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Key Takeaways 
 
Background 

 
 
Section I: Oral Health Medicaid in Dekalb County  

 Refugees face a high burden of oral health disease and low access to oral health care, despite having a right 
to oral healthcare. 

 The majority of refugees resettled in the US initially receive their health coverage through Medicaid. 
 Georgia has three Medicaid Care Medicaid Organizations (MCOs): Peachstate, Caresource and Amerigroup. 

After the passage of a State Plan Amendment in August 2024, all MCOs are required to provide coverage for 
the majority of medically necessary oral health services. 

 An estimated 75% of the 5200 dentists practicing in Georgia providers are not Medicaid providers, while 15% 
have more than 100 Medicaid patients. 

 Reasons for low Medicaid provider enrollment include frequent no-show appointments, patients’ barriers to 
treatment plan adherence, low and slow reimbursement, and unreasonable denial of claims. 

 Approximately 8 to 11% of Medicaid beneficiaries in Georgia saw a dentist in 2021, compared to the national 
average for Medicaid beneficiaries of 18% and for private dental coverage beneficiaries of 57%. 

 Refugees have a low rate of oral health service utilization even in settings where treatment was free. Language 
barriers, judgmental providers, prolonged treatment times, and lack of choice in treatment also dissuade 
refugees from seeking care. 

 Despite anti-discrimination language in Title VI of the Civil Rights Act of 1964, individuals who speak a 
language other than English still experience barriers to accessing quality healthcare. Lack of language access 
decreases patient-provider trust and harms the likelihood of a subsequent healthcare interactions. 

 No data currently exists on the number of GA Medicaid oral health providers that provide interpretation. 
 

 As of December 2024, 124 clinics with 631 oral health providers were listed as being located in Dekalb 
County in the GA Department of Community Health (DCH) Medicaid directory. 

 Of the 124 clinics called, 24 clinics (with 160 providers) accepted at least one adult Medicaid MCO plan.  
 The remaining 100 clinics either were not located in Dekalb, were no longer accepting Medicaid patients or 

were only accepting pediatric patients. 
 Of the 24 clinics, six clinics provide interpretation services via language line or via in-person interpreter. 

Two are oral surgery clinics at Emory University Hospital and Emory Clinics, and four are general dentistry 
FQHCs/Look-alikes: Mercy Care, Southside Medical Center (Gresham Road), Ethne Dental and Medcura 
Health (Memorial Drive). 

 Three clinics, encompassing 16 providers, did not answer the phone and could not be categorized. Two out 
of the three clinics (15 of the 16 providers) are Dekalb County Board of Health public health dental clinics.  

 The assessment relied on the knowledge and training of the person answering the phone at the front desk 
and did not analyze utilization by LOTES speakers due to lack of language data possessed by GA DCH. 
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Section II: North Carolina Adult Dental Medicaid Case Analysis 

 
Section III: Advocacy  Toolkit 

Power and Money 
 The success of State Medicaid Dental Program administrative actions relies on the state legislature and its 

appropriation of funds.  
 Strong engagement, involvement, and accessibility of the state Medicaid dental director towards providers and 

coalitions builds mutual respect, trust, and power. 
 Oral health provider power lies within the decision to be a Medicaid provider and within coalitions. 
 
Benefits Administration 
 Challenges with low reimbursement rates persist even with larger benefit offerings (supply-side issues). 
 Beneficiaries may not utilize benefits if they do not know dental benefits exist or if they did not receive the health 

education to motivate their access (demand-side issues). 
 NC provides one of the most comprehensive Medicaid dental programs in the country, yet critical services 

remain uncovered. 
 
Language Access from Multiple Perspectives  
 Expanded benefit offerings without enforced language access results in barriers to oral healthcare for folks that 

speak a language other than English and Spanish (LOTES). 
 Primary barriers to oral health practioners providing spoken language interpretation services are cost and lack 

of knowledge. 
 When talking to oral health providers about language access, tone and message matter, and tensions between 

retention of Medicaid providers and enforcement of legal rights must be gracefully navigated.  
 Impacts of racist, xenophobic and/or ableist attitudes within the oral health provider community should not be 

ignored. 
 Lack of language data (broadly and in Medicaid context) and/or lack of experience with populations that speak 

LOTES result in lack of knowledge about the diversity and breadth of languages spoken in the state. 
 
Solutions 
Federal mandate of adult dental services, improved language data collection, support for innovative interpretation 
contract model for Medicaid providers, strategic care delivery, peer-to-peer messaging, and interpreter workforce 
training. 

 

 Short-term + Local & State Level Strategies: Coalition building, assessing and improving language and 
interpretation data, interpreter workforce development, and community health worker and multi-lingual oral 
healthcare workforce development. 

 Mid-term + State Level Strategies: Advocate toward transformation of the current interpretation provision 
model (through utilization of MCO interpretation services, coalition-wide interpretation contract, and CMS 
interpretation matching funds), advocating towards an increased reimbursement rate for oral health services, 
and advocating for Medicaid expansion.  

 Long-term + Federal Level Strategies: Advocating towards making adult dental benefits mandatory for 
Medicaid at the federal level and improved integration of medical and dental fields.  
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Why Refugees, Why Oral Health Care 
and Why Now? 
Oral healthcare is a relatively inaccessible, costly service for all Americans. Triple the 
number of adults are uninsured for oral healthcare as are uninsured for medical care.1 
Dental benefits are not federal mandated for the adult Medicaid program. Refugees face 
additional barriers on top of costs. Challenges in navigating a new healthcare system, 
transportation, and, crucially, language hinder refugees’ access to oral healthcare. 
Furthermore, the current Presidential administration has suspended refugee programs, 
defunded wrap-around support programs, and issued executive orders that, while not 
materially making changes, send a harmful and invalidating message to those who do not 
speak English. In a political context that is constricting resources for minoritized groups, 
refugees, especially those who are not yet citizens or English-speakers, stand to be even 
more adversely impacted. The research, work, and energy towards ensuring access to oral 
healthcare must ramp up accordingly. 

Background 
Refugees face a high burden of oral health disease and low access to oral health care. 
Health and health promotion are major focuses of federal and state-funded programs to 
assist newly-arrived refugees in the US.2 Oral health is an integral part of overall health and 
well-being, and refugees have a disproportionately high burden of oral health disease.3,4  
Refugees report having little or no preventative oral health care, and many delay acute 
treatment until they arrive in a host country.5 A 2021 survey of refugees from Myanmar, 
Afghanistan, Syria and DRC found that prior to coming to the US, only two out of ten 
individuals visited dentist for check-up and four out of ten visited dentist for acute care.6  
Limited health resources, language access, high cost of treatment, and prioritization of 
survival are reported barriers to accessing treatment for oral health issues in refugee 
camps and second countries. 7  
 
Poor oral health persists upon arrival to host nations. Refugees have poorer oral health 
than the most vulnerable citizen populations within host countries.8 Dental caries and 
tooth decay are two of the most prevalent oral health issues among refugee adults, and 
tooth extractions, which result in missing teeth and the need for prosthetics, are the most 
common dental treatment.9,10 Low access to preventative care in home countries 
perpetuate a low perceived need for preventative oral healthcare in host countries, 
especially for adult refugees.11,12  Additionally, for survivors of violence and torture, oral 
healthcare can be a re-traumatizing experience and is subsequently avoided.13  
 
Resettled adult refugee have variable success in receiving oral healthcare when they do 
seek it.14 The most frequently reported systemic barriers are the cost of treatment and 
access to interpretation.15,16 Use of interpreters can be less common among dentists than 
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primary care providers, and dental patient education is rarely printed or delivered orally in 
an individual’s preferred language.17 A 2021 assessment by Emory Rollins School of Public 
Health found the top three barriers to oral healthcare for adult refugees were inability to 
pay for treatment, lack of insurance, and the dentist not explaining things in a way that is 
easy to understand.18 
 
The growing global refugee population has a right to oral health. 
The population of refugees globally has tripled over the last decade, and the number of 
refugees resettled in the US annually has grown steadily since 2020.19 The population of 
Clarkston, located in Dekalb County, Georgia, has doubled over the last 15 years, and the 
city historically welcomes about 1500 new refugees annually.20 The 1976 International 
Covenant on Economic, Social, and Cultural Rights states that refugees have the right to 
the “highest attainable standard of physical and mental health.”21 Oral health is included 
under these provisions, as a part of physical health.22 Improving oral health infrastructure 
for refugee resettled in the US will benefit newly resettled refugees and those seeking 
safety in the future. 
 
Medicaid is a crucial policy lever for impacting refugees’ access to healthcare. 
A core service of the US Reception and Placement program for refugees is enrollment in a 
state’s Medicaid program. All newly arrived refugees are evaluated in accordance with a 
state’s particular eligibility requirements (Georgia’s categories are included in Appendix A) 
and are provided at least 12 months of coverage. For refugees that may fall outside state 
eligibility requirements (e.g. low-income adults in non-expansion states), federal codes 
established a eligibility category entitled Refugee Medical Assistance (RMA).23,24 Refugees 
enrolled in RMA are entitled to the same services as other eligibility categories, and 
traditionally, Office of Refugee Resettlement federal grants reimburse the state’s RMA 
expenditures.25,26 In 2019,  about 90% of refugees surveyed had some form of healthcare 
coverage during the year and about 71.6% of those individuals had coverage through 
Medicaid.27  
 
