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Abstract
Objectives: Addressing inequities in oral health care requires identification of
which populations are experiencing performance gaps and the extent of those
gaps. This study used Dental Quality Alliance (DQA) measures to examine varia-
tions in quality by race and ethnicity.
Methods: We used eligibility and claims data for 2018 for children aged <21 years for
state Medicaid/CHIP programs available through the Transformed Medicaid Statisti-
cal Information System. For a subset of states with sufficient data quality, we calcu-
lated DQA measures of utilization of services, oral evaluation, and topical fluoride.
The measures were stratified by race and ethnicity, age, sex, geographic location, and
language. We used bivariate logistic regression to analyze relative disparities.
Results: Variations in measure scores were noted between racial and ethnic groups.
Measure scores were typically lower for non-Hispanic black and American Indian/
Alaskan Native children and higher for non-Hispanic Asian and Hispanic children
compared with non-Hispanic white children. There also was variation in the pat-
terns of disparities between states. More than two-thirds of states had insufficient
race and ethnicity data (>10% missing) to reliably report stratified measure scores.
Conclusions: Because disparities vary by state, each Medicaid/CHIP program should
evaluate variations in care quality in the context of the population it serves. A criti-
cal first step is to improve collection of race and ethnicity. These measurements can
be used to set improvement goals that not only raise quality of care for the popula-
tion overall but also close gaps in performance between racial and ethnic groups.

KEYWORDS
dental care for children, healthcare disparities, Medicaid, quality indicators, health care

INTRODUCTION

The achievement of health equity requires the reduction of
health disparities in healthcare access, quality, and out-
comes. Although there is significant literature documenting
disparities in access to care and in oral health outcomes,
there is a paucity of literature that examines disparities in
oral healthcare delivery quality at a population level. This
is a significant gap because oral healthcare delivery is the
bridge between access to care and outcomes of care. In part,
this is not surprising because systematic, population-based
quality measurement is a relatively recent development in
dentistry. The 2000 report on Oral Health in America

recognized the lack of oral healthcare performance mea-
sures [1], and two Institute of Medicine (IOM) reports a
decade later identified lack of quality measurement as a pri-
mary barrier to improving oral healthcare quality [2,3]. The
2021 report on Oral Health in America contains a much
more robust discussion of quality measurement, noting the
establishment of the Dental Quality Alliance (DQA) by the
American Dental Association (ADA) in response to a
request from the Centers for Medicare and Medicaid Ser-
vices (CMS) in 2008 for a multi-stakeholder group to
develop standardized oral healthcare performance measures
[4]. It has been less than a decade that standardized quality
measures have been available [5,6], and there is a paucity of
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information on how performance on these standardized
measures varies by race and ethnicity.

Improving inequities in oral healthcare requires a clear
identification of which populations are experiencing per-
formance gaps and the extent of those gaps. Quality mea-
sures can be reported by population characteristics to
identify disparities in care—differences in care quality by
such factors as race and ethnicity, gender, geographic loca-
tion, and socioeconomic status. Addressing these dispar-
ities is a critical step on the road toward improving health
equity. We use three DQA measures of utilization of ser-
vices, oral evaluation and topical fluoride for low-income
children enrolled in Medicaid and CHIP public health
insurance programs to examine disparities in oral
healthcare quality by race and ethnicity [7]. States are
required to provide dental benefits to children enrolled in
their Medicaid and CHIP programs. Utilization of Ser-
vices serves as a proxy for access to care; it reflects children
who had some touchpoint with the oral healthcare system
during the reporting year, but it does not provide informa-
tion about the content of the visit. Oral Evaluation iden-
tifies those children who received diagnostic care and
treatment planning and who are more likely to be
established into routine care (vs. problem focused or emer-
gency care). Topical Fluoride identifies those children who
received evidence-based caries prevention. Several system-
atic reviews identify two or more topical fluoride applica-
tions as effective for caries prevention [8–10]. The most
recent of these includes the recently released updated rec-
ommendations from the United States Preventive Services
Task Force, which focused on caries prevention efforts by
medical primary care providers for pre-school aged chil-
dren and, based on the evidence, recommends that medical
primary care providers apply topical fluoride varnish to
the primary teeth of children younger than 5 years [11].

