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Chapter

Building a Dental Home Network
for Children with Special Health
Care Needs

Mark DeRuiter, Jeffrey Karp and Peter Scal

Abstract

Children with special health care needs (SHCNs) live in all communities. They
present with a diverse group of diagnoses including complex chronic conditions and
diseases; physical, developmental, and intellectual disabilities; sensory, behavioral,
emotional, psychiatric, and social disorders; cleft and craniofacial congenital
disabilities, anomalies, and syndromes; and inherited conditions causing abnormal
growth, development, and health of the oral tissues, the teeth, the jaws, and the
craniofacial skeleton. Tooth decay, gum disease, dental injuries, tooth misalign-
ment, oral infections, and other oral abnormalities are commonly seen or reported
in the health history of children with SHCNs. Nationally, dental and oral health
care ranks as the second most common unmet health need, according to the most
recent National Survey of Children with Special Health Care Needs. The State of
Minnesota does not have enough dental professionals prepared to meet the demand
for care. Asaresult, children with SHCNS either go untreated or receive inadequate
services resulting in treatment delays, the need for additional appointments, poor
management of oral pain and dysfunction, adverse dental treatment outcomes
and/or a lack of appropriate referrals to needed specialists. Research suggests
children with SHCNS are best served when assigned to dental homes where all
aspects of their oral health care are delivered in a comprehensive, interdisciplin-
ary, and family-centered way under the direction of knowledgeable, experienced
dental professionals working collaboratively with an array of allied health, medical
professionals, and community partners. An interdisciplinary team consisting of
a pediatric dentist, pediatric physician, and speech-language pathology innova-
tor collaborated to advance current and future dental providers’ knowledge and
comfort in providing care for children with SHCNs and was accepted into the
Clinical Scholars program. Their interdisciplinary collaborative team project was
named MinnieMouths and included the following six methods or critical endeavors
to ensure success: 1. Development of a project ECHO site focused on advancing care
for children with SHCNS. 2. Creation of a 28-participant web-based professional
network of current dental, community health liaisons, family navigators, and
medical health providers. 3. Establishment of a 32-participant web-based interface
of dental and medical students and residents, including new-to-practice dental
providers. 4. Launching an annual conference focused on advancing oral health
care for children with SHCN. 5. Build a toolkit aimed at allowing dentists and future
leadership teams to launch dental home networks focused on children with SHCN.
6. Building a Dental Homes Network Field Guide for Providers who attended our
first in-person conference. Findings from the MinnieMouths project suggest that
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development of peer networks to advance dental homes for children with SHCNs
has merit. Network participants gained skills in collaborating with a range of health
care providers, understanding the complexities of working within and among
health and dental care systems to coordinate care, and the need to better under-
stand and advocate for a more robust medical and dental reimbursement program
when launching dental homes for children with SHCN.

Keywords: health care, special needs, dental, oral, dental home, teleECHO, network,
clinics, education, toolkit, telementoring

1. Introduction

Today’s literature supports a growing need for specialized care and dental homes
for children with special health care needs (SHCN). As the rate of children with
SHCNs grows, the number of highly qualified oral health care providers who are
available to care for them remains stagnant. As the pool of research grows, many
health care providers and health systems’ leaders understand more fully that oral
health is an integral part of general health and well-being [1]. Creating a network of
oral health care providers and professionals who support the advancement of dental
homes for children with SHCNs has never been more critical.

1.1 Defining the problem

Based on data from the U.S. Census Bureau, approximately 85.3 million
Americans live with a disability, with about two-thirds of those classified with a
disability as having a severe disability [2]. Of the 85.3 million living with a disabil-
ity, 12.5 million individuals are children [3].

The American Academy of Pediatric Dentistry defines special health care needs
as “any physical, developmental, mental, sensory, behavioral, cognitive, or emo-
tional impairment or limiting condition that requires medical management, health
care intervention, and use of specialized services or programs.” Conditions may be
developmental, congenital, or acquired through disease, trauma, or environmental
causes and may impose limitations in performing daily self-maintenance activities
or substantial limitations in a significant life activity. Oral and general care for chil-
dren with special needs requires specialized knowledge, as well as accommodative
measures that are beyond routine, increased awareness and attention to specialized
care, and adaptation within the clinical setting [4].