Each state decides the number and type of adult dental services to cover under their 
Medicaid program.28,29 Until July 2024, the minimum services offered to adult Georgia 
Medicaid beneficiaries (approximately 571,000 as of October 2024) was an annual limited 
acute oral exam, extractions, and emergency care.30 In August 2024, Georgia’s proposed 
amendment to expand coverage to all medically necessary diagnostic, preventive, 
restorative, periodontal, prosthodontic, orthodontic, endodontic, emergency, and oral 
surgery services for adults over the age of 21 was approved.31  Georgia’s State Plan 
Amendment (SPA) was effective July 1, 2024, and all three Managed Care Organizations 
(MCOs)—Peachstate, Amerigroup and Caresource—now must provide oral health benefits 
in alignment with the expanded minimum benefit coverage.32,33,34 Historically, MCO plans 
offer pregnant members more extensive dental benefits, and no co-pays or other 
beneficiary cost-sharing have existed for any dental services covered by Medicaid. 35 
Certain components of a service, like local anesthesia, may not be covered, but the exact 
cost varies by provider and is not published by MCOs.  
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Georgia Medicaid data on network adequacy, reimbursements, and access is limited.  
In addition to determining minimum benefits, Georgia Medicaid defines network adequacy 
for general dental and dental subspeciality providers as one within thirty minutes or thirty 
miles for urban counties and one within forty-five minutes or forty-five miles for rural 
counties.36  Additionally, for routine dental visits, a beneficiary should be able to make an 
appointment within 21 calendar days, while urgent care dental visits should be 
accommodated within 48 hours.37  All three MCOs report 100% of members have network 
adequacy for oral health providers, but do not specify wait times. 38 Determining the 
number Medicaid dental providers is complex. In 2023, approximately 5200 dentists were 
practicing in Georgia, amounting to 47 dentists per 100,000 people.39 Data from the 
American Dental Association (ADA) estimates 75% of these providers are not Medicaid 
providers, 11% are Medicaid providers with up to 100 Medicaid patients, and 15% have 
above 100 Medicaid patients.40  Studies report that oral health providers characterization 
of Medicaid patients as frequently missing appointments and not complying with 
treatment, low and slow reimbursement, and unreasonable denial of claims are drivers of 
decisions to not contract with Medicaid.41,42  Information on MCO dental reimbursement 
rates in Georgia is not publicly available, but Georgia’s fee-for-service reimbursement for 
child dental services was approximately 44% of dentist charges in 2022.43,44 
 
Expanded dental benefits have variable impacts on beneficiary utilization. 
Approximately 8 to 11% of Medicaid beneficiaries in Georgia saw a dentist in 2021, 
compared to the national average for Medicaid beneficiaries of 18% and private dental 
coverage beneficiaries of 57%.45 46 No disaggregated data is publicly available on utilization 
of specific sub-populations in Georgia. Georgia’s adult dental benefit SPA follows a trend 
of similar amendments in other states over the last five years, and generally, oral health 
utilization rates are higher among Medicaid adult beneficiaries in states that have more 
benefits. 47,48 While increasing the amount of Medicaid covered services may remove 
financial barriers, it may not be sufficient to ensuring access for all populations.49 Refugees 
have been shown to have a low rate of oral health service utilization even in settings where 
treatment was free.50 Language barriers, judgmental providers, prolonged treatment times, 
and lack of choice in treatment also dissuade refugees from seeking care.51,52   
 
Interpretation is a barrier to utilization for adult refugee Medicaid beneficiaries.  
Section 601 of Title VI of the Civil Rights Act of 1964 says that no person shall “on the 
ground of race, color, or national origin, be excluded from participation in, be denied the 
benefits of, or be subjected to discrimination…” by any program receiving federal dollars.53 
The protection of individuals who speak a language other than English is included within 
national origin. However, limited proactive oversight exists, and enforcement of federal 
non-discrimination laws typically happens in response to individual complaints.54 
Consequently, individuals who speak a language other than English (LOE) still experience 
barriers to accessing quality preventative and acute healthcare. 55 Lack of language access 
decreases patient-provider trust and harms the likelihood of a subsequent healthcare 
interactions.56 In the worst cases, medical errors and improper treatment also occur. 57  
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The literature on interpretation use by dentists focuses on self-reported utilization and 
attitudes and beliefs toward LOE speakers. A 2016 survey of dental school clinics found 
that while 90% of students said they perceived patients with limited English proficiency 
(LEP) to receive the same level of care as English speakers, only 62% of the same 
respondents said they were prepared to treat LEP patients.58 The majority of studies focus 
on low dental service utilization among pediatric patients and among Spanish-speakers.59 
Languages spoken by refugees are less common than Spanish and are not often captured 
in state language data, and therefore, policies that rely on state language data may be 
insufficient for adult refugees. In Georgia, Spanish, Vietnamese, Chinese, Korean, and 
French are the five most widely spoken languages, while the common languages spoken by 
refugee communities in Dekalb County are Swahili, Burmese, Karen, Arabic, Dari and 
Pashto. Peachstate, Caresource and Amerigroup do offer interpretation services to 
providers—providers can request interpretation directly from the MCO for their patients 
and the MCO will provide it, through in-person, telephonic or video remote 
interpreting.60,61,62 The plans vary in levels of information available online for submitting 
requests. For example, Peachstate specifically asks for three days’ notice for a provider 
requesting interpretation for a patients, while Amerigroup offers no specifics instructions 
to providers.63,64 
 
Additional federal legislation and rules on language access have been passed since 1964. 
The CHIP Reauthorization Act of 2009 allowed for states that provide language access 
services to children and their family members to receive increased federal funding for their 
Medicaid services, and expansion states to receive up to a 90% federal fund match for 
language services expenses for expansion populations.65 Section 1557 of the ACA spurred 
the a CMS rule that specifies the use of “qualified” interpreters, prohibited reliance on low-
quality video interpretation, required providers to provide the interpretation and required 
posting of the non-discrimination clause in the state’s 15 most prevalent languages.66 The 
first Trump Administration amended this rule in 2020 with significantly reduced 
protections, while the Office of Civil Rights under the Biden Administration issued a final 
rule in December 2024 reinstating the initial protections.67,68 On March 1, 2025, President 
Donald Trump issued an executive order entitled “Designating English as the Official 
Language of the United States,” revoking an earlier executive order aimed at improving 
access for services with LEP. The executive order did not direct any federal agencies to 
make changes to their policies or services, and it is unclear how this executive order will 
impact provision of language service to Medicaid beneficiaries, if at all. 69 
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Policy Question 
Ethne Dental, a non-profit, charitable clinic in Clarkston, Georgia, desires to grow its role 
as an advocate for their adult refugee patients, many of whom are covered by Medicaid. 
Ethne Dental’s leadership understands that their patient population faces many barriers to 
care, and equitable implementation of expanded benefits under the August 2024 SPA is 
paramount. 70  Ethne Dental would like to understand the current network of oral health 
providers that accept Medicaid and provide interpretation, alongside the best practices 
from dental SPA implementations in other states. Coupling policy and baseline network 
knowledge with robust community provider experience will prepare Ethne Dental to 
advocate for fulfillment of their patients’ rights to oral health.   
 
In order to inform Ethne’s efforts, this report seeks to answer the following questions: 
 

 
 

 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

What is the current level of access to linguistically appropriate oral healthcare for 
adult refugee Medicaid beneficiaries in Dekalb County?  

 
How can Ethne Dental advocate for increased language access to Medicaid dental 

services for their adult refugee population? 
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Section I: Measuring and mapping
baseline network of adult Medicaid
dental providers with interpretation

services in Dekalb County.
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Aim 
The objective of Section I is to quantify and characterize the baseline of oral health 
providers that exist for Medicaid beneficiaries who speak a language other than English 
and Spanish (LOTES). Cost and language are two major reported barriers to refugees 
receiving oral health care, and this analysis will assess the extent to which these barriers 
presently exist in Dekalb County. The results offer a starting point for gauging the efficacy 
and progress of advocacy work. 71  A spatial analysis of oral health clinic locations and 
characteristics will also address the lack of detailed and disaggregated network adequacy 
data and the lack of interpretation provision data currently published by state agencies.72,73  

 
This section focuses on the supply-side of oral health issues (are there enough Medicaid 
providers to serve the refugee population?) rather than the demand-side (how many 
refugees covered by Medicaid are accessing or attempting to access oral health 
services?). Demand-side barriers surely do exist: there may be cultural or other reasons 
that refugees choose to not seek out dental care. These two sides are not, however, 
mutually exclusive. Reasons for not seeking out dental care can be embedded in supply-
side issues: fear of mis-treatment from providers, not knowing of any provider that speaks 
their language or provides interpretation, or facing transportation barriers. Moreover, if 
there are no or few providers with interpretation services, it is a challenging for advocates 
to educate on the necessity and importance of oral healthcare but not be able to point to 
where and how to access it.   

Data 
This analysis quantifies access by the number of adult oral health clinics and providers in 
Dekalb County that accept Medicaid and provide interpretation. The data source for the 
number of providers is the Georgia Department of Community Health (GA DCH) Medicaid 
provider directory from December 2024.74 The GA DCH uploads an excel sheet of providers 
who are enrolled, active Medicaid providers across specialties. The provider directories are 
not uploaded monthly. For example, at the time of this report in March 2025, the GA DCH 
website has uploaded directories for August through December 2024, but none for 2025. 
The process for extracting the data is illustrated in Figure 1.  
 
The directories have columns for “Provider type” (broadest category) and “Primary 
Specialty.” For this analysis, the provider type selected was “Dentist Service Providers” 
(referred to in this analysis as oral health providers), which encompasses all general 
dentists, public health dentists, orthodontists, oral and maxillofacial surgeons, and oral 
pathologists specialties. The following analysis is conducted with the final set of 631 oral 

What is the current level of access to linguistically appropriate oral healthcare for 
adult refugee Medicaid beneficiaries in Dekalb County?  
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health providers in 124 clinics. Importantly, the 631 oral health providers represents 306 
distinct individuals. Providers are often contracted at multiple clinic or hospital locations, 
and providers were counted at each unique address where they are authorized as a 
Medicaid provider. In addition to the National Provider Identifier (NPI) number, provider 
name and practice address, the provider directory also contained information on primary 
and sub-specialties, primary language and other languages spoken by the provider, and 
indication of contracts (pediatric and/or adult) with each of the three Medicaid Managed 
Care Organizations. No additional information about the data, such as where GA DCH 
retrieves the data or how the data is updated is included on the webpage where the 
directory is published.  
 