Collectively, these three measures assess access to care
and processes of care that are important indicators of
whether children have a touchpoint with the oral healthcare
delivery system and receive evidence-based care that is posi-
tively associated with improved health outcomes. Both Oral
Evaluation and Topical Fluoride were adopted for inclu-
sion in the 2022 Core Set of Children’s Health Care Quality
Measures for Medicaid and CHIP [12]. The Child Core Set
measures will be required to be reported by all states in
2024 and will be a focal point for Medicaid and CHIP pro-
gram quality improvement initiatives, providing significant
opportunities for addressing oral healthcare disparities.

METHODS

Quality measures calculation

We report on three DQA measures: (1) Utilization of Ser-
vices, Dental and Oral Health Services, (2) Oral Evalua-
tion, and (3) Topical Fluoride, Dental and Oral Health
Services. Utilization of Services measures the percentage of

children who had any service during the reporting year and
includes all dental services (i.e., any CDT code) as well as
oral health services, such as topical fluoride, that may be
provided in medical primary care settings. Oral Evaluation
measures whether children had at least one periodic or
comprehensive evaluation during the reporting year.
Because oral evaluation focuses specifically on diagnostic
assessment and care planning, it is restricted to those ser-
vices delivered by dental providers. Some states allow med-
ical providers to use these CDT oral evaluation codes to
bill for oral assessments and not oral evaluation; conse-
quently, the measure requires that the rendering provider
be classified as a “dental” provider, following the definition
of dental provider in the Code of Federal Regulations [13]
and identified using National Uniform Claim Committee
provider taxonomy codes [14]. Topical fluoride identifies
those children who received evidence-based caries preven-
tion [10], requiring at least two topical fluoride applications
during the reporting year. This measure includes fluoride
application both by dental providers and by non-dental
providers such as pediatricians and other medical primary
care providers, aligned with the clinical guideline recom-
mendations of application by both categories of providers
[9–11]. These measures were calculated following the
detailed specifications from the DQA [7]. The most recent
specifications, effective January 1, 2022, were used.

Data source

We used Medicaid enrollment and claims data for calendar
year 2018 contained within the Transformed Medicaid Sta-
tistical Information System (T-MSIS) [15] Analytic Files
(TAFs) available through a Data Use Agreement from the
CMS. The T-MSIS data contains detailed eligibility and
claims data for Medicaid and CHIP enrollees. Claims data
include professional and facility medical and dental claims.
The ADA Institutional Review Board determined that this
study meets the criteria for exempt research.

Stratification variables to identify disparities

The DQA encourages stratification of its measures by
population characteristics, including race and ethnicity,
and provides guidance for implementing stratifications in
its User Guide [16]. To stratify measures by population
characteristics, the denominator population is divided
into mutually exclusive subsets based on the characteris-
tics of interest, and the rates are reported for each sub-
population. Stratification enables identification of which
populations are being reached with the greatest success
and those for which targeted interventions are needed.
To evaluate variations in quality measure performance
by race and ethnicity, we calculated measure rates for
each of the following sub-populations using the race and
ethnicity categories contained within the T-MSIS data:
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White, non-Hispanic; Black, non-Hispanic; Asian, non-
Hispanic; American Indian/Alaskan Native, non-His-
panic, Hawaiian/Pacific Islander; Multiracial, non-His-
panic; and Hispanic, all races.

