters noted that caution should be taken when
using measurement to compare enfities given differences in patient mix, including different
coverage types and associated benefits. One commenter noted support for the denominator
afttribution approach: associating patients with both general dentfists as well as periodontal
specialists. The same commenter emphasized the appropriateness of recognizing that claims-
based data represent only part of a practice’s patients as well as the importance of having all
crifical data elements required to calculate the measure in order to ensure reliable and valid
measurement. The other commenter noted the limitations of identifying a history of periodontfitis
using CDT procedure codes and supported improved capture of diagnosis codes to advance
quality measurement and improvement in dentistry. The DQA's practice- and clinician-based
measurement activities are currently focused on measures that can be calculated using claims
data due to their greater near-term feasibility of implementation. The next phase of work will
focus on measures calculated using digital/electronic patient record data.

Conclusions

After presentation of the methodology, testing results, specifications, and performance scores,
the DQA membership approved the measure Maintenance for Adults with Periodontitis as a
feasible, reliable, and valid measure that can be used to identify performance gaps, detect
variations in performance between practices, and guide improvement efforts. The DQA
approved this measure for practice-level and clinician-level reporting at its November 22, 2024
meeting.
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Appendix 1: Measure Specifications
DQA Practice/Clinician Level Measure Specifications: Claims-Based Measures

MAINTENANCE FOR ADULTS WITH PERIODONTITIS
Description: Percentage of enrolled adults aged 30 years and older with a history of
periodonfitis who received a periodontal maintenance OR oral prophylaxis visit at least 2 fimes
during the reporting year

Numerator: Unduplicated number of enrolled adults with a history of periodontitis who received
a periodontal maintenance OR oral prophylaxis visit at least 2 times during the reporting year

Denominator: Unduplicated number of enrolled adults with a history of periodontitis
Exclusions: Adults who are completely edentulous

Rate: NUM/DEN (after exclusions)

Applicable reporting levels: Practice and clinician

Guiding program-plan level measure specification: DQA Non-Surgical Ongoing Periodontal
Care for Adults with Periodontitis

Age: Adults >=30 years

Measuring Entity: Payer or third party with payer claims data.

Data Sources: Enroliment and claims data; single year (prior 3 years needed for determination of
history of periodontitis). When using claims data to determine service receipt, include both paid

and unpaid claims (including pending, suspended, and denied claims).

Months to Days Conversion: To accommodate months ranging from 28 to 31 days, the following

standards apply:

Years Months DEVS
1 month 30 days
2 months 61 days
3 months 91 days
4 months 122 days
5 months 152 days
6 months 183 days
7 months 213 days
11 months 334 days
1 year 12 months 365 days
13 months 395 days
3 years 36 months 1095 days
5years 60 months 1826 days
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https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/dqa/dental-quality-measures/2025/2025_adult_non-surgical_ongoing_periodontal_care_final.pdf
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/dqa/dental-quality-measures/2025/2025_adult_non-surgical_ongoing_periodontal_care_final.pdf

Level of Reporting:
e Practice (identified by TIN)

Note: When a single TIN is used across multiple locations within a group practice, the
resulting measure score will reflect a single weighted average score across locations.
Conversely, if one group practice uses individual TINs for each of its locations, then the
measure will result in a score specific fo each location. When reporting measure scores, it
is helpful fo note whether TINS reflect multiple locations or single locations. Such
contextual information will be useful in interpreting scores when used for comparisons.

e Clinician (identified by Rendering Provider NPI)
Measure Limitations due to Limitations of Claims Data:

¢ Due to lack of diagnostic codes reported in dental claims, “history of periodontitis” is
determined based on CDT codes.

¢ Since the "history of periodontitis” determination requires a periodontal freatment or
maintenance visit recorded with dental procedure codes, adults who are enrolled but
do not have a claim in any of the prior three years will not have sufficient information
to be included in the measure.

e |dentification of edentulous adults is determined based on CDT codes indicating
complete dentures. Completely edentulous adults with incomplete claims data will not
have sufficient information to be excluded from the measure.

While the above are limitations, the intent of this PROCESS measure is to seek to understand
whether adults who can be positively identified as having a history of periodontitis receive
maintenance care. The denominator population is not infended to identify the universe of
patients with periodontitis; rather, it is designed to identify a reliable sample for quality
measurement.