 
 
 
 
 
 
 

 
 
  
 
 
 
 
 
 
 

 
Methods 
Because most Medicaid oral health providers practice in groups, the analysis was 
conducted on the clinic level. No phone numbers are included in the directory, so phone 
numbers were retrieved from an online search of each provider by their name and directory 
address. Calls to each of the 124 individual clinics with adult contracts in Dekalb county 
were made over the course of January 2025. If a clinic did not answer the phone and there 
was no identifying voicemail, an additional search was conducted to ensure no other 
phone numbers were available for a provider. A clinic was called a total of four times (on 
different days, at different times of the day) and four voice messages were left before the 
clinic was categorized as “no response.”  
 

Figure 1. Cleaning provider data from GA DCH, where n is the number of providers and c is the number of clinics. 
 



 13 

If a clinic did answer the phone, the person was asked a set of questions to verify that they 
accepted Medicaid, which of the three MCO plans they accepted, and if they provided 
interpretation (full questions included in Appendix B). The questions were asked in order, 
and an answer of no would result in the end of the call. For example, if a clinic responded 
that they did not accept Medicaid, then questions about interpretation were not asked. 
This was done in alignment with the objectives of this section, which is to discern which 
providers listed in the GA DCH directory accept Medicaid and provide interpretation, as 
clinics that do not accept federal funds are not required to provide interpretation. The 
resulting data is displayed and analyzed using ArcGis Pro and American Community Survey 
data on language spoken at home, income, and source of insurance coverage for Dekalb 
County’s 108 Census tracts. These characteristics were chosen, in the absence of 
utilization data or beneficiary characteristics from GA DCH, to understand where 
beneficiaries and multilingual communities are concentrated in relation to oral health 
clinics

 

Results & Analysis  
Who are the Dekalb County providers in the DCH 
Medicaid Provider Directory? 

 
 
Table 1 shows the results of calls with the clinics contracted to provide adult dental 
services to Medicaid beneficiaries in Dekalb County. In total, of the 124 oral health clinics, 

 
1Includes any clinic that accepts fee-for-service Medicaid, which administered directly from the state of GA and not through a managed 
care plan (MCO). FFS Medicaid primarily covers individuals who are disabled and receive Supplemental Security Income (SSI).  

Category  
Number of 
Clinics (c) 

Number of Contracted Medicaid 
Providers at Address (n) 

Accepts all three Medicaid MCO plans 12 42 

Accepts two Medicaid MCO plans 5 103 

Accepts one Medicaid MCO plan 3 3 

Does not accept Medicaid 24 47 

Special cases1 4 12 

Unknown, did not answer call 3 16 

Address is outside Dekalb 22 27 

Provider no longer practices at address listed 33 112 

Pediatric providers/clinics 18 269 

Total 124 631 
Table 1. Categorization of clinics and providers based on call interviews.  
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approximately 73 clinics (59%) are located outside of Dekalb, have an out-of-date address, 
or are only accepting pediatric patients under the age of 18 or 19. Similarly, of the 631 
providers, 408 providers (65%) with adult contracts were either not located in Dekalb 
County or not treating adults in Dekalb County. A full list of the providers in each category 
can be found in Appendix H. Three clinics, encompassing 16 providers, did not answer the 
phone and could not be categorized. Two out of the three clinics (15 of the 16 providers) 
are Dekalb County Board of Health public health dental clinics. Four calls were placed and 
four voice messages with a callback number were left over a one month period with no 
callbacks received. Map 1 shows the geographic distribution of categorized clinics from 
the GA DCH provider directory within Dekalb County (excluding the 22 clinics with mis-
categorized addresses). An interactive version of Map 1, with information on times to new 
patient appointments and languages spoken in clinic, can be found here.   
 
Map 2 and Map 3 focus on the 51 oral health clinics that treat adult patients. Generally, in 
congruence with population size, adult oral health clinics are more concentrated in the 
center and west of the county, towards metro Atlanta. Clinics also appear in clusters, next 
to two or three other clinics. Map 2 illustrates that as one travels eastward across the 
county, median household income decreases along with the number of oral health clinics. 
Map 3 illustrates a similar concentration of Medicaid beneficiaries toward the east side of 
the country. Although clinics that no longer accept Medicaid are spread throughout the 
county, many tracts in the southeast of the county, with the lowest median income band 
and with the highest Medicaid beneficiaries, have no other clinics near them at all. Tracts 
further west, closer to metro Atlanta and northwest of the county, have more Medicaid 
clinics options nearby. Of the 51 oral health clinics that treat adults from the GA DCH 
directory, nearly half are no longer accepting Medicaid. The majority of those no longer 
accepting Medicaid are general dentistry clinics, which includes services like exams, x-
rays, basic cleanings, simple tooth extractions and (in limited cases) root canals and 
dentures. 
 

Clinical Practice Area 

Accepts all 
three 

Medicaid 
MCO plans 

Accepts 
one 

Medicaid 
MCO plan 

Accepts 
two 

Medicaid 
MCO plans 

Does not 
accept 

Medicaid 

Unknown, 
no 

response 

Special 
Cases 

General Dentistry 11 3 2 21 1 2 

Public Health Dentistry     2  

General Dentistry & 
Orthodontics 1   1   

Oral & Maxillofacial Surgery   3 2   

Dentistry for the 
Developmentally Disabled      1 

Inpatient Dentistry      1 

Table 3. Adult oral health clinics by specialty and Medicaid provider status.  
 

https://dukeuniv.maps.arcgis.com/apps/mapviewer/index.html?webmap=356fbdd6a5224424b9886387233b9bfb
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 Map 1. All oral health providers in Dekalb County with adult dental contracts listed on the 

GA DCH Medicaid provider directory. The numbers listed to the right on the map legend 
represent the number of clinics in the category.  
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Map 2. Adult oral health providers in Dekalb County from GA DCH Medicaid Provider 
Directory mapped over 5-year median income estimates from the American Community 
Survey (2017-2023). 
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Map 3. Adult oral health clinics in relation to the proportion of individuals enrolled in 
Medicaid, from 5 year ACS estimates (2017-2023). 
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How many adult Medicaid oral health providers are in 
Dekalb County? 
Of the 124 clinics and 631 providers from the GA DCH Medicaid directory at the start of the 
analysis, 24 clinics (19%) and 160 providers (25%) confirmed acceptance at least one 
Medicaid MCO plan for adults. The distribution of providers across clinics that accept 
Medicaid indicates a potential trend towards consolidation in order to continue to accept 
Medicaid. Within clinics that do not accept Medicaid, there are only two clinics with more 
than three providers, compared to seven Medicaid clinics. Half of all adult Medicaid oral 
health providers practice at Franklin Dental Group, a conglomerate that operates across 
nine locations in and around Atlanta, and nearly 70% of the oral surgery providers are at 2 
clinics (Emory Clinic and Emory University Hospital). The distribution of clinics is relatively 
even across the three MCO plans, as shown in Table 4, with the majority of providers 
contracted with Amerigroup or Caresource. 
 
 
 
 
 
 
 
 
 
 
 
 
Twelve clinics with a total of 42 providers accept all three Medicaid MCO plans. Of the 42 
Medicaid providers, the largest concentration of providers (13) is at A Smile for U. The next 
largest clinics are Federally Qualified Health Centers (FQHCs) at Southside Medical Center 
(7) and Mercy Care Atlanta (6). Four clinics accepted Medicaid only in specific 
circumstances—one clinic only accepted Medicaid for emergency extractions. Two other 
clinics only accepted fee-for-service Medicaid or only served a specific patient population 
(i.e. Dentistry for the Developmentally Disabled and Emory Wesley Woods Psychiatric 
Hospital). One clinic only accepted pregnancy Medicaid, which has historically offered 
expanded dental benefits. Map 2 and Map 3 show oral health clinics that accept Medicaid 
are clustered toward the western edge of the county and are frequently clustered close to 
one another. One-fourth of the Medicaid clinics are located within census tracts where 
more than 35% of individuals are Medicaid beneficiaries.  
 
 
 

Plan Name  Number of 
Clinics (c) 

Number of Contracted Medicaid 
Providers at Address (n)* 

Amerigroup 18 146 

Caresource 17 130 

Peachstate 16 61 
Table 4. Distribution of clinics and providers by the Medicaid MCO plan that they accept.  
*a provider being located at a clinic that accepts an MCO plan does not necessarily mean that every single provider 
within the clinic accepts that plan. Clinics may assign patients to certain providers based on which plan the provider is 
contracted with. 
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Which adult Medicaid oral health providers have 
interpretation services or multilingual staff? 
The 24 clinics that accept Medicaid were asked about their provision of interpretation 
services. Of the 24 clinics, six clinics (25%) provide interpretation services via language 
line or via in-person interpreter. Two of the clinics are oral surgery specialists at Emory 
University Hospital and Emory Clinic. The remaining four—Mercy Care, Southside Medical 
Center at Gresham Rd., Ethne Dental and Medcura Health at Memorial Drive—are general 
dentistry federally-qualified health centers (FQHC) or FQHC Look-alikes. In terms of 
multilingual staff, clinics reported having the following languages “in-house”: Arabic (1), 
Burmese (1), French (2), Hebrew (2), Hindi (1), Karen (1), Vietnamese (2), and Spanish (5). 
Seven clinics had no multilingual staff or the person answer the phone responded that they 
did not know.  Only Emory’s physician directory lists up-to-date languages spoken by 
specific providers, though a few clinic websites promote having Spanish-speaking staff. 
While MCOs do have various interpretation modes available to providers, none of the 
clinics referenced being able to request interpretation through the MCO plans.75,76,77 
 
Map 4 shows that a few census tracts have high concentrations (35% or more) of 
households that speak a language other than English or Spanish (LOTES), located in the 
middle and northwest portion of Dekalb County. Map 5 shows that high concentrations 
LOTES speakers that self-identify as limited English proficient (LEP) are spread throughout 
the county, extending South. As shown in Map 4 and Map 5, Ethne Dental and Medcura 
(located in the center of the map) are positioned within tracks with both a large LOTES 
population and a large percentage of LOTES speakers who are not fluent in English. Mercy 
Care and Southside Medical Center both service areas with a large English speaking 
population, though of the two, Mercy Care is located in a more linguistically diverse area. 
The four general dentistry clinics are also far enough apart that if a LOTES speaker could 
not go to the clinic closest to their home (say, if the wait times for an appointment were too 
long), the individual would have a further travel time to reach the next nearest clinic with 
interpretation. A map of dental clinics in Clarkston, a Dekalb County community where 
about half of the 15,000 residents speak a combined 60 different languages, is included in 
Appendix L.78   

Category  Clinics (c) 
Contracted Medicaid 
Providers at Address 

(n) 

Clinics 
Providing 

Interpretation 
Accepts all Medicaid MCO plans 12 42 4 

Accepts two Medicaid MCO plans 5 103 2 

Accepts one Medicaid MCO plan 3 3 0 

Does not accept Medicaid 24 47 N/A 

Special cases 4 12 1 
Table 5. Distribution of clinics and providers by the Medicaid acceptances and interpretation provision. 
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Map 4. Adult oral health clinics in relation to the proportion of households that speak 
a LOTES at home, from 5 year ACS estimates (2017-2023). Map with the raw number 
of households is included in Appendix I. 
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Map 5. Proportion of all households that speak a language other than English and 
Spanish that indicated they had limited English proficiency, from 5 year ACS 
estimates (2017-2023). 
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Limitations 
• The accuracy of this assessment relies on the knowledge and training of the person 

answering the phone at the front desk. Clinics may provide interpretation services or 
have changes in Medicaid without the awareness of the front desk. 