We also evaluated variations in quality measure per-
formance by other population characteristics to provide
a broader perspective of disparities in care as well as to
evaluate how patterns in disparities in care may be simi-
lar or different between states across the different char-
acteristics used to identify variations in care quality.
The other stratifications that we evaluated were age
using the DQA recommended age stratifications (1-2, 3-
5, 6-7, 8-9, 10-11, 12-14, 15-18, 19-20), biological sex
(female, male), geographic location (rural or urban),
and the primary language spoken at home (English,
Spanish, and other). We selected 8–9 years as the refer-
ence category for age as it often represents an age group
that has relatively high receipt of dental services instead
of the selecting the youngest or the oldest age group.
Our other reference categories were non-Hispanic white
for race/ethnicity, female for sex, English for language,
and rural for geographic location. To identify rural ver-
sus urban geographic location, we mapped the
beneficiary’s residential zip code to the 2010 Rural-
Urban Commuting Areas (RUCA) codes (revised in
2019) [17]. We used the Categorization D methodology
to classify location into the categories of urban and
rural [18].

Data analysis

We calculated measure scores, stratified by race and eth-
nicity, with their 95% confidence intervals for each of
the three measures. We also stratified the measures by
age, sex, geographic location, and language. We con-
ducted bivariate logistic regression, regressing the mea-
sure score on the categorical stratification variable, to
further evaluate differences in measure score perfor-
mance between the sub-populations (e.g., between dif-
ferent race and ethnicity classifications). The 95%
confidence intervals and p-values from the bivariate
logistic regression were used to identify whether differ-
ences in measure performance between sub-populations
were statistically significant using a significance level of
p < 0.05. The resulting odds ratios from the bivariate
logistic regression also enables comparisons of the mag-
nitude of differences in performance relative to the refer-
ence group. Analyses were conducted using Stata/MP
Version 17.0 (StataCorp). We specifically chose not to
conduct multivariable analyses because process of care
quality measures typically are not adjusted for patient
characteristics and are reported without any such
adjustment. Evaluations of variations by patient charac-
teristics are conducted through measure score stratifica-
tion, and we sought to be consistent with real-world
applications of the measures.

Selection of states for reporting

We evaluated all states’ data for completeness and qual-
ity both for calculating the measure scores and for strati-
fying the scores by race and ethnicity. We assessed data
quality and missing/invalid data through two methods:
using the CMS T-MSIS Data Quality Atlas and indepen-
dent assessments of missing data and data quality for
selected fields. The Medicaid and CHIP Business Infor-
mation Solutions (MACBIS) conducted data quality
assessments of T-MSIS enrollment, claims, expenditures
and service use for each state and for each year and data
release. The findings of these assessments are summarized
in an online Data Quality Atlas, which assigns one of five
values: low concern, medium concern, high concern,
unusable, and unclassified [19]. We reviewed the results
of these assessments for the following topics (with the full
descriptions and methodology available within the Qual-
ity Atlas) that are relevant to the calculation of Utiliza-
tion of Services, Topical Fluoride for Children, and Oral
Evaluation: age (completeness and distribution of benefi-
ciary age); Medicaid and CHIP enrollment (how well
enrollment numbers align with those reported in the
CMS Medicaid and CHIP Eligibility and Enrollment
Performance Indicator, which is used as an external
benchmark); claims volume—other services (includes
outpatient services and identifies outlier states that may
indicate incomplete or incorrectly formatted data); ser-
vice users—other services (evaluates the percentage of
beneficiaries with any ambulatory, physician or other
outpatient services and identifies outlier states that may
indicate incomplete or incorrectly formatted data or
issues with linking service use and eligibility files); and
procedure codes—other services (includes outpatient ser-
vices and evaluates the extent of missing procedure codes
in professional claims).

Further, we conducted our own assessments of the
following data fields specifically for children <21 years of
age: beneficiary identifier (how frequently beneficiary ID
was missing); dental procedure codes (using the list of
active and valid CDT codes for each year available from
the ADA to evaluate how often non-missing values repre-
sent non-valid or non-active codes); rendering provider
taxonomy for CDT codes (how often valid, active CDT
codes had missing data on the rendering provider type);
stratification data elements (extent of missing data for
the variables of age, race/ethnicity, biological sex,
beneficiary’s zip code to classify geographic location, and
primary language used at home). For consistency with
the cut-points used by MACBIS for the Data Quality
Atlas, we defined the following categories based on the
percentage of missing data: low concern (missing ≤ 10%);
medium concern (10% < missing ≤ 20%), high concern
(20% < missing ≤ 50%), and unusable (missing > 50%).
Because data completeness and quality are critical to
quality improvement efforts in general and reducing dis-
parities specifically, we evaluated and reported on the
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extent of missing data in the T-MSIS data on each strati-
fication category.