Children with SHCNS are at increased risk for oral diseases throughout their life-
time. Oral diseases have a direct and devastating impact on the health and quality
of life of those with specific systemic health problems or conditions [5]. Research
suggests children with mental, developmental, or physical disabilities who cannot
understand, assume responsibility for, or cooperate with preventive oral health
practices are susceptible to lower overall health outcomes, including long-term oral
health [6].

SHCNs also include disorders or conditions which manifest only in the oro-
facial complex. These disorders include amelogenesis imperfecta (unusually
small teeth), dentinogenesis imperfecta (a genetic condition causing discolored
teeth), cleft lip/palate (incomplete fusion of the lip and/or hard/soft palate), and
arange of additional health concerns. While these patients may not exhibit the
same physical or cognitive limitations of other patients with SHCN, their needs
are unique, impact their overall health, and require oral health care of a special-
ized nature.
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As improvements in medical care afford children with SHCNs a longer, healthier
lifespan, many formerly acute and fatal diagnoses have become chronic and man-
ageable conditions. Unfortunately, a subset of healthcare organizations, including
dental offices, are not prepared for a large pool of uniquely challenged patients.

The Americans with Disabilities Act (ADA) defines the dental office as a place of
public accommodation [7] meaning that all individuals must be afforded physical
access to care, including wheelchair ramps and designated parking spaces. Failure

to accommodate patients with SHCNS is not only discriminatory but also a violation
of federal and state law. Thus, oral health professionals and the systems that support
care are obligated to be familiar with these regulations to ensure compliance. While
dental offices have developed new models to provide care to children with SHCN,
the initial education, ongoing training, and financial reimbursement provided to
practitioners impacts access to care.

Optimal health of children is more likely to be achieved with access to full health
care benefits. Families and those adults caring for children with SHCNs pay greater
out of pocket amounts and have higher expenditures in general than those families
without special needs children. Research suggests that financial limitations and
reimbursement rates are cited as the most common barriers to medically necessary
oral health care for children with SHCNS. Insurance plays a vital role for families
with children with SHCN, but it still provides incomplete protection [8]. Because of
the unmet dental care needs of individuals with SHCN, emphasis on a dental home
and comprehensive, coordinated services should be established, including essential
insurance coverage and explicit financial support [9].

Limitations in oral health care do not typically end as children with SHCNs reach
adulthood. Health insurance and oral care benefits coverage may actually become
even more restrictive [10]. Data find that many individuals with SHCNSs rely on
government funding to pay for medical and dental care. Research also suggests
these same individuals lack adequate access to private insurance for general and
oral health care services. This lack of preventive and timely therapeutic care may
increase the need for costly care and exacerbate systemic health issues later in
life [10].

Nonfinancial barriers such as psychosocial, structural, cultural considerations,
priorities, and transitions to care as adults have a negative impact on access to oral
health care among children with SHCN [11]. Psychosocial factors associated with
access for patients with SHCNSs include reduced understanding or misguided oral
health beliefs and norms, as well as likely negative past dental experiences for
patients, caregivers and/or family members. Access to transportation, reduced
school attendance thereby affecting absence policies and truancy issues, actual
and perceived discriminatory treatment, and limitations in the number of avail-
able appointment slots within dental offices for those who have Medicaid coverage
are documented structural barriers [10]. Priorities and attitudes also serve as
impediments to oral care. Parents and medical providers’ limited knowledge may
hinder children with SHCNSs from securing preventive dental care [12]. Moreover,
many families determine that their child’s more critical health conditions need
to take precedence over oral health [13]. Lastly, in a survey of U.S. and Canadian
dental schools, data also revealed that pediatric dentists expressed concerns about
decreased access to oral health care and dental homes for patients with SHCNs
during their transition to adulthood. Transitioning to a dentist who is knowledge-
able and comfortable with adult oral health care among patients with SHCNs is
difficult [14].