• Due to lack of language data availability from GA DCH, this assessment is unable to 
measure or display utilization data trends. The ideal data source for quantifying 
utilization would be Georgia Medicaid beneficiary claims data, which was requested 
from GA DCH in October 2024. GA DCH responded by saying they did not have access 
to data on preferred language in their claims database and suggested reaching out to 
GA Department of Human Services (GA DHS). With greater time and resources, a new 
request for utilization data that was not qualified by beneficiary language could be 
requested and then potentially matched through Medicaid member ID to demographic 
data accessed through GA DCH.  

• This analysis is a window into oral health providers in Dekalb County only in December 
of 2024. New oral health providers could have be added or old providers removed in the 
interim between December and this report. 
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Section II: North Carolina Adult
Dental Medicaid Case Analysis



 
 

24 

Aim 
A case analysis of North Carolina Medicaid dental program will be conducted to provide a 
nuanced narrative around the strengths and limitations of expanded dental benefits on 
language access to oral health services.   
Background 
NC Adult Medicaid Dental History 
North Carolina was the first US state to create a comprehensive statewide dental health 
program in 1918.79 The NC Medicaid program was started in 1970 and covers more than 
one hundred diagnostic, preventative and restorative procedures approved by the 
American Dental Association.80 Some version of comprehensive dental benefits have been 
in place for the NC Medicaid program since at least the late 1980s.81 In 2021, NC Medicaid 
underwent transformation to managed care, but oral health services remained a fee-for-
service benefit provided by NC Medicaid Direct, or the Medicaid plan administered by the 
state. This occurred as a result of advocacy from oral health professionals to keep dental 
insurance plans independent from medical plans.82 North Carolina spends about 31% of 
its state and federal funds on Medicaid versus Georgia’s 23%, the differential mostly made 
up of differences in federal funding.83 The percentage of NC Medicaid adult beneficiaries 
that used any dental service in 2021 was 28% (another analysis from the ADA Health Policy 
institute estimated a proportion of 19% based on 2018 data) versus 11% in Georgia.84,85  In 
December of 2023, North Carolina Medicaid expanded to cover low-income single adults, 
and the Medicaid oral health program currently serves about 1.7 million adults Medicaid 
beneficiaries (about three times the adult beneficiaries as Georgia).86 

North Carolina Oral Health Transformation Task Force  
The NC Institute of Medicine (IOM) and NC Oral Health Collaborative formed the Oral 
Health Transformation Task Force from 2022 to 2023 and published a report detailing their 
work in 2024.87 The co-chairs of the committee were Frank Courts, DDS PhD (Chair of 
Council on Prevention and Oral Health, NC Dental Society), Jay Ludlam (now Deputy 
Secretary for NC Medicaid), and Dr. Katrina Mattison-Chalwe (Dental Director, Piedmont 
Health Services). Task force members included leadership from UNC and ECU Dental 
Schools, NC Medicaid, health insurance companies like BCBS and WellCare, nonprofits 
like CareQuest, community practioners, advocacy organizations like NC Child, legislators, 
and public health professionals.88 The report issued fourteen reccomendations aimed at 
improving oral health in NC in the realms of payment and benefits systems, integrated 
care, oral health workforce and consumer trust and satisfaction.89 The recommendations 
including supporting patient-centered dental home model (including reimbursement for 
interpreter services), collaboration between medical and dental services at the provider 
level, improving oral health workforce through increased dental team training 
opportunities, improving oral health data and improved integration of the oral health 
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program into the NC Medicaid program.90 The task force report was a culmination of a 
three phased approach led by the North Carolina Oral Health Collaborative. The first phase 
was data gathering, followed by recruiting and assembling the Oral Health Transformation 
Task Force and finally, compiling and sharing the report.91 
 

Methods 
The objective of Section II is to understand how another state manages their 
comprehensive adult Medicaid dental benefits and what additional supports for adult 
refugees’ language access could be included in Georgia’s Medicaid dental program. North 
Carolina and Tennessee are the only two states in the Southeast with comprehensive 
benefits for adult dental Medicaid beneficiaries.  The case analysis will focus on North 
Carolina due to accessibility and the longevity of their benefits. North Carolina has a 
similar population size, demographics and state legislature composition as Georgia. The 
data sources that will be used are past and present policy reports, task force documents, 
and eight interviews of state leaders in oral health, refugee resettlement, and language 
access advocacy.92 A sample of interview questions is included in Appendix C, D, and E. 
While interview guides were tailored to the role and area of expertise of the interviewee, 
general question themes were strengths and challenges of the Medicaid dental program, 
challenges to interpretation provision, and recommendations for a state implementing 
benefits. The following individuals were interviewed:

• Mark W Casey, DDS MPH, State Dental Director, NC Medicaid 
• Darlene P Baker, RDH, Lead Dental Policy Analyst, NC Medicaid 
• Jennifer Reed Morillo, State Refugee Health Director  
• Katrina Mattison-Chalwe, DDS, Chief Dental Officer at Piedmont Health Services 

and private dental practice owner 
• Rebekah Mathews, Director of Value-Based Care, CareQuest Institute for Oral 

Health 
• Susan Clifford, MSW MPH, Language Access Coordinator, Building Integrated 

Communities at UNC Institute for the Study of the Americas  
• David Payne, Communication Access Manager, Division of Services for Deaf and 

Hard of Hearing, NC DHHS  
• Jeremy Walters, Refugee Health Manager, World Relief Durham  

 
The full list of individuals outreached for interviewing can be found in Appendix F. Each 
interview was semi-structured and lasted between thirty minutes and one hour. After the 
interviews, transcripts were prepared and coded for common themes, or frequently 
discussed topics. The codebook of with the number of interviews included in each theme 
is included in Appendix G.  The most frequently discussed topic was interpretation, 
followed by provider-side issues (specifically regarding coalition-building and 
reimbursement), and state Medicaid roles and responsibilities. The overarching themes of 



 
 

26 

discussion around these topics were identified as power and money, benefits 
administration, language access from multiple perspectives (beneficiary, provider, state 
Medicaid administrator) and potential solutions. Notably, in contrast to Section I, this 
section includes discussion of demand side issues, as low utilization of oral health care 
was raised by a few interviewees. 

Findings  
 

Power and Money 
 

1) The success of State Medicaid Dental Program administrative actions relies on the 
state legislature and its appropriation of funds.  
 

Medicaid funding comes from both the state and federal level. For state-level change, 
whether it be reimbursement rates or changes to services, understanding the budgetary 
process and the state legislature’s control over the Governor’s budget is crucial.  Even if 
the federal government offers to match state funds, the state legislature must first 
appropriate those funds. To illustrate this: for Medicaid oral health providers in North 
Carolina, there have been three reimbursement rate increases and four or five rate cuts, 
resulting in dental reimbursement rates today that are lower than rates in 2008. Each 
appeal for an increase goes to a decision to either appropriate funds through bills or 
through a specific line item included the Governor’s Budget.93,94 In 2024, oral health 
providers from communities worked to send a budget proposal to then Governor Cooper 
for a 30% increase in the Medicaid dental reimbursement rate, which would make NC’s 
rate comparable to Virginia’s.95  While the increase made it into the FY2024-2025 
Recommended Budget Adjustments, it was ultimately not approved by the state 
legislature. More recently, a bill proposed in February 2025 from the state legislature 
proposes to increase the rate from 35% to 46%.96 The $52 million cost would be 
incorporated into the 2025 budget, with a $95 million federal match.97 
 
The issue of legislative appropriations also applies to reimbursement for language access. 
Although CMS offers a federal funding match for language accessibility services to 
Medicaid beneficiaries, the state still must initially appropriate those funds.98 In North 
Carolina’s case, the state appropriated $800,000 (which was subsequently matched by 
CMS for a total of $1.6 million) for a communication access service program for Medicaid 
beneficiaries who are deaf, hard of hearing and deafblind.99   These programs also rely on 
the state legislature to fund permanent positions to run them. When staff are hired under 
temporary positions (which don’t require the legislature’s direct involvement), they are 
required to take 30 consecutive days off every eleven months, which interrupts work flow 
and delays program progress. While non-discrimination and language access 
requirements exist for Medicaid providers, procuring the funds to support the enforcement 
and implementation of those requirements can be a challenge.  
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2) Strong engagement, involvement, and accessibility of the state Medicaid dental 
administrations with providers and provider coalitions builds state office respect, 
trust, and power. 
 

A number of interviewees mentioned the engagement and collaboration of the NC 
Medicaid Dental administrators as a strength. NC Medicaid Dental leadership is highly 
involved in talking to oral health providers and the State Dental Association and hearing 
their concerns. Community providers describe that they know leadership are actively 
working towards improving the state’s Medicaid oral health program because they are 
phone calls and zoom meetings, engaged and seeking to understand low oral health 
provider enrollment and retention in Medicaid.100 Alongside engagement is the level of 
knowledge that exists at the state level in North Carolina. The NC Medicaid Dental team 
has a robust knowledge of different oral health outcomes, including providers networks 
and beneficiary utilization. The visibility of leadership to providers builds feelings of trust 
and respect, even if providers have frustrations with other aspects of the Medicaid 
program.  
 