Measure Implementation Limitations using Medicaid Claims Data:

Implementation of this measure using Medicaid claims data is challenging due to variations in
adult benefits coverage generally and limited periodontal benefits specifically. Measure users
should understand the extent of benefits coverage and implications for measurement in the
specific Medicaid program(s) before implementing this measure. Any reporting of this measure
for Medicaid programs should be accompanied by a description of adult dental benefits
coverage.

MEASURE CALCULATION
DENOMINATOR

1. Check if the subject meets age criterion at the last day of the reporting year:
a. If subjectis >=30 years at the last day of the reporting year, then proceed to next step.

b. If age criterion is not met or there are missing or invalid field codes (e.g., date of birth),
then STOP processing. This subject is not included in the denominator.
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2. Check if subject is contfinuously enrolled for the reporting year (12 months) with a single gap
of no more than 31 days.

a. If subject meets confinuous enroliment criterion, then proceed to next step.

b. If subject does not meet enrollment criterion, then STOP processing. This subject is not
included in the denominator.

3. Checkif subject is eligible for exclusion from the denominator because the subject is
completely edentulous based on meeting criteria in (a) below in the reporting year or in the
three years prior to the reporting year:

a. Subject has complete dentures:

i. [CDT code] = [D5110 or D5130 or D5810 or D5410 or D5512 or D5710 or D5730 or
D5750]

AND

ii. [CDT code] = [D5120 or D5140 or D5811 or D5411 or D5511 or D5711 or D5731 or
D5&751]

b. If (a)i AND (a)ii are met, then the subject is completely edentulous; remove this subject
from the denominator; STOP processing.

c. If EITHER (a)(i) OR (a)(ii) is NOT met, then proceed to the next step.

4. Checkif subject has a history of periodontitis:

a. If subject has a [CDT Code] = D4240 or D4241 or D4260 or D4261 or D4341 or D4342 or
D4910 in any of the three years prior to the reporting year, then include in denominator.
b. If not, then STOP processing. This subject is not included in the denominator.

Note: There is no minimum enroliment criterion during the 3 years prior to the reporting year. The
identification of complete edentulism (Step3) and past history of periodontitis (Step 4) includes a
3-year “look back” period for available claims. The reporting year remains a single year and is
the only year during which minimum enrollment length must be verified.

YOU NOW HAVE THE POPULATION ELIGIBLE FOR INCLUSION IN THE DENOMINATOR AFTER
EXCLUSIONS (DEN)

ATTRIBUTION OF DENOMINATOR-ELIGIBLE PATIENTS TO PRACTICES & CLINICIANS

*#* Note: Oral evaluation codes (D0120, DO150, D0180) are used only for attribution. The
denominator population includes those patients with a history of periodontitis who meet the age
and enrollment criteria. Only after this population is identified are oral evaluation codes used as
part of the attribution logic to assign patients to practices or clinicians for measurement
purposes. If a patient does NOT have an oral evaluation code, that person should be retained
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in the denominator-eligible population and will be attributed to practices/clinicians based on

“history of periodontitis” codes.***

5. Attribute subject to all practices that provided any “history of periodontitis” code or any
periodic/comprehensive/periodontal oral evaluation code in the year prior to the reporting

year:

a.

b.

Assign subject to the *unique TIN* associated with each practice that performed any of
[CDT CODE] = [D4240 or D4241 or D4260 or D4261 or D4341 or D4342 or D4910 or DO120
OR D0150 OR D0180] during the year prior to the reporting year (>12 months AND <=24
months prior to end of reporting year).

Include in Denominator for the practice.

6. Attribute subject to all clinicians that provided any “history of periodontfitis” code or any
periodic/comprehensive/periodontal oral evaluation code in the year prior to the reporting

year:

a.

b.

Assign subject fo the * unique RENDERING PROVIDER NPI* associated with each
clinician that performed any of [CDT CODE] = [D4240 or D4241 or D4260 or D4261 or
D4341 or D4342 or D4910 or DO120 OR DO150 OR D0180] during the year prior fo the
reporting year (>12 months AND <=24 months prior to end of reporting year).

Include in Denominator for the clinician.

Note: In Steps 5 and 6, all claims with missing or invalid CDT CODE, missing or invalid
TIN/rendering provider NPI should not be included in the denominator.