Findings suggest children and adults with SHCN who have a dental home and
consistent care provided by trained oral health professionals are more likely to
receive appropriate preventive and routine care. The dental home model allows
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for individualized preventive oral health practices and reduces the child’s risk of
preventable dental and oral disease [15]. Building a community network of oral
and other health professionals committed to making dental homes for children
with SHCN is essential. Given the limited financial resources, known barriers, and
concerns regarding care transition to adulthood, there is a demonstrated need for a
more extensive body of trained professionals.

2. Wicked problem impact project (WPIP) description

Data clearly show that children with SHCNs would benefit from a dental home
where all aspects of their oral health care can be delivered in a comprehensive, con-
tinuously accessible (including into adulthood), coordinated, culturally competent,
interdisciplinary, and family-centered way under the direction of knowledgeable,
experienced dental and associated professionals who are comfortable and compe-
tent to address their patients’ unique dental and oral health treatment needs [16].
We hypothesize that dental and other health care professionals, along with commu-
nity health workers and interested family members, will embrace the dental home
concept and participate in a community-based effort to not only improve dental
care for children with SHCNSs but also work to build a sustainable program.

Sadly, Minnesota, like most states, does not have enough dental professionals
able and ready to meet the dental and oral health demands of its population. As a
result, children with SHCNs either go untreated or are subjected to disorganized
handoffs between pediatric healthcare professionals, general dentists, local dental
specialists, and regional tertiary dental centers. Handoffs are a source of unneces-
sary appointments, treatment delays, inadequate management of oral pain and dys-
function, limited or absent referrals to appropriate specialists, and result in negative
dental treatment outcomes. The time has come to support and prioritize a dental
home across the pediatric life course for all children with SHCNs in Minnesota.

Oral health is the 2nd
most common unmet
health need for children
with SHCNs

Minnesota’s workforce is
inadequate to meet the need

Children with SHCNs need us to
expand the interprofessional oral
health workforce and associated
clinical supports

Specifically important to improve
organization and communication
amongst the health care team and with
families

Figure 1.
Visual representation of Oval health wicked problem for children with special health care needs.
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Dental care is the second most common unmet need for children with SHCNs
[17]. The numbers are alarming. Minnesota has about 180,000 children with
SHCNSs, and our best estimates are that there are 103 pediatric dentists, with
approximately 16 more in training in the state, to care for them.

As altruistic as they may be, oral health care providers often find themselves
lacking knowledge, techniques, and networks to simultaneously manage the
dental, medical, and behavioral aspects of care for children with SHCNs. Dentists
frequently refer pediatric patients and patients with complex conditions to the
University of Minnesota’s pediatric dental clinic—one of only 3 hospital-based
clinics in the state. Figure 1 provides a graphic description of our wicked problem.

3. Methods
3.1 Background and context

The goal of the MinnieMouths project was to build interdisciplinary dental
homes for children with SHCNS to provide quality care within communities where
families live and thrive and capture the process so others could replicate our efforts
in their communities. Our intervention incorporated principles from Project ECHO
(Extension for Community Healthcare Outcomes), a model for lifelong medical
learning and collaborative practice that links primary care physicians with specialist
care teams to deliver quality treatment to patients with complex chronic conditions.
The ECHO model is recognized nationally and internationally and was selected as
one of the top solutions in the MacArthur Foundation 100&Change competition.
The ECHO Institute at the University of New Mexico has established a process for
groups to start or replicate the program and train in methods important to imple-
menting an ECHO project. There is no fee for becoming a replication partner or to
start an ECHO program.