3) Oral health provider power lies within the decision to be a Medicaid provider and 
within building coalitions. 

 
The NC Oral Health Collaborative that convened the Oral Health Transformation Task 
Force is one example of how coalition building in North Carolina has empowered oral 
health providers to be actively engaged in problem-solving the issues they face while 
serving beneficiaries. Other organizations mentioned in interviews included national 
organizations (National Dental Association, the American Dental Association, the Oral 
Health Access Group, American Association for Women Dentists), state organizations 
(state dental schools, North Carolina Dental Society, the NC Institute of Medicine, North 
Carolina Medical Society) and local organizations (The Boys and Girls Club and the 
Chamber of Commerce). For Federally Qualified Health Centers, the State of North 
Carolina Dental Directors group meets quarterly. Building coalition among immigrant and 
refugees service and health providers is absolutely vital to long-term problem solving, 
resilience, and community amongst value-aligned providers facing structural issues to 
caring for their patients.  
 
Providers outside of FQHCs have the power to choose whether or not to accept Medicaid, 
and states must comply with CMS guidelines for adequate Medicaid provider networks. On 
the provider side, contracting with Medicaid means signing on to auditing, additional 
administrative work, and paying other fees while receiving lower reimbursements than they 
would with private insurers or out-of-pocket payments. Provider power to stop accepting 
Medicaid at any point (or, in the case of Federally Qualified Health Centers that are 
required to accept Medicaid, providers leaving positions at FQHCs for private practice), in 
combination with State requirements to maintain a provider network, could be leveraged 
to work with state administration and legislature to impact change.  
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Benefits Administration  
 

1) Supply-side issues, or challenges with low reimbursement rates persist with 
larger benefit offerings. 
 

Even if there is a wider, more comprehensive range of services that Medicaid providers can 
get reimbursed for, the rate at which that reimbursement occurs is still a dominating factor 
in Medicaid provider recruitment and retention.101 Reimbursement rates for Medicaid oral 
health services are public in NC because of the fee-for-service model (versus proprietary 
MCO models), and the current rates of 35-40% of dentist charges are lower than they were 
in 2008.102 103  The National Dental Advisory Service (NDAS) fee survey is the reference point 
used for setting the reimbursement rates. The NDAS survey catalogs private offices 
reporting costs of procedures and treatments across the country with a geographic 
multiplier to account for cost variation across cities. If there is no rate history for a 
particular procedure, administrators must make a best guess at total costs.104 Currently, 
about 35% of NC dentists participate in NC’s Medicaid Dental Program.105  
 

2) Demand-side issues, or beneficiaries will not utilize benefits they do not know 
exist or do not have the health literacy to motivate their access. 

 
Although NC is in the top 20% of states for adult Medicaid dental benefit utilization, in 
certain areas of the state, beneficiaries utilize services at less than the average rate of the 
state as a whole.106 Interviewees had two different perspectives on demand side issues. 
One was the lack of dental benefits information coming out of the NC Medicaid 
Administration itself. The 1-800 number for the NC Medicaid Dental customer service is 
currently not included on beneficiaries’ Medicaid cards. Other interviewees pointed to a 
lack of information about Medicaid dental benefits on the Medicaid website or stated they 
didn’t know if dental benefits booklets are given out to beneficiaries upon enrollment.  
 
Interviewees also discussed health literacy and resource challenges amongst 
beneficiaries. Education on preventative oral healthcare, particularly for children whose 
baby teeth will fall out, is not always consistent across socio-cultural contexts, or 
preventative oral healthcare has not been prioritized due to social determinant constraints 
(transportation, work schedules, etc).107 These constraints also result in adults in the 
community predominantly seek care only for acute pain. Anecdotally, direct service 
providers noted that the front desk staff often informs the patient of what Medicaid oral 
health benefits are available to them. This input raises the tension between what should be 
done to advocate for the importance of preventative oral health care and educate about 
the full range of Medicaid oral health benefits, against a thinning landscape of oral health 
providers.  
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3) NC provides one of the most comprehensive Medicaid dental benefits in the 
county, yet services remain uncovered. 

 
Amongst the direct service providers interviewed, there were still a few services the state 
declined to cover that were viewed as the standard of care by providers. This is especially 
true for refugees who were not able to access preventative care and typically need more 
complex care above-and-beyond a regular cleaning. One example of this is that the 
recommended course of treatment after a root canal (covered service) is to cover the tooth 
with a porcelain crown (uncovered service). The alternative to a crown is often having the 
entire tooth extracted (covered service). The implications is Medicaid beneficiaries 
choosing between keeping infected teeth in their mouth or living with multiple teeth 
missing and decreased quality of life. Services like perio (gum) maintenance for higher-
needs cases are also not covered by Medicaid. Additionally, for certain services, like root 
canals and partial dentures, the services are only covered if they are performed on certain 
teeth in certain positions in the mouth, if the patient is missing a certain number of teeth, 
or if dentures are made with a certain material. NC Medicaid only covers acrylic dentures, 
which are difficult to insert additional teeth into, as opposed to cast metal partial, where 
an additional tooth can easily be added for a small fee.  
 

Language Access from Medicaid Beneficiary Perspective  
 

4) Expanded benefit offerings without enforced language access result in barriers to 
oral healthcare for folks that speak a language other than English and Spanish 
(LOTES). 

The interviewees who regularly interact with Medicaid beneficiaries who speak a LOTES 
described continued barriers to oral healthcare. Specifically, for refugees that speak a 
language that is rare, health education or instructional materials are not translated into 
their language and staff members or providers do not speak their language. For folks that 
speak these rare languages, reliance on language lines that offer virtual interpretation in a 
wide array of languages is necessary and typically, this virtual interpretation is not offered 
unless someone other than the patient asks. The barriers occur at many points in the 
system, from actually enrolling in Medicaid, to understanding Medicaid benefits and 
attempting to access care for covered benefits. In NC, because Medicaid is predominantly 
administered at the county level, language accessibility can vary drastically depending on 
where an individual lives. Some counties have interpretation or even multilingual staff, 
while other counties have no resources and insist that the client must bring someone who 
can speak English with them to apply for benefits.  For the population that speaks a LOTES, 
access to care can vary widely depending on where they are and who is willing to assist 
and advocate for them.  
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Language Access from Oral Health Providers Perspective  
 

5) Primary barriers to oral health practioners providing spoken language interpretation 
services are cost and lack of knowledge. 

 
Crucially, although law requires federally-funded providers or institutions to be 
responsible for interpretation service provision, it does not appropriate funds to do so. 
Interpretation services can be a significant overhead cost and without economies of scale 
(as in the case of a FQHC) or cost-sharing, the entirety of the cost falls on under-
reimbursed Medicaid providers. At times, providers simply cannot afford an additional 
cost. Private dental practices are like small businesses, and the risk of paying the 
interpreter regardless of if the patient presents a financial challenge. One advantage to 
larger practices or FQHCs, which integrate medical and dental care under one roof, is the 
economies of scale that allow the clinic to have one contract that is used by both the 
medical and dental sides of the clinic and the volume of interpretation justifies the 
necessity of the contract.108  
 
Often, small, decentralized clinics and providers are not aware of language access laws or 
what the law requires of them. For example, even though NC’s communication access 
program for the deaf, hard of hearing, and deafblind offers 100% reimbursement for ASL 
interpretation and other access services with no monetary cap, they are struggling to get 
providers to register and utilize their service. It is unclear if providers are not seeing 
patients who need their interpretation services, are unaware of the interpretation 
requirement or the reimbursement program, or if they do not want to undertake the extra 
administrative step of scheduling interpretation and filing invoices with the state. 
Additionally, it is not only the provider that must be knowledge about language access 
policies. Individuals at the front desk who schedule appointments or directly interface with 
patients must be knowledge about language access laws and services.109 
 

6) When talking to oral health providers about language access, tone and message 
matter, and tensions between retention of Medicaid providers and enforcement of 
legal rights must be gracefully navigated.  

 
Numerous interviewees shared personal stories about advocating for interpretation 
services to resistant oral health providers. Refugee and language access advocates 
described that when trying to confront providers with the legal requisites, providers often 
became defensive or shut down. Interviewees suggested leading with education, 
specifically around refugee populations and the ways that different cultural communities’ 
approach oral healthcare (e.g. the Betelnut within the Burmese community). Advice on 
connecting with providers who do not currently provider interpretation including trying to 
appeal to providers both on a personal values level and explaining why providing 
interpretation services can reduce frustration with understanding the patient and reduce 
chance for clinic error or malpractice. Interviewees also described facing retaliatory 
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measures from oral health providers who felt threatened by the potential of a report to the 
Office of Civil Rights (OCR) for violating the Civil Rights Act, or that accountability through 
the OCR reporting mechanism was not useful because of the risk of alienating providers 
and decreasing Medicaid program participation. The provider power to stop accepting 
Medicaid puts advocates in positions of choosing between having providers who won’t see 
LOTES speakers or not having any providers at all.  
 

7) Impacts of racist, xenophobic and/or ableist attitudes within the oral health provider 
community should not be ignored in formulating solutions. 
 

While not limited to the oral health provider community, dentists’ historical, educational 
and societal separation from the broader medical community has resulted in the 
development of a specific culture. Dental offices have acquired a reputation within the 
interpreter community as a place that an interpreter will never be called to because they so 
rarely provide interpretation. Ongoing advocacy efforts exist within the deaf community 
because of how infrequently dental providers are willing and able to provide an ASL 
interpreter.  The way that dental treatment is provided, where a patient is lying down with 
instruments in their mouth, makes it challenging to communicate even in English, and oral 
health providers can often get frustrated, even when there is an interpreter in the room, 
because of the nature of treatment. Again, while not specific to the oral health provider 
community, interviewees shared stories of dental providers expressing xenophobic 
attitudes, stating that they should not have to be responsible for paying for services for 
“those people.” Especially for refugees who suffer from post-traumatic stress disorder or 
other trauma-related disorders, the lack of thoughtfulness, warmth and care from the 
provider can increase stress in the client and make them less likely to seek out further 
care.  