YOU NOW HAVE THE PRACTICE-SPECIFIC AND CLINICIAN-SPECIFIC DENOMINATORS (DEN)
NUMERATOR

7. Among the subjects in the practice and in the clinician denominators, respectively: check if
subject received at least 2 periodontal maintenance/oral prophylaxis visits with any practice
or any clinician during the reporting year. There should be at least two unique dates of
service when periodontal maintenance or oral prophylaxis service was provided:

a. If [SERVICE CODE] =D1110 OR D4910; AND

b. If [DATE OF SERVICE 1] during reporting year (<=12 months prior to end of reporting
year); AND

c. If [DATE OF SERVICE 2] during reporting year (<=12 months prior to end of reporting
year); AND

d. [DATE OF SERVICE 1] # [DATE OF SERVICE 2], then include in Numerator; proceed to
next step.

e. If the criteriain all (a) — (d) are not met, then STOP processing. This subject is already
included in the denominator but will not be included in the numerator.

17 | Page

2024 American Dental Association on behalf of the Dental Quality Alliance (DQA)®©. All rights reserved.



Notes:
e Visits with D4910 and D1110 services should be counted in the numerator regardless of
the clinician or practice that actually provided the service.
e No more than one periodontal maintenance or oral prophylaxis service can be
counted for the same member on the same date of service.

YOU NOW HAVE THE PRACTICE-SPECIFIC AND CLINICIAN-SPECIFIC NUMERATORS (NUM)

8. Report:
a. Number and percent of age-eligible and enroliment-eligible patients excluded

b. Number of patients in practice-specific and clinician-specific denominators after
exclusions

Number of patients in practice-specific and clinician-specific numerators

Measure rate specific to each practice and to each clinician (NUM/DEN)

***Reliability of the measure score depends on the quality of the data elements that are used to
calculate the measure. The percentages of missing or invalid data for each data element used
to calculate the measure must be investigated prior to measurement. Data elements with high
rates of missing or invalid data will adversely affect the subsequent counts that are recorded. A
low-quality data set may result in measure scores that are not reliable ***
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Appendix 2: Practice and Clinician Level Measure
Score Histograms

This appendix visually represents the distribution of the measure scores for each data partner at
the practice and clinician levels using histograms. The horizontal axis is the same in all of the
figures and represents the measure score ranges in 10% increments. The vertical axis represents
the number of practices (or clinicians) falling within each measure score range. Thus, the first
column in each chart shows the number and percent of practices with rates of 10% or less, the
second column shows the number and percent of practices with rates in the range 10%-20%,
and so forth. To illustrate the interpretation, 23% of Data Partner 1 practices had measure scores
in the range of 70% to 80% (Figure A2-1).

Practice-Level Histograms

Figure A2-1. Practice-Level Measure Score Histogram for Data Partner 1, Commercial
(n=2,543 practices with denominator>=100)
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Figure A2-2. Practice-Level Measure Score Histogram for Data Partner 2, Commercial
(n=7,729 practices with denominator>=100)
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Note: Data Partner 2 did not have enrollment information available. As a proxy, at least one
dental visit was required in the reporting year to ensure the patient was sfill active in the
database.

Clinician-Level Histograms

Figure A2-3. Clinician-Level Measure Score Histogram for Data Partner 1, Commercial
n=2,402 clinicians with denominator>=100)
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Figure A2-4. Clinician-Level Measure Score Histogram for Data Partner 2, Commercial
(n=7,037 clinicians with denominator>=100)
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Note: Data Partner 2 did not have enrollment information available. As a proxy, at least one
dental visit was required in the reporting year to ensure the patient was sfill active in the
database.
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Appendix 3: Evidence Review by ADA Science and
Research Institute

Periodontal Maintenance Recall

A systematic review of existing literature to determine the ideal time gap between visits for
periodontal maintenance(1) indicates that the interval between 3 to 6 months is the primary
outcome. Shorter periodontal maintenance intervals (3-6 months) favored more teeth
retention(2,3). Although the data on an ideal interval for maintaining periodontal health is
inconclusive(1,4), it seems reasonable to suggest that individualized maintenance intervals
(ranging from 3-6 months) should be established based on the stage (I, II, lll, or IV)* and grade
(A, B, or C)** of the disease and the patient's systemic condition. Patients with stage | and I
periodontitis who exhibit a slow to moderate rate of progression (grades A and B) may follow
maintfenance appointments every é months. However, stage lll and IV periodontitis patients,
smokers, diabetic patients, and those with a rapid rate of progression (grade C) should follow a
shorter maintenance interval of 3-4 months. It is also vital to note that diabetic patients must
maintain confrolled glycemic levels, and active smokers should be encouraged to quit smoking.
These steps may improve tooth survival over fime, although they cannot immediately reverse the
consequences of smoking(4).