We selected states for reporting measure scores strati-
fied by race and ethnicity if they had “low concern” for
all of the critical data elements needed to calculate the
measure and if they had no more than 10% missing data
for race and ethnicity. Although it is possible that mea-
sure scores could be reported accurately if certain data
elements are of “medium” concern, we erred on the side
of being conservative and reporting on the states with the
highest assessed data quality.

RESULTS

We assessed the quality of the critical data elements used
to calculate the measure scores for all 50 states plus the
District of Columbia. For Utilization of Services and
Topical Fluoride, there were 23 states that had at least
one critical data element that was of medium concern or
higher. These 23 states plus a total of eight additional
states had at least one data element that was of medium
concern or higher for calculating Oral Evaluation.
Table 1 provides a summary of the extent of missing data
for each of the stratification characteristics we examined.
Only 31% of states had missing race and ethnicity data
for 10% or fewer of their Medicaid and CHIP beneficia-
ries aged <21 years, and almost half (49%) had data miss-
ing race and ethnicity for more than 20% of their
beneficiaries. There were no states that had missing data
on age or biological sex for more than 10% of beneficia-
ries, and only two states had missing zip code data for
more than 10% of beneficiaries. There also were signifi-
cant missing data related to the beneficiary’s primary lan-
guage spoken at home, with 29% of states having missing
data for more than 50% of their beneficiaries.

Taking into account both missing data on stratifica-
tion data elements and missing data on the critical data
elements used, the number of states we could reliably

calculate measure scores stratified by race was 7 for Oral
Evaluation and 10 for Utilization of Services and Topical
Fluoride. We were able to stratify Utilization of Services
and Topical Fluoride by age and biological sex for
28 states. Table 2 summarizes the patient characteristics
in each of the 10 states for which we stratified the mea-
sure scores by race and ethnicity. We provide results at
the state level rather than aggregated results to reflect the
diversity between states.

Table 3 summarizes the measure scores for each of
the three measures for each state stratified by race and
ethnicity. The overall measure scores ranged from 48% to
61% for Utilization of Services, 17% to 29% for Topical
Fluoride, and 37% to 54% for Oral Evaluation among
the states included in our reporting.

Table 4 provides additional detail on the relative per-
formance on quality measures by the different race and
ethnicity classifications, including the odds ratios and
95% confidence intervals from the bivariate logistic
regression, regressing the measure score on the categori-
cal variable for race and ethnicity. Measure scores were
generally consistently lower for non-Hispanic black chil-
dren compared with non-Hispanic white children. The
greatest disparity, as well as variation in performance
across states, between measure scores for non-Hispanic
black children and non-Hispanic white children was for
Topical Fluoride (OR range: 0.577–0.920); Oral Evalua-
tion had the smallest disparity in measure scores between
these two groups (OR range: 0.824–1.021). Measure
scores were also consistently lower for non-Hispanic
American Indian/Alaskan Native children compared
with non-Hispanic white children for all states for Oral
Evaluation, all states except Alaska for Utilization of
Services, and all states except Alaska and New Mexico
for Topical Fluoride. Measure scores for Asian non-
Hispanic children were generally consistently higher than
those for non-Hispanic white children. Measure scores
for Hispanic children were consistently higher for all
measures and across all states compared with non-

TABLE 1 Number of states with missing data by stratification characteristics for children < 21 years old enrolled in Medicaid & CHIP, CY 2018

Low concern
(missing ≤ 10%)

Medium concern (10%
< missing ≤ 20%)

High concern (20%
< missing ≤ 50%)

Unusable
(missing > 50%)