 
Language Access from State Medicaid Dental 
Administration Perspective  
 

8) Lack of language data (broadly and in Medicaid context) and/or lack of experience 
with populations that speak LOTES result in lack of knowledge about the diversity 
and breadth of languages spoken in the state. 

 
Interviewees across sectors mentioned issues with language data collection and 
dissemination. Key questions arose as starting points for understanding a state 
leadership’s knowledge, like are administrators aware of the different common languages 
spoken (and cultural communities) in a state? Is there data collected and disseminated on 
how benefit enrollment and service utilization vary by preferred language? These questions 
can be harder to answer the more MCOs or dental benefit managers are contracted by the 
state because the data is harder to acquire. Some of the lack of widespread language data 
can also start with how data is stored and managed at the state level. North Carolina does 
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not have language as a field on their Medicaid enrollment dashboards. Provider data that is 
included on the North Carolina Medicaid provider search, and the provider list generally, is 
not kept up to date, and finding a Medicaid provider using online tools can be difficult for a 
native English speaker.  
 

Solutions  
 
9) Federal mandate of adult dental services  

 
Interviewees described the strength of the federally mandated Early, Periodic Screening, 
Diagnostic and Treat (EPSDT) for children under the age of 21 that mandates the level of 
dental benefits provided for children under state Medicaid plans. Multiple interviewees 
mentioned the children’s dental services and provider network as a strength of the NC 
Medicaid program and how a similar mandate for adults at the federal level would be 
helpful in ensuring guaranteed federal funding for the services.  

 
10)  Improve language data quality 

 
At the administrative level, data collection can enhance understanding of the 
demographics of patients and their social needs. Robust data can help stratify patients 
based on their clinical and social needs and prioritize what resources are needed and 
where resources can be focused. A recommendation for leadership of the cities and 
localities is to identify “strategic languages,” or those languages that at least 5% of the 
population of the locality speaks. Identifying strategic languages can help leadership 
prioritize among scarce resources for more costly or time intensive services, like what 
languages they will translate vital documents into or which languages to look for bilingual 
staff in or hire in-person interpreters. Clinics and government agencies alike can 
participate in language access planning, conducting and/or utilizing surveys and 
assessments to understand how language groups are changing in the community. Trying to 
match patients with providers that speak their native language themselves could be an 
additional solution that adds another layer of cultural competency and trust to the 
provider-patient relationship. In order to make those matches, accurate and up-to-date 
data about language spoken by providers must be available.  
 

11)  Support for innovative interpretation contract model for Medicaid providers. 
 
The CMS contract model, where NC has received federal matching funds to reimburse 
providers for providing ASL interpretation and related services, was mentioned in multiple 
interviews. Through this program, the state reimburses Medicaid providers directly, with no 
annual cap, for any costs associated with in-person and video interpretation services for 
the deaf, hard of hearing, and deafblind populations, including mileage, parking, travel 
time and no-show appointments. The program is not without its own provider recruitment 
struggles and administrative burden concerns. Two outreach specialist positions were 
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hired to recruit providers into the program, and the program is not being run within the 
State Medicaid Division of Health Benefits, which would require permanent state funding 
to ensure consistency as administrations transition. Another discussed solution is for the 
state dental administration to have its own contract with interpretation services, with 
individual practioners paying a smaller share of the fee to use the state’s license or the 
state could give providers the license to use for free. Another idea was for the State Dental 
Association or Chamber of Commerce (for private providers) to collate providers together 
to negotiate a contract with an interpretation service agency.  

 
12)  Strategic care delivery, peer-to-peer messaging, and interpreter workforce training. 

 
In addition to structural changes in interpretation provision and benefits administration, 
interviewees discussion solutions that providers or advocates might be able to employ in 
the short-term. One suggestion was to use data and risk calculation and forecasting to try 
to pinpoint patients with high (“level 4 type”) treatment needs and budget resources to 
prioritize those individuals while maintaining routine and preventative care. Another 
recommendation included advocating for alternative delivery models at every level. On the 
macro/administrative scale, this meant advocating for a state to choose only one dental 
benefits manager. At the local level, this looks like mobile clinics that guarantee a “captive 
audience” and can solve issues of patients breaking appointments because of 
transportation issues. Recruiting oral health professionals to help educate other oral 
health professionals was another frequently mentioned solution, emphasizing the power 
dynamic that can exist between clinicians and non-clinician advocates. Finally, increasing 
recruitment for bilingual or trilingual staff, paying for medical interpreter certification, and 
paying overtime for any interpreting were uplifted as ways to improve language access 
while also supporting the economic well-being of multilingual community members. 

 
Limitations  
• North Carolina and Georgia, while similar, have key differences in political landscape 

and Medicaid programs. Namely, having a Democratic governor offers an additional 
level of political will (particularly in budgetary processes), combined with the presence 
of three dental schools (versus one in Georgia) and a strong Institute of Medicine Oral 
Health Collaborative. Additionally, although NC Medicaid medical services 
transitioned to managed care in 2021, dental benefits through the state Medicaid plan 
remain fee-for-service, administered directly by the state. This approach is inherently 
more centralized and streamlined, making some aspects of change easier.110  

• This qualitative analysis is lacking the perspective of a refugee and/or a person with a 
lived experience of being a non-English, non-Spanish speaking person enrolled in 
Medicaid trying to access oral health care. Additional time and resources would 
prioritize the inclusion of these individuals in qualitative analysis. 
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Section III: Advocacy Toolkit
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Pathways to Language Access in Oral Healthcare for 
Medicaid Beneficiaries 
 

 
Figure 2. Opportunities to language access among Medicaid beneficiaries at the federal, state and local levels.  
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Strategies/Levels  
 
Short Term/Local & State 
Coalition Building: The Georgia Oral Health Coalition, a group of county health 
departments, governmental agencies, dental clinics, the State Refugee Health office, and 
other groups invested in oral health, has been inactive since 2020.111 Rebuilding this 
coalition would be a good starting point in building partnerships with like-minded oral 
health practioners. An additional option is building coalition around language access 
specifically, rather than around broader oral health care (though the two are surely 
connected). The Clarkston Health Equity Coalition could be a resource in starting a brand-
new coalition.112 The strength of coalitions is in their “people power” to liaise with the GA 
State Dental Director and advocate to the state legislature, and the space they provides for 
peer-to-peer exchange, training, and continuing education. The coalition would also be an 
opportunity to bring other providers into the refugee oral health space and provide refugee, 
immigrant, and other complex care patients with a broader base of providers that are 
willing and able to support their needs. 

 
Assessing and improving language and interpretation data: The data from Section I of 
this report can be leveraged to partner with the state on improving their data processes. 
Overall, this report indicates a need for GA DCH to have a more robust plan for updating 
their provider directories and analyzing their network adequacy data. In regard to language 
access, a good first step would be working with GA DCH and GA DHS to gain an 
understanding of what language data they currently collect on their beneficiaries and how 
it can be improved. The response from the data request from this report (that GA DCH does 
not have access to language data) should be discussed with the State.  Another good step 
in regard to data would be to work with the MCOs to understand the utilization of their 
interpretation services. All MCO plans offer to send in-person interpreters to appointments 
upon provider request. There is, however, little to no public data on how frequently that 
interpretation service is used or how often interpreters actually arrive at appointments.  
 
Interpreter workforce development: Clarkston is a community where about half of the 
15,000 residents speak a language other than English at home.113  The major ethnic 
communities are from the Democratic Republic of Congo (DRC), Burma, Syria, 
Afghanistan, Sudan, and Eritrea and over 60 languages are spoken within the 
community.114 115 Training programs for medical and legal interpretation certification 
already exist at the Georgia State University Perimeter Campus, located walking distance 
from downtown Clarkston.  Activities within the strategy could look like increased 
advertising and recruitment of bi- or multi-lingual folks into these programs and 
connection between graduates of the program to community providers that would not 
otherwise have access to interpretation. It could also look like building coalition within 
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these interpreters to explore the potential of offering services as a collective business 
venture rather than relying on national interpretative corporations for employment.  
 
Community health worker and multi-lingual oral healthcare workforce development. 
Programs like the Center for Community Health Improvement at Massachusetts General 
Hospital dually train their medical interpreters as both interpreters and as community 
health workers.116 Often, interpreters are not only providing language accessibility for 
healthcare services, but they often act as “cultural brokers” between patients and 
providers.117 In addition to programs offered at Georgia State University, dual-training 
interpreters as community health workers may open up new streams of funding along with 
new opportunities for employment and self-sufficiency among potential medical 
interpreters-community health workers. 
 

Mid-term/State 
Advocate for transformation of interpretation model: Potential starting points for 
innovative interpretation models, listed from most to least politically feasible: 
  
1) Utilization of MCO interpretation services: MCOs do offer interpretation services free of 

cost to providers, upon request. The reasons that this service is underutilized by 
providers is an area for further exploration, as it is unclear whether the lack of 
utilization comes from lack of desire, lack of knowledge, or unreliability of the service. 
Oral health providers who work with interpretation on a regular basis could help with 
education and encouragement with providers less familiar with interpretation services. 
Crucially, advocating for use of the MCOs’ interpretation services requires that the 
interpretation services are available, functional and able to accommodate an increase 
in the scale of use. Provider coalitions can also be useful in approaching the MCO to 
ask for more robust data on their interpretation programs (starting with asking that they 
make information public about which languages they have available for in-person and 
for virtual interpretation), the potential for the MCO to recruit interpreters from the 
community, and greater transparency around interpreter request systems within the 
MCO (Where do they contract interpreters from? Who should they call when 
interpreters do not show up from appointments?). In this way, the short-term goal of 
collecting more data on MCO plan interpretation specifically would naturally feed into 
this recommendation for advocacy work. 