Project ECHO breaks down the walls between specialty and primary care. It
links expert specialist teams at an academic ‘hub’ with primary care clinicians in
local communities who are the ‘spokes’ of the model. Together, they participate
in regular sessions called clinics, which are like virtual grand rounds, and include
mentoring and patient case presentations. The clinics are supported by teleconfer-
encing technology. During the clinics, healthcare providers from multiple sites have
educational sessions, share information, present patient cases, discuss new develop-
ments relating to their patients, and review treatment options and determine plans.
(https://echo.unm.edu/about-echo/model/).

3.1.1 MinnieMouths infrastructure

The University of Minnesota was certified as our ECHO replication site and was
also a source for some of our content experts such as pediatric dentists, pediatri-
cians, psychologists, and other professionals with expertise in caring for children
with SHCNs. The Minnesota Academy of Pediatric Dentistry facilitated access to
Minnesota’s pediatric community from which we could draw content experts. As
our work unfolded, we also drew upon the expertise of experts across the country.

The MinnieMouths project team consisted of 1) the Clinical Scholars-enrolled
leadership team of Peter Scal, MD, MPH (pediatrician); Mark DeRuiter, PhD, MBA
(audiologist), and Jeffrey Karp, DMD, MS (pediatric dentist), and non-Clinical
Scholars community-based extended team members: 2) a family navigator; family
navigators are parents of children with SHCNs trained to partner with health care
providers and community leaders, and 3) two Community Health Workers.



Leading Community Based Changes in the Culture of Health in the US - Experiences...

Our final piece of infrastructure was the establishment of video capabilities in
the communities and practices of core participants, enabling them to participate
in teleECHO clinics, not to see actual patients but to have structured educational
sessions, receive information on forming community-based dental homes for children
with SHCNS, discuss barriers and ways to overcome them, present and learn from
case studies, and discuss best and emerging practices among all participants.

3.1.2 Approach

We pursued several methods in four phases to build a dental home network
within Minnesota and beyond.

3.1.2.1 Start-up phase

Our initial step in planning the development of a dental homes network focused
on children with SHCNs was to meet with diverse stakeholders across Minnesota
and throughout the country to understand gaps in care, community knowledge, and
provider confidence in providing care to children with SHCNs. Our formative meet-
ings consisted of open-ended discussions with parents of children with SHCNS,
family advocacy and health non-profits, pediatric healthcare providers, state-
appointed leaders in developmental and physical disabilities, dental professionals
(including many pediatric dentists), private dental insurance and government-
supported Medicaid plan administrators, academicians working in interdisciplinary
health team environments, and leaders of health professional associations. The
team analyzed findings from our stakeholder conversations and developed a Driver
Diagram, available in the Toolkit for Building a Dental Home Network for Children
with Special Health Care Needs.

One of our early actions was to establish a Project ECHO replication site at
the University of Minnesota’s School of Dentistry. To our knowledge, this was the
first Project ECHO site focused on dental care needs of children with SHCNs. In
keeping with the Project ECHO model, the MinnieMouths project did not provide
direct care to patients but instead provided front-line clinicians with the knowledge
and support they needed to manage patients with complex conditions within the
patients’ communities, dramatically increasing access to the specialized dental care
required by children with SHCNs. The leadership team also partnered with the
University of Minnesota Continuing Dental Education (CDE) program who sup-
ported our efforts by drafting an online and social media presence, providing out-
reach materials, and planning network events that introduced the MinnieMouths
project to a range of oral health professionals, and managing providing continuing
education credits to participants and speakers.

We analyzed the current status of dental homes capacity within Minnesota and
nationally, conducted a literature review, and refocused our project hypothesis.

To ensure we understood the concepts of Project ECHO, the leadership team
completed Project ECHO training and patient tracking management through the
American Academy of Pediatrics. Next we determined suitable partners for our
long-term project. We selected and contracted with Family Voices of Minnesota for
our Family Navigators and the Minnesota Community Health Worker Alliance for
Community Health Workers.