Race/ethnicity 16 10 19 6

31% 20% 37% 12%

Age 51 0 0 0

100% 0% 0% 0%

Biological sex 51 0 0 0

100% 0% 0% 0%

Geographic
location

49 0 1 1

96% 0% 2% 2%

Primary language 24 5 7 15

47% 10% 14% 29%
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Hispanic white children with odds ratios ranging from
1.1 for Utilization of Services in South Dakota to 3.5 for
Oral Evaluation in Idaho. There was greater variation in
measure scores between states for Hawaiian/Pacific
Islander children compared with non-Hispanic white chil-
dren across both states and measures. The greatest varia-
tion was for Topical Fluoride (OR range: 0.679–1.817)
with 2 states where performance was lower for Hawaiian/
Pacific Islander children, 3 states where it was higher,
and non-significant differences in 3 states.

For context, Table 5 presents a high-level, consoli-
dated summary of the qualitative results of a series of
bivariate logistic regressions, regressing the measure score
not only on race and ethnicity but also on age, geo-
graphic location, biological sex, and primary language
spoken at home espectively. We have summarized the
number of states for which the stratification category had
a statistically significant lower performance, no difference
in performance, or statistically significant higher perfor-
mance compared with the reference category. For exam-
ple, among the 10 states for which we stratified the
performance on Utilization of Services by race and eth-
nicity, the measure scores for non-Hispanic black chil-
dren were lower than those for non-Hispanic white
children in 6 states, the measure scores were not statisti-
cally significant different in 3 states, and one state had an
insufficient number of non-Hispanic black children for
reporting.

As noted in our discussion of Table 3, there were
some differences between states and measures in how
measure score performance varied by race and ethnicity.
Typically, measure scores were lower for non-Hispanic
black children compared with non-Hispanic white chil-
dren. This was most often the case for topical fluoride
(9 out of 10 states). Fewer differences between these two
racial groups were found for oral evaluation, with lower
performance among non-Hispanic black children in 2 of
7 states, no statistically significant differences in 3 states,
and higher performance in 1 state. Measure scores for
non-Hispanic Asian children compared with non-His-
panic white children were higher in 7 of 10 states for Uti-
lization of Services and Topical Fluoride and 5 of 7 states
for Oral Evaluation; the performance was lower in 1 state
for each Utilization of Services and Oral Evaluation.
Measure scores for American Indian and Alaskan Native
children compared with non-Hispanic white children
were lower in 8 of 10 states for Utilization of Services, 7
of 10 states for Topical Fluoride, and 6 of 7 states for
Oral Evaluation; the performance was higher in 2 states
for Topical Fluoride and in 1 state for Utilization of Ser-
vices. Relative measure score performance was even more
varied for children classified as Hawaiian/Pacific
Islanders compared with non-Hispanic white children:
the scores were lower in 3 states and higher in 2 states
(out of 10) for Utilization of Services, lower in 2 states
and higher in 3 states (out of 10) for Topical Fluoride,
and lower in 3 states and higher in 1 state (out of 7) forT
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Oral Evaluation. Measure scores for children with His-
panic ethnicity (all races) were consistently higher com-
pared with non-Hispanic white children.

In contrast, the patterns in relative performance on
quality measure scores is fairly consistent across states
for age, biological sex, and primary language spoken at
home. Most age cohorts other than 6–7 years had lower
performance on all three measures compared to the
cohort of children 8–9 years old. In the majority of states,
children 6–7 years had similar performance to those 8–
9 years. There also were a few states for which children
10–11 years had similar performance to those 8–9 years.
Measure scores for children with a biological sex of male
were consistently lower compared with measure scores
for children of female biological sex. Measure scores were
generally higher for children in homes where the primary
language spoken at home was Spanish or another non-

English language compared with those for children with
English identified as the primary language. There was
more variation in results for geographic location.
Although the measure scores for children living in areas
classified as urban were higher than those for children liv-
ing in rural areas in the majority of states, there were
states for which the reverse was true.