* Periodontitis Stage I: Initial. Periodontitis Stage Il: Moderate. Periodontitis Stage lll: Severe with
potential for tooth loss. Periodontitis Stage IV: Severe with potential for loss of all the teeth.

** |f Bone Loss/Age is between 0.25 and 1.0, the diagnosis is Grade B periodontitis. If less than
0.25, the diagnosis is Grade A periodontitis: if higher than 1.0, the diagnosis is Grade C
periodonfitis.

1. Farooqi OA, Wehler CJ, Gibson G, Jurasic MM, Jones JA. Appropriate Recall Interval for
Periodontal Maintenance: A Systematic Review. J Evid Based Dent Pract. Dec
2015;15(4):171-81. doi:10.1016/].jebbdp.2015.10.001

2. Costa FO, Lages EJ, Cota LO, Lorentz TC, Soares RV, Cortelli JR. Tooth loss in individuals under
periodontal maintenance therapy: 5-year prospective study. J Periodontal Res. Feb
2014;49(1):121-8. doi:10.1111/jre. 12087

3. Checchi L, Montevecchi M, Gatto MR, Trombelli L. Retrospective study of tooth loss in 92
treated periodontal patients. J Clin Periodontol. Jul 2002;29(7):651-6. doi:10.1034/j.1600-
051x.2002.290710.x

4, Carvalho R, Botelho J, Machado V, et al. Predictors of tooth loss during long-term
periodontal maintenance: An updated systematic review. J Clin Periodonfol. Aug
2021;48(8):1019-1036. doi:10.1111/jcpe.13488
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Appendix 4: Public Comments

COMMENT SUBMITTED
BY

The Academy of General Dentistry (AGD) appreciates the opportunity to Academy

provide comment in response to the Dental Quality Alliance’s (DQA) request of

for feedback on the Interim Reports 4 and 5, the Claims-Based Starter Set General

Measure Care Continuity for Children and the Claims-Based Starter Set Dentistry

Measure Periodontal Maintenance for Adults with Periodontitis.

Members of AGD's Dental Practice Council conducted their review of both
documents in consultation with Dr. Ralph A. Cooley, AGD's representative to
the DQA.

AGD commends the DQA for its ongoing commitment to developing quality
measures that benefit practitioners and supplant invalid measures that may
be used to unfairly evaluate consistency of care. Before detailing our
specific comments to Interim Reports 4 and 5, we must express two over-
arching concerns:

1. The potential application of practice and/or clinician level measures,
which may be developed by external entities, for inappropriate
purposes, such as influencing treatment plans and/or limiting provider
reimbursements; and

2. The possibility that external entities, including third party payers, may
aftempt to use invalid practice and/or clinician level measures to
evaluate dentists’ performance. Valid quality measures must meet
standards of feasibility, reliability, validity and usability: this may not
always be the case with measures adopted by third party payers.

Regarding Report 5: Claims-Based Starter Set Measure Periodontal
Maintenance for Adults with Periodontitis

AGD recognizes that the description of this measure relates to the
“Percentage of enrolled adults aged 30 years and older with a history of
periodontitis who received a periodontal maintenance OR oral prophylaxis
visit at least 2 times during the reporting year.” The report details the results of
testing the measure relating to periodontal maintenance for adults with
periodontitis at both the practice and the clinician level and that it
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recommends including this measure in a starter set of claims-based
measures for reporting at those levels.

As was the case with the previous report, this report relied on claims data to
assess feasibility, which necessitated the use of both a payer database and
a third party claims aggregator’s commercial database involving multiple
states. As was reported — and would be expected - testing with Medicaid
claims was challenging due to variations in adult benefits allowed in each
state and, as a result, that data was not utilized. We note that the reporting
year was 2019 with a look back to 2016-2018 to confirm a history of
periodontitis and that edentulous patients were excluded from the
collection of dafta.

AGD notes that the report confirms that it's possible for a single patient to
receive periodontal freatment in more than one practice. This is appropriate
since, in most cases, the general dentist makes the initial diagnosis and then
can either treat the patient or opt to refer the patient to a periodontist, while
remaining involved in ongoing treatment and serving as the coordinator of
patient care. This position is consistent with AGD policy on the dental home:

2021:315-H-11 “Resolved, that in recognizing that general dentfists provide
the full range of oral health care, coordinating specialty services when
indicated and appropriate, the AGD supports a patienf-centered dental
home led by the general dentfist.

And be it further,

Resolved, that if referral of care is indicated by the general dentist, the
patient should be returned to the referring general dentist (dental home) for
continuation of care.”