We extended invitations to 10,000 licensed professionals throughout Minnesota
via LinkedIn, Facebook, personal connections, and a MailChimp email campaign to
establish a viable group of core participants at the community level. Our goal was to
recruit a minimum of 25 professionals who were interested in improving oral health
care services for children with SHCNs and could/would attend monthly teleECHO
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clinics via videoconference links. Simultaneously, we prepared curricula, lined
up content experts for the teleECHO clinics, and invited interested healthcare
providers and stakeholders to participate as guest attendees and presenters.

3.1.2.2 Phase 1: practicing clinicians

In Phase 1, we targeted practicing providers to participate in a pilot Peer
Telementoring Network using the teleECHO clinics model from Project ECHO. We
launched an interdisciplinary telementoring and case-based learning network with
monthly teleECHO clinics to educate dental professionals and health care providers
about establishing dental homes for children with SHCNs within their communities.
We integrated community health workers (CHWs) and family navigators into the
network to provide insights on cultural competency, family communications, and
unique approaches to delivering care within underserved communities. A typical
teleECHO clinic included a guest presentation related to barriers in providing care and
dental homes for children with SHCN, two case studies, a robust discussion among
the attendees regarding the cases and barriers presented, and a conversation regarding
resources available to mitigate common obstacles. Once we completed the series of
monthly teleECHO clinics, we evaluated the results and began planning for Phase 2.

Figure 2 shows the interdisciplinary network of health care providers who
engaged in Phase 1. Note that Phase I had a higher percentage of dental providers,
seasoned practitioners who gave informal input on the structure of the ECHO
sessions and telementoring in general.

3.1.2.3 Phase 2: next generation scholars

Phase 2 was similar to Phase 1 in that we launched a second interdisciplinary
Project ECHO telementoring and case-based learning network via monthly teleECHO
clinics, this time focused on educating future and new-to-practice dental students and
residents, medical students and residents, and new-to-practice dental and medical
professionals. The goal of Phase 2 was to expand young scholars’ desire and ability to
establish dental homes for children with SHCNs within their future or new-care prac-
tices. Family navigators were again integrated into the teleECHO clinics to provide
insights on cultural competency, family communications, and unique approaches to
delivering care within underserved communities. Each clinic included a presentation
related to barriers and ideas in providing care and dental homes to children with

Family Navigators
Community Health Workers 10%
5% Pediatric & General
Dentists
65%

Dental Therapists
& Hygienists
10%

Pediatricians
5%
25 peer mentors

Figure 2.
Interdisciplinary network of healthcare providers (by percent) who engaged in phase I.
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Project Leaders New to Practice
9% Dentists

Family Navigators 16%

Dental Hygienists & New to Practice

Therapists:
Professionals &
Students
9%

Pediatricians
3%

Allied Health
Professionals
& Students
13%

Dental & Medical
Residents
22%

32 peer mentors

Figure 3.
Percentage of different providers-in-training who attended teleECHO clinics in phase 2.

SHCNSs, one case study, a robust discussion among the attendees regarding the cases
and barriers presented, and a conversation regarding resources available to mitigate
common obstacles. We repeated the cycle of teleECHO clinics, and at the close of
the cycle, we again evaluated perceptions of the participants and made plans for the
future and for sustainability of the dental homes program.

Figure 3 provides the percentage of different providers-in-training who
attended the ECHO sessions.

3.1.2.4 Sustainability phase

Based on findings of the two phases and related research, the leadership team
developed a conference focused on building dental homes for children with SHCNS.
The conference aimed to expand the network of providers who see the merit in
establishing dental homes within their communities, including rural and under-
served communities. The meeting included an overview of the national landscape,
essentials for expanding the Project ECHO program, critical insights from parents
of children with SHCNs, and a presentation of non-profits and organizations that
serve children with SHCNs and have the interest in collaborating with providers.

In addition, we built a Dental Homes Network Field Guide for Providers (avail-
able to those who attended our in-person conference), a Toolkit for Building a
Dental Home Network for Children with Special Health Care needs, disseminated
project findings online through professional networks, communicated with the
nearly 18,000 professionals who view the Continuing Dental Education website
each month, established a Telementoring Study Club, and initiated efforts to update
and modernize dental provider directories to enable easy identification of providers
who serve children with SHCNs.