DISCUSSION

We examined performance by race and ethnicity on three
standardized, validated dental quality measures for chil-
dren enrolled in 10 states’ Medicaid and CHIP programs.
The overall measure scores demonstrated gaps in perfor-
mance generally. In the highest performing state for each
measure, respectively, 39% of children did not receive

TABLE 5 Bivariate logistic regression, reporting number of states with statistically significant differences from the reference category, CY 2018

Utilization of Services, Dental or Oral
Health Services

Topical Fluoride, Dental or Oral
Health Services

Oral Evaluation, Dental
Services

<Ref NS >Ref NR <Ref NS >Ref NR <Ref NS >Ref NR

Race/ethnicity n = 10 states n = 10 states n = 7 states

White, non-Hispanic Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref

Black, non-Hispanic 6 3 0 1 9 0 0 1 2 3 1 1

Asian, non-Hispanic 1 0 7 2 0 1 7 2 1 1 5 0

AIAN, non-Hispanic 8 1 1 0 7 1 2 0 6 1 0 0

Hawaiian/Pacific Islander 3 3 2 2 2 3 3 2 3 1 1 2

Multiracial, non-Hispanic 0 1 1 8 1 2 0 7 1 1 1 4

Hispanic, all races 0 0 10 0 0 0 10 0 0 0 7 0

Language n = 14 states n = 14 states n = 10 states

English Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref

Spanish 0 1 13 0 0 0 14 0 0 0 10 0

Other 0 2 11 1 0 2 11 1 0 2 7 1

Age n = 28 states n = 28 states n = 20 states

<1 year 28 0 0 0 NA NA NA NA 20 0 0 0

1–2 years 28 0 0 0 28 0 0 0 20 0 0 0

3–5 years 28 0 0 0 23 2 3 0 19 1 0 0

6–7 years 8 19 1 0 7 17 4 0 6 14 0 0

8–9 years Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref

10–11 years 25 3 0 0 23 5 0 0 16 4 0 0

12–14 years 28 0 0 0 28 0 0 0 20 0 0 0

15–18 years 28 0 0 0 28 0 0 0 20 0 0 0

19–20 years 28 0 0 0 28 0 0 0 20 0 0 0

Geographic location n = 28 states n = 28 states n = 20 states

Rural Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref

Urban 8 1 19 5 3 20 0 3 1 16 0

Biological sex n = 28 states n = 28 states n = 20 states

Female Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref Ref

Male 28 0 0 24 4 0 0 20 0 0 0

Abbreviations: NA, not applicable—lower bound of age range for topical fluoride is 1 year; NR, not reportable—either state does not use this category or denominator
<30; NS, not significant; Ref, reference category.
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any dental service during 2018, 46% did not receive an
oral evaluation, and 71% did not receive at least two top-
ical fluoride applications. In addition, we found dispar-
ities in performance by race and ethnicity. In general,
measure scores were lower for non-Hispanic black and
non-Hispanic American Indian/Alaskan Native children
and higher for non-Hispanic Asian and Hispanic children
compared with non-Hispanic white children. Other stud-
ies of dental service utilization among Medicaid enrolled
children that have examined racial and ethnic differences
also have found higher utilization among Hispanic
enrollees [20,21]. Although it was not the central focus of
our study, we also examined disparities in performance
by other beneficiary characteristics including age, geo-
graphic location, biological sex, and primary language
spoken at home in order to understand for which charac-
teristics we see more similar and less similar patterns
between states. In addition, state Medicaid programs
may find it useful to look across beneficiary characteris-
tics when determining how to most effectively target out-
reach efforts to promote health equity. A study of dental
sealant utilization by Wisconsin Medicaid enrollees
found that utilization patterns between different race and
ethnicity groups were influenced by geographic variation
[21], underscoring the importance of examining dispar-
ities comprehensively and the need to evaluate the root
causes of observed differences.