We acknowledge that it is appropriate for the report to mention that
limitations of claims-based practice and clinician level exist because this
data only represents part of the patient family of any dentist or dental
practice. AGD agrees that any reporting of measure scores using claims
data should recognize that the payer subset of the practice’s or clinician’s
pafients may not reflect the overall performance of the practice or clinician,
parficularly when the payer covers only a small percentage of the
practice’s or clinician’s patients.

AGD appreciates the workgroup's statement emphasizing the importance
of having all critical data elements required for the measure and following
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the measure specifications as written to ensure that reliable and valid
measurements are available to be used for comparisons between enfities
and over time.

Therefore, AGD agrees with the DQA workgroup's conclusion that the
measure detailed in this report may appropriately be used to guide
improvement through identifying performance gaps in a practice setting.

In Conclusion

The Academy of General Dentistry, on behalf of its 40,000 members,
appreciates the opportunity to provide feedback. We welcome continued
participation in the DQA on behalf of the profession and the patients our
members serve.

National Network for Oral Health Access (NNOHA) has been providing National
comprehensive oral health training and technical assistance to safety-net Network for
oral health programs for over thirty years. Our training and support resources, Oral Health
which extend beyond our 5,400 members, are available to all safety-net Access
programs across the country through NNOHA's welbsite, webinars, (NNOHA)

conferences, and learning collaboratives. In 2023, more than 1,300
community health centers employed or contracted with over 20,000 oral
health professionals to provide services to over 6.3 million patients. On behalf
of underserved communities across the United States, NNOHA is pleased to
submit the following comments on the DQAs Interim Reports on the Practice
and Clinician Level Claims-Based Measures for Care Continuity for Children
and Periodontal Maintenance for Adults with Periodontitis.

NNOHA commends the DQA for the scientfific rigor and commitment
demonstrated in the development and testing of these measures. The
ongoing effort to create practice and clinician-level dental quality measures
is crucial. Both practice and clinician-level, as well as plan and program-
level measures, are essential for a comprehensive understanding of
healthcare systems. They complement each other by driving improvements
in clinical practice and healthcare management. Claims data atf the
practice and clinician-level provide practitioners with access to data that
may not be available when reported at the plan or program level. This data
allows practices and clinicians to identify opportunities for improvement, at
least for the segment of their patient population enrolled in the plan.
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Commercial claims typically represent insurance provided by private
entities, often linked to employment or purchased individually, and are
focused on a generally healthier population. Medicaid claims, in contrast,
are tied to a public program designed fo provide health coverage for low-
income and vulnerable populations, with eligibility based on income and
other factors. Understanding these differences is crucial for accurately
interpreting healthcare data, planning interventions, and making informed
policy decisions that address the needs of diverse populations.

We understand the need to use CDT codes as a proxy for the diagnosis of
periodontfitis in the interest of feasibility for the near term. However, we hope
that this will not deter the DQA from pursuing data based on ICD coding for
improved diagnosis with specificity related to disease severity, location and
onset. Payers are poised to require diagnostic codes if we all are to move
from documentation for billing fo documentation for quality and outcomes.
Especially in the context of periodontitis, diagnostic codes would provide
greater insight into the disease burden, progression, and freatment
effectiveness. With proper diagnostic coding, oral prophylaxis would not be
counted as periodontal maintenance

The Periodontal Maintenance for Adults with Periodontitis measure is also a
valuable tool for improving the quality of periodontal care at both the
practice and clinician levels. Its strengths lie in its alignment with clinical
guidelines, its feasibility and reliability in real-world settings, and its ability to
identify significant gaps in care. However, its reliance on claims data and
the associated limitations, particularly in identifying patients with periodontitis
and in applying the measure across different Medicaid programs, suggest
that it should be used with caution. To maximize its effectiveness, the
measure could benefit from enhancements that address these limitations,
such as infegrating addifional data sources to improve patient identification
and providing clearer guidance on how tfo interpret performance variability.
Additionally, to provide further insight into the infensity of periodontal
maintenance, the measure could include additional numerators for the
number of patients with three and four periodontal maintenance visits.
Despite these challenges, this measure represents a significant step forward
in promoting regular periodontal maintenance and improving outcomes for
adults with periodontitis.
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On behalf of our membership, we thank you for the opportunity to comment
on the DQA Practice and Clinician Level Claims-Based Starter Set Measures:
Care Continuity for Children and Periodontal Maintenance for Adults with
Periodontitis.
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