4. Results
4.1 Start-up
* Established our team’s infrastructure, built the project team, and in conjunc-

tion with the ECHO Institute at the University of New Mexico, established
the School of Dentistry at the University of Minnesota as a Project ECHO
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replication, the first project ECHO site focused on oral health care for children
with special healthcare needs

* Established continuing dental education credits program for various
participants

* Analyzed the current status of dental homes capacity within Minnesota and
nationally, conducted a literature review, and refocused our project hypothesis

4.2 Phase 1: practicing clinicians

* Conducted 7 monthly teleECHO clinics involving 28 core participants, parents
of children with SHCN, policy influencers, and mentors

* Evaluated treatment, case management infrastructure, and clinical outcomes
of ~14 children with SHCNs presented during TeleECHO clinics

* Awarded 180 Continuing Education Units to participants

* Launched a Facebook group to provide a social environment for core partici-
pants to meet and engage professionally

* Gauged initial impact of our wicked project idea against the prevailing knowl-
edge found in literature

* Evaluated perceptions of practicing clinicians to assess change in knowledge
and comfort in providing oral health services for children with SHCNs

4.3 Phase 2: next generation clinicians

* Launched teleECHO clinic focused on preparing and mentoring new-to-prac-
tice providers, and students: dental, dental hygiene, dental therapy, as well as
dental and medical residents (Next Generation Scholars) to better understand
oral health care for children with SHCNs

¢ Recruited and trained 32 Next Generation Scholars
¢ Conducted 11 clinics

* Evaluated treatment, case management infrastructure, and clinical outcomes
of ~10 children with SHCNs presented during clinics

* Evaluated perceptions of Next Generation Scholars to assess change in knowl-
edge and comfort in providing oral health services for children with SHCNs

* Initiated planning for May 2019 conference focused on providing oral health-
care for children with SHCNs

4.4 Sustainability phase

* Evaluated project and project participants’ perceptions of the ongoing need for
dental home engagement efforts

* Re-engaged stakeholders in long-term planning
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* Distributed project findings (See below section on outcomes)

* Engaged additional family navigators to expand the reach of oral health educa-
tional materials and awareness of dental home network into communities

* Developed learning experiences for Next Generation Scholars to spend time
with children with SHCNSs in their homes, schools, and during care pro-
vider visits

* In April 2019, established the Telementoring Study Club, an optional, informal
case-based discussion open to students, residents, and practicing clinicians
across health disciplines

* Initiated project to update and modernize dental provider directories in
the state, with an emphasis on being able to identify clinicians who provide
services for children with SHCNs

* Hosted May 2019 conference focused on providing care for children with
SHCNs, including four marquee speakers, scholar presentation posters, a
parent panel, and an overview of the next phase of our project

* 193 people attended the 2019 Conference which met our expectations

* Launched toolkit of information focused on expanding dental homes
for children with SHCNSs, with essentials of reimbursement as one ele-
ment of this offering; toolkit can be found [https://clinicalscholarsnli.org/
community-impact]

180 Free Continuing Education Credit Hours Awarded
December 2017 to June 2018
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Figure 4.
Number of continuing dental education units awarded by month in phase I of the project.
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4.5 Outcomes

Multiple measurable outcomes resulted from our work; here we report on two
we consider important: points of contact and continuing dental education units
awarded. Figures 4 and 5 provide information regarding the number of dental
CEUs awarded in Phases 1 and 2, respectively.

The more than 1500 credit hours awarded in a span of approximately 18 months
demonstrates the strong investment from people who participated in the teleECHO
clinics and those who participated face-to-face.

1,361 Free Continuing Education Credit Hours Awarded
November 2018 to May 2019

1400
1200
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400
200

O
& & & ¢ W
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Figure 5.

Number of continuing dental education (CDE) units awarded by month in phase II of the project [note: May
2019 represents CDE units from initial conference].