Almost 20 years ago, in 2003, the IOM report
Unequal Treatment identified standardized data collec-
tion as “critically important in the effort to understand
and eliminate racial and ethnic disparities in health care.”
[22] The 2000 report on Oral Health in America also
emphasized the importance of data collection in reducing
oral health disparities [1]. Yet we continue to find signifi-
cant gaps in data related to population characteristics in
Medicaid and CHIP data systems. Missing data created
the most significant limitation of our study, significantly
decreasing the number of state programs for which we
could reliably calculate stratified measures scores.
Because our analysis focused on a subset of state Medic-
aid programs, caution should be made in making general-
izations to other programs. More than one-third of all
children in the U.S. are enrolled in Medicaid and CHIP
[23]. Having more standardized, comprehensive data
related to population characteristics and social determi-
nants of health would not only yield insight into dispar-
ities at a large population level but also is essential for
helping to reduce disparities in care among these at-risk
children.

Improving data collection requires coordinated
efforts across all levels of the health care delivery system,
including requirements from the program/payer to the
site of care. The federal government, through agencies
such as CMS, identifies national standards and reporting
requirements and can provide incentives and supports for
building the needed infrastructure. The challenges in col-
lecting race and ethnicity information have long been

recognized and include identifying and adopting reliable
methods of data collection to ensure the accuracy of
racial and ethnic data, misperceptions about the legality
of collecting these data, and concerns by patients about
how their demographic information will be used [22].
Currently, CMS’s Office of Minority Health houses an
inventory of resources to support the collection of stan-
dardized demographic and language data [24], but more
targeted requirements and supports are needed. Different
state Medicaid programs have used a range of strategies
for collecting and validating race and ethnicity data in
their programs [25]. In addition to collecting demo-
graphic information during eligibility determination,
state Medicaid programs can leverage their relationships
with managed care organizations (MCOs) to help with
improving data completeness and quality by incentivizing
or requiring the collection of race, ethnicity, language,
and other demographic information. MCOs, in turn, can
work with their contracted providers to further support
efforts to improve data collection and quality. Identifying
successful approaches, creating opportunities for dissemi-
nation of these strategies, and sharing learnings across
states could help spread models for respectful collection
of reliable race and ethnicity data.

Improving data collection is only a first step, how-
ever, to understanding racial and ethnic disparities in care
quality. The categorical classifications are broad, and the
populations within those broad categories are diverse. In
addition to having more complete data collection, efforts
should be made to capture beneficiary characteristics
more comprehensively. For example, some states inter-
nally capture race and ethnicity data on a more expansive
set of categories to more accurately and comprehensively
capture the diversity of the populations they serve. In
addition, most data capture of what is often referred to
as “gender” is a recording of sex assigned at birth, but
does not reflect gender identity. Moreover, the care qual-
ity gaps faced by individuals within and between different
racial and ethnic groups are influenced by a multitude of
factors at the individual, community, and broader system
levels. As a result, a one-size-fits-all approach is not likely
to be effective. We have presented information at the
state level rather than aggregating the information across
states precisely because the systems of care and the
populations served by those systems vary across states.
State Medicaid programs must look at care quality and
disparities in care within the context of the specific
populations that they serve and tailor interventions
accordingly. We also purposely chose not to conduct
multivariable analyses to reflect how process of care
quality measures are reported in practice. In quality
reporting applications, measure scores can be stratified
by population characteristics as demonstrated in Table 5.
However, future research that incorporates multivariable
analyses will enable deeper dives into the data and help
to uncover the root causes of observed differences to bet-
ter inform quality improvement interventions.
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As noted earlier, both Oral Evaluation and Topical
Fluoride are included in the 2022 Core Set of Children’s
Health Care Quality Measures for Medicaid and CHIP.
Reporting on the Child Core Set will be mandatory for
state Medicaid and CHIP programs starting in 2024. This
presents a significant opportunity for reducing disparities
and advancing health equity if efforts are undertaken to
go beyond reporting of the overall measure scores to
reporting those scores by population characteristics. This
opportunity was recognized and highlighted by the 2022
Child and Adult Core Set Annual Review Stakeholder
Workgroup, which recommended core set measures to be
stratified by beneficiary characteristics, including race
and ethnicity, to identify and address health disparities
[26]. Doing so will require improved data collection and
additional reporting, but these are necessary efforts to
meaningfully advance health equity.
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