2) Coalition-wide interpretation contract: The Georgia Oral Health Coalition, or a similar 
coalition of providers motivated to have interpretation services available to patients, 
could explore the possibility of purchasing a contract to be shared amongst by 
small/single clinic providers (cost-sharing a Netflix subscription model). This coalition 
contract model, rather than contracting with national corporation, could consider a 
formalized contract with the network of trained interpreters coming out of Georgia 
State University interpreter training programs.  

3) CMS interpretation matching funds: Using David Payne and NC DHHS’s program as a 
model, advocate for a small appropriation of state funds so that federal matching funds 
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can be received and a state reimbursement for language services program can be built. 
Because this would be both a budgetary effort and administrative program, it would be 
strategic to seek alignment with the State Medicaid Director or state office for 
accessibility or deaf and hard-of-hearing services first. 

 
Advocate for an increased reimbursement rate for oral health services: Legislation to 
increase reimbursement rates for providers has the potential to be a bi-partisan issue that 
could gain traction in the Georgia legislature. A well-established coalition of local 
providers, in connection with larger lobbying bodies like the Georgia Dental Association, 
could make a coordinated push towards increased reimbursement rates, starting with 
legislators that have been sympathetic to reimbursement increases or rural health issues 
in the past.118 
 
Medicaid expansion federal matching funds: Medicaid expansion comes with additional 
federal matching funds that can be put towards services like improving the data 
management processes, hiring staff to support programs and towards developing a new 
interpretation model. Although the state has opted for limited expansion with a work 
requirement component, there have still been pushes in the legislature (as recent as 
January 2025) for full Medicaid expansion in Georgia.119,120 Advocating for Medicaid 
expansion could be another coalition campaign, targeting specifically Republican state 
legislators that are already amenable to the bill who could bring their other colleagues into 
the fold. 

 
Long Term/Federal 
Making adult dental benefits mandatory at the federal level  
Three bills were introduced in the 118th Congress that would mandate coverage of dental 
benefits for all adult Medicaid beneficiaries. The Medicaid Dental Benefit Act of 2023 (H.R. 
1342) was sponsored by Nanette Diaz Barragan (D-CA-44) in the House .121 Two similar bills 
were introduced in the Senate: one of the same name (S.570) sponsored by Benjamin 
Cardin (D-MD) and the Medicare and Medicaid Dental, Vision and Hearing Benefit Act of 
2023 (S.842) sponsored by Robert Casey (D-PA).122,123 
 
 
Medical-dental integration on federal level  
Healthy People 2023, the Office of Disease Prevention and Health Promotion’s 10-year 
strategic plan, names “medical/dental integration” as an emerging strategy to improve 
health.124 This sentiment was echoed by Dr. Vivek Murthy, the U.S Surgeon General, in 
2015. Dr. Murthy introduced an Oral Health Strategic Framework, the first goal of which 
was to integrate oral health with primary care.125,126 The plan for this integration includes 
training primary care providers in oral health knowledge and skills, encouraging the sharing 
of patient clinical information between medical and dental practioners, and supporting 
any policies that “reconnect the mouth and the body.”127
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Appendices 
Appendix A: Georgia Medicaid Adult Eligibility Categories (as of November 2024)128  

 

Eligibility 
Category 

Up to % 
Federal 
Poverty 

Level 

Income 
limit 

Household 
of 1 

(Monthly, 
Annual) 

Income 
limit 

Household 
of 2 

(Monthly, 
Annual) 

Income 
limit 

Household 
of 3 

(Monthly, 
Annual) 

Income 
limit 

Household 
of 4 

(Monthly, 
Annual) 

Each 
Additional 
Household 
Members 

Addition to 
limit 

Other 
Requirements 

Parent/Caretaker 
of Child Under 19 - $310 

$3,720 
$457 

$5,484 
$551 

$6,612 
$653 

$7,836 
$50 

$600 

Must have child 
under 19 years 
old 

Pregnant Woman 220% N/A $3,748 
$44,976 

$4,734 
$56,808 

$5,720 
$68,640 

$987 
$1844  

Planning for 
Healthy Babies 211% $2649 

$31,788 
$3,595 

$43,140 
$4,541 

$54,492 
$5,486 

$65,832 - Women 18-44 

Medically Needy 
Aged, Blind, 

Disabled 
- $317 $375 - - -  

Refugee Medical 
Assistance129 200% $2,510 

$30,120 
$3,407 

$40,880 
$4,303 

$51,640 
$5,200 

$62,400 
$1345 

$10,760 

Must not 
qualify under 
any other 
category; 
certify refugee 
status 

Other Categories  SSI Recipients, Nursing Homes, Community Care, Qualified Medicare Beneficiaries, and Hospice 
are other special categories for adults. Newly arrived refugees (within five years of arrival), with very 
few exceptions, will not fall into these categories. 

Georgia Pathways 
(single adults) 100% $1255 

$15,060 
$1703 

$20,440 
$2151 

$25,820 
$2600 

$31,200 
$448 

$5,380 

Must not qualify 
under any other 
category 
(including RMA); 
complete 80 
hours of qualifying 
job or job training 
activities a month 
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Appendix B: Oral Health Clinic Call Script 
 
Note: I will not be identifying myself as a Duke student conducting research or in any formal 
role, but instead will be calling as a citizen trying to access care to avoid any response bias. 
The purpose of these calls is to evoke responses that a community member may receive 
while trying to receive oral health care, to accurately represent the availability and 
accessibility of care.  
 
********************************************************************************* 
 
Hi, I am calling to trying to make an appointment for a few folks and had some questions.  
 

1. Do you accept Medicaid? 
o If yes, which plans? 

2. I am trying to help some folks who speak Dari and Swahili make appointments. Do 
you have interpretation for languages like these?  

o If yes, how do you provide it (e.g. in-person, virtual etc)? 
3. Do you have any languages spoken staff? 
4. When is your next available new patient appointment? 
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Appendix C: Case Analysis Interview Questions—Medicaid Administrator 
 
Introduction 
  

1. Could you please explain your current position and what role you have in shaping 
oral health policy in North Carolina? 

  
Medicaid 
  

2. This project focuses specifically on Medicaid beneficiaries. What do you believe are 
the strengths of North Carolina’s Medicaid dental benefit program? 

1. What are specific areas for improvement? 
  

3. In your view, what are the key mechanisms that a Medicaid agency has to impact 
oral health access? 
  

4. What are the primary internal factors (leadership, resources, legislature, etc.) that 
influence a Medicaid agency’s ability to enforce increased access? 

1. Specifically, this project focuses on refugee adults and accessing 
interpretation at provider offices--does a State Medicaid agency have 
authority to encourage or enforce Medicaid provider’s provision of 
interpretation? 

  
Utilization 

5. In your view, what are the main barriers that still exist to North Carolina’s adult 
Medicaid population accessing (utilizing) their benefits package? 

  
6. What do you believe would be the most effective strategies to address these 

barriers? 
  
  
Lessons Learned 

7. If you were speaking to a state agency that was in the process of implementing 
comprehensive dental benefits for their adult Medicaid population, what advice 
would you give for a successful implementation? 
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Appendix D: Case Analysis Interview Questions—Refugee Services 
Administrator 
 
Introduction 
  

1. Could you please explain your current position and what role you’ve had in assisting 
refugees with accessing health care in NC? 

  
Successes and Challenges  
  

2. How would you generally describe refugees' access to oral healthcare in NC? 
 

3. What are the main challenges to refugees’ accessing oral healthcare?  
a. What do you see as potential solutions?  
b. Are these challenges specific to uninsured individuals, insured individuals or 

bother? 
 

4. What are NC’s successes in providing oral healthcare to refugees? 
 
Medicaid-Specific Levers  

5. For those refugees who have Medicaid, do you feel that the Medicaid program’s 
dental benefit offerings are adequate to meet refugee’s oral health needs? 
 

6. Are there ways you feel the Medicaid program could better support refugees' 
access to benefits? 

   
Lessons Learned 

7. If you were speaking to a state agency that was in the process of implementing 
comprehensive dental benefits for their adult Medicaid population, what advice 
would you give for a successful implementation? 
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Appendix E: Case Analysis Interview Questions—Dental Providers 
 
Introduction 
  

1. Could you please explain your current position and how long you have been a 
Medicaid dental provider in North Carolina? 

  
Medicaid 
  

2. This project focuses specifically on Medicaid beneficiaries. What do you believe are 
the strengths of North Carolina’s Medicaid dental benefit program?  

a. What are specific areas for improvement? 
  

3. In your view, what are the key mechanisms that a Medicaid agency has to impact 
oral health access? 

  
Utilization 

4. In your view, what are the main barriers that still exist to North Carolina’s adult 
Medicaid population accessing (utilizing) their benefits package? 

 
5. What do you believe would be the most effective strategies to address these 

barriers? 
 
Language Access 

6. This project focuses on refugee adults and accessing interpretation at provider 
offices--do you serve any populations whose primary language is not English or 
Spanish? 

7. Are you able to provide interpretation at your clinic? 
a. If yes, what support/resources enables you to do so? 
b. If no, what are the barriers to you doing so? 

  
Lessons Learned 

8. If you were speaking to a state agency that was in the process of implementing 
comprehensive dental benefits for their adult Medicaid population, what advice 
would you give for a successful implementation? 

 
Misc. 