47,801 points of contact with the project
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Figure 6.
Points of contact with the project from September 2017 through May 2019.
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We measured our overall points of contact in the project during Phases 1 and
2. Figure 6 provides data on different points of contact we tracked over the time
course of the project.

During approximately 18 months, we recorded more than 47,000 different
points of contact with the community. Contacts included dental providers, allied
health providers, students, and many others. Some of the points of contact were
targeted emails, and others were from Facebook followers and web pages designed
specifically for the project.

5. Discussion

The wicked problem we chose to address is complex and multi-faceted. The
resulting MinnieMouths project had multiple elements and a broad impact. Project
team leaders completed their work in a three-year time period, while maintaining
clinical positions and engaging in leadership training. Work in this project was
specifically designed to be collaborative and interdisciplinary, a way of work that is
time consuming but extremely effective and rewarding in the long run.

Our collaboration with a wide range of providers revealed multiple areas that
must be addressed to realize the vision of a comprehensive dental home network for
children with SHCNS, not only in Minnesota, but also nation-wide.

¢ Providers who care for children with SHCNs (and those who would if condi-
tions changed) are constrained by limited information on insurance reimburse-
ment codes, time management, allowable payments, and other aspects of the
current system of reimbursement.

* Providers have great difficulty in managing the range of co-morbidities and com-
plex cases of children with SHCNs. Training provided to healthcare professionals
must include 1) ways to implement the dental homes concept in local communi-
ties, 2) simultaneous development of medical homes in underserved and rural
communities, and 3) sufficient integration of medical and dental services to allow
for comprehensive care across the life span. An expansion of the current project
could be an exploration of a combined community-based health care dental and
medical home concept for children and adults with special healthcare needs.

* While some oral health and medical care providers have confidence in provid-
ing care to children with SHCNs, many do not. Ensuring providers have access
to no-cost peer networks where they can ask questions, share concerns, and
seek insider tips is essential.

* Families of children with SHCNSs often feel negated in their views regard-
ing oral health care, approaches to providing care for their children, and are
uncomfortable discussing Medicaid and insurance concerns. Organizations
such as Family Voices of Minnesota must continue to work collaboratively with
the care community and insurance groups to address ongoing concerns and
innovations in care provision.

6. Leader learning

The three program leaders found a range of health equity skills to be imperative
when addressing the oral health care of children with SHCNs. Two capabilities that
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stand out among the three leaders include fostering cross-sector collaboration and
strengthening the integration of health services and systems.

The overarching goal of our project was to test whether an interdisciplinary
network of oral health care, medical care, allied health, and community partners
could begin building sustainable dental homes for children with SHCNS, and to
identify aspects that would make the effort successful. Our ability to partner early
and receive training on Project ECHO and its telementoring philosophy provided
a foundation for what we valued throughout the program. We learned that true
cross-sector collaboration occurs only when professionals appreciate each other’s
ideas and recommendations for care, when families’ and community partners’
viewpoints are shared at the beginning of programs and threaded throughout expe-
riences, and when young scholars’ points of views and desire to develop career-long
expertise are regarded as vital.

We learned reimbursement was a common theme and the central challenge
among current and well-intentioned future providers. When faced with the reality
that Medicaid covers most children with SHCNSs, and state and federal funds will,
at best, cover 27 to 42 percent of billed costs, the financial solvency of dentists and
those who support them quickly comes into question. Many oral health care provid-
ers who expressed interest in and have adequate training to provide care to children
with SHCNs are limited by their ability to remain financially solvent in the face of
current reimbursement systems. We found the future of the project and expanding
dental homes for children with special health care needs lies primarily within the
purview of policymakers, insurers, and federal funding sources.

We believe fostering cross-sector collaboration and strengthening the integra-
tion of health services and systems provides fodder for future projects and grants
and requires building relationships with policymakers and funding sources.

7. Toolkit

A comprehensive toolkit can be found at: https://clinicalscholarsnli.org/
community-impact.
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