1. Are there any other people that you think it would be useful for me to talk to? 
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Appendix F: Full Interview Outreach Table  
 

Interviewee Name Sector Title Email 

Mark W. Casey, DDS, 
MPH Medicaid Dental Director for NC Medicaid Mark.Casey@dhhs.nc.gov 

Darlene P Baker, RDH Medicaid Lead Dental Policy Analyst, NC Medicaid  Darlene.P.Baker@dhhs.nc.gov 

Jennifer Reed Morillo 
Administrator -- 
Refugee State Refugee Health Director (NC) jennifer.morillo@dhhs.nc.gov 

Rebekah Mathews Policy/Advocacy 
Director, Value-Based Care at CareQuest Institute 
for Oral Health rmathews@carequest.org 

Susan Clifford 

Language 
Access 
Advocate Language Access Project at UNC susan.clifford@unc.edu 

Katrina Mattison-
Chalwe, DDS  Provider Dental Director at Piedmont Health Services  

kmattiso@unc.edu and 
mattisok@piedmonthealth.org 

David Payne NCDHHS 
Communication Access Manager, Division of 
Services for Deaf and Hard of Hearing  david.t.payne@dhhs.nc.gov 

Jeremy Walters 
Service Provider 
-- Refugee Refugee Health Manager, World Relief jwalters@wr.org 

Frank Courts DDS, 
PhD Providers/Policy 

Chair of Council on Prevention and Oral Health at 
NC Dental Society frankcourts@outlook.com 

Adelen Kirkland 
Service Provider 
-- Refugee USCRI akirkland@refugees.org 

Immigrant Access 
Project 

Service Provider 
-- Refugee Center for New North Carolinians  n_viki@uncg.edu and IAP@uncg.edu 

Tra Tran 
Service Provider 
-- Refugee Research Coordinator at RCP tra@rcpteam.org 

CWS 
Service Provider 
-- Refugee Church World Service (Durham) mmiramba@cwsglobal.org and info email  

Bill Donigan, DDS, 
MPH Provider Kintegra Health, dental director wdonigan@kintegra.org 

Rebecca & Hyun Policy/Advocacy NC Justice Center  rebecca@ncjustice.org; hyun@ncjustice.org 

Claretta Foye Provider CEO, Lincoln Community Health Center claretta.foye@duke.edu 

Crystal Adams, MA Policy/Advocacy Director of NC Oral Health Collaborative  crystal.adams@foundationhli.org 

Tyler Paul 
Service Provider 
-- Refugee Center for New North Carolinians  tdpaul@uncg.edu 

Neighborhood Health 
Center 

Primary Care 
Provider 

https://neighborhealthcenter.org/contact-
neighborhealth/ info@neighborhealthcenter.org 

Rhonda Stephens 
DDS, MPH Provider 

Professor of Practice, UNC Adams School of 
Dentistry rhondaas@unc.edu 

Kelly Crosbie, MSW, 
LCSW Medicaid Former Chief Quality Officer, NC Medicaid kelly.crosbie@dhhs.nc.gov 

Sarah Tomlinson, 
DDS, RDH Medicaid 

Senior Dental Consultant; former Oral Health 
Section Chief, NC DPH  Sarah.E.Tomlinson@dhhs.nc.gov 

[Green were interviewed, orange agreed but were lost to follow-up, red either did not respond or declined.] 

mailto:david.t.payne@dhhs.nc.gov
mailto:jwalters@wr.org
mailto:claretta.foye@duke.edu
mailto:tdpaul@uncg.edu
https://neighborhealthcenter.org/contact-neighborhealth/
https://neighborhealthcenter.org/contact-neighborhealth/
mailto:info@neighborhealthcenter.org
mailto:rhondaas@unc.edu
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Appendix G: Case Analysis Interview Codebook  
 

Theme Name  Number of 
Interviews Used  

Number of 
References in 

Transcripts 
About the Interviewees 4 6 
Beneficiary Demand 2 6 
Children's Medicaid 1 2 
Interpretation 7 45 
Lack of Data 4 6 
Provider Issues 7 21 

Coalition-building 5 10 
Covered Services 3 4 
Dentist Culture 4 6 
Reimbursement 4 11 

Refugees 3 7 
Solns+Alt Models 7 25 

Strengths 5 5 
State Medicaid Roles and Responsibilities 4 17 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

[Number of interviews means the number of interviews in which a theme 
was talked about, whereas the number of references in transcripts is the 
number of individual times a theme was talked about across all interviews]. 
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Appendix H: Status and Names of Clinics Called 

 

 
 

CATEGORY PROVIDER CATEGORY PROVIDER 

County says Dekalb, 
but address is outside 

Dekalb  

PHILIP  JEON 

Outdated address; provider 
no longer practices at 

location listed in directory 
address 

GEORGE D COLETTI 

EILEEN BUCKLE OLD DENTISTRY FOR KIDS 
LOCATION 

GILLIAN JONES ASHISH P VAKHARIA & CHERYL 
MCMAHON-LEE 

JESSICA ALFORD DDS ANTHONY J PARKER DDS 

AUFAUGH EMAM DDD Foundation Inc. (previous 
location) 

THAO P PHAM JAY AHN 

NATALIE SIMPSON DDS UDO OGUERI 

HARI DIGUMARTHI Dekalb Atlanta Human Services 
Center 

SALAM O SALMAN DONNA M WILKERSON DDS 

SALAM O SALMAN Georgia Regional Hospital (GA 
Dept of Behavioral Health) 

JAMES T JEONG DMD WILLIAM M COUCH 

DONNA M WILKERSON Atlanta Oral Pathology 

SHERISE THOMAS Great Expressions (previous 
location) 

ALLISON THOMPSON KYANDUKHTA B KALANTARI 

JENY DOMINGUEZ CASTILLO MORDENA SULLEN 

TENECIA HALL THADDEUS HARVEY DDS & 
GRACE M STONE DDS 

FRANK H WHITE DDS JIMMY L BLOUNT DDS 

SHANNON SKIBA DDS WALTER L LEEKS, III DMD 

KELLI E ZUDEKOFF DMD PATRICIA L DELK DDS 

Franklin Dental Group STEWART HELTON DMD 

Center for Pediatric Dental Sedation JIMMY L BLOUNT 

Smiles 4 Less 
KIRK A SUDEALL 

UDO OGUERI 
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Accepts one Medicaid MCO plan Delbert Warner, DDS Accepts ZERO Medicaid 
plans Carol Chang, DDS 

Accepts one Medicaid MCO plan Smiles 2 You LEON G PYE Accepts ZERO Medicaid 
plans 

Family Dentistry DAI M 
NGUYEN 

Accepts one Medicaid MCO plan Gentle Family Dental PC BETTY 
DILLON-MOORE 

Accepts ZERO Medicaid 
plans Shih-Cheih Lin, DDS 

Accepts two Medicaid MCO plans Franklin Dental Group Accepts ZERO Medicaid 
plans 

Buford Highway Family Dental 
AZAD N FARIS 

Accepts two Medicaid MCO plans Leroy Loving Jr., DDS, MD Accepts ZERO Medicaid 
plans 

Lithonia Restorative Dental 
Center NICHOLAS A MOSLEY 

Accepts two Medicaid MCO plans Emory University Hospital: Emory 
Oral and Maxillofacial Services 

Accepts ZERO Medicaid 
plans Nguyen Trinh K DDS 

Accepts two Medicaid MCO plans Emory Clinic - Emory Oral and 
Maxillofacial Surgery 

Accepts ZERO Medicaid 
plans 

Oral Surgery Associates and 
Dental Implant Center 

Accepts two Medicaid MCO plans Metro Decatur Dental Accepts ZERO Medicaid 
plans Stone Mountain Dental 

Accepts all three Medicaid MCO plans Knight Dental TASHA M KNIGHT 
DDS 

Accepts ZERO Medicaid 
plans 

Chamblee Dental Care 
SUPRIYA GANUPUR 

Accepts all three Medicaid MCO plans Tucker Town Dental GABRIELLE C 
NGUYEN DDS 

Accepts ZERO Medicaid 
plans Y.E. Beckford, DDS 

Accepts all three Medicaid MCO plans Medcura  WALTER L LEEKS DMD Accepts ZERO Medicaid 
plans Family Dental Group 

Accepts all three Medicaid MCO plans Mehta Meena Inc. Accepts ZERO Medicaid 
plans 

Lily Smile Center ASFAW 
AMBAYE 

Accepts all three Medicaid MCO plans Gentle Dental VANESSA K PHAN Accepts ZERO Medicaid 
plans Abbas Haider, DDS 

Accepts all three Medicaid MCO plans iSmile Dental LLC Accepts ZERO Medicaid 
plans 

Dove Dental Specialists AMY 
MATHEW DMD 

Accepts all three Medicaid MCO plans Southside Medical Center Gresham 
Location 

Accepts ZERO Medicaid 
plans 

Dunwoody Park Family 
Dentistry 

Accepts all three Medicaid MCO plans Best Care Dental (Clarkston) Accepts ZERO Medicaid 
plans 

Axam Dental GAILYA L AXAM 
DDS 

Accepts all three Medicaid MCO plans Whitefoord Health Center Accepts ZERO Medicaid 
plans Brookhaven Village Dentistry 

Accepts all three Medicaid MCO plans A Smile 4 U Accepts ZERO Medicaid 
plans 

Blue Creek Dental FRANCIS P 
SHAEFFER DMD 

Accepts all three Medicaid MCO plans Ethne Dental Accepts ZERO Medicaid 
plans Best Care Dental (Lithonia) 

Accepts all three Medicaid MCO plans Mercy Care Atlanta Accepts ZERO Medicaid 
plans 

Limeres Dental Group LUIS A 
LIMERES DDS 

Special cases Dentistry for the Developmentally 
Disabled 

Accepts ZERO Medicaid 
plans 

Complete Dental NEELIMA 
CHIRU 

Special cases Cassandra Brackett, DDS Accepts ZERO Medicaid 
plans 

Great Expressions (Decatur 
Location) 

Special cases Great Expressions (South Dekalb) Accepts ZERO Medicaid 
plans 

Perimeter Oral and 
Maxillofacial Surgery 

PIYUSHKUMAR P PATEL DMD 

Special cases Emory Wesley Woods Hospital--
KEVIN T HENDLER DDS 

Accepts ZERO Medicaid 
plans 

East Atlanta Family Dental 
SHERVIN  MESHKIAN 

No response Southeast Dental JACQUELINE T 
PHAM DMD 

No response 
Dekalb County Board of 

Health: T.O. Vinson Health 
Center 

No response 
Dekalb County Board of 

Health: 
North Dekalb Health Center 
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Appendix I: Map Showing Number of Households that Speak a LOTES  
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Appendix J: Map Showing Number of LOTES LEP Households 
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Appendix K: Map Showing Percent of LEP Households ( out of all non-English 
households)   
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Appendix L: Map Showing Oral Health Clinics in Clarkston, GA 
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