executive summary

Narrowing the Rural Interprofessional
Oral Health Care Gap
April 2017

Narrowing the Gap
As the health care delivery system in the United States evolves, both
opportunities and challenges exist for patient care, professional training,
practice methodologies, and care team communication. Born out of this
ongoing healthcare evolution, oral healtha interprofessional practice (IPP) is an
approach to care that integrates and coordinates dental medicine with primary
care and behavioral health to support person and population health. IPP has
demonstrated early promise, with positive patient outcomes and reductions in
total cost of care.1-10 In fact, the Health Resources and Services Administration
(HRSA) recently provided recommendations and guidance on the integration
of oral health into primary care and stated its importance with overall health.11
Traditionally, the dental profession has existed within a siloed environment.
However, this medical-dental divide is being addressed as medical systems,
insurance carriers, federal and state governments, patient advocacy groups,
and health care organizations look for oral health interventions and prevention
strategies to improve person outcomes, patient and provider satisfaction, and
reduce the cost of providing and receiving care.7-10
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a. Oral health – As a fundamental component of health and physical and mental well-being, oral health is multi-faceted and includes the ability to speak, smile, smell, taste, touch, chew, swallow and convey
a range of emotions through facial expressions with confidence and without pain, discomfort and disease of the craniofacial complex. [FDI World Dental Federation]
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Figure 1: MORE Care Overview

MEDICAL
Operational Integration
of Oral Health Care
• Oral health evaluation
• HEENOT
(Head-ears-eyes-nose-oral cavity-throat)

• Risk Factor Identification
(APP Form or Similar)

• Pediatric fluoride application
• Self-management goals
• Dental care referral
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DENTAL
Cooperative Tasks
• Implement a bi-directional
referral system (medicaldental referral coordination)
• Initiate, develop and
improve interprofessional
communication protocols
and processes
• Identify areas of clinical
and operational overlap to
optimize time and care delivery

Operational Integration
of Primary Care
Referral Characteristics
• Referral acceptance verified
• Clinical summaries completed
for referral communication
• Referral dental care
completion verified
Dental care teams are encouraged to
incorporate a person centered risk based
approach to manage oral disease.

b. In South Carolina, the Initiative process was augmented through an Oral Health Workforce Grant [#T12HP28882] administered by HRSA to support MUSC and its program, the Rural Oral Health
Advancement in Delivery Systems (ROADS).

The Challenges and Opportunities of the
MORE Care Initiative
The initial challenges and opportunities during Phase 1 and Phase 2 of MORE Care were varied and, at times,
complex. They involved state-, community-, and practice- level activities and allowed for expanding knowledge
on the integration of oral health in primary care and the coordination of care with medical and dental network
partners. As seen in Table 2, MORE Care partners identified five elements vital to creating a milieu conducive for
the initiation of rural interprofessional oral health networks that include:
• Create an improvement environment—

• Facilitate health care model transitions—

providing operational expertise to ensure a

providing leadership, expertise, and guidance

strong financial foundation and implementing

by state-level organizations and stakeholders

quality improvement policies and protocols to

to help health care teams navigate changes in

improve or refine care standards.

the health care environment.

• Establish oral health proprietorship—

• Ensure access to health information

integrating and coordinating care among

technology—developing health technology

community partners to better understand,

infrastructure to support interprofessional

evaluate, and improve community-based

systems and building platforms for electronic

oral health.

health records/practice management systems

• Develop dental referral networks—producing

(EHR/PMS).

a fairer market to offset oral health disparities
between rural and urban health care system
components and improve care coordination
through warm handoffs and practitioner
extension opportunities.
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Table 2: Key Factors Impacting the Initiation of Interprofessional Oral Health Networks

key factors impacting the initiation of interprofessional oral health networks
key factors:

challenges:
Quality Improvement (QI):
QI practices are seen with less frequency in
interdisciplinary rural health care, and the current
QI methods being adopted by medicine are not
being applied by dental care teams.

Quality Improvement:
The growth of quality improvement education,
protocols and policies has allowed care teams
proprietorship to impact patient care, improve
daily operations, and focus on quadruple aim
goals.
Patient-Centered Medical Home (PCMH) c
recognition is rooted in performance
improvement and can provide the foundational
systems of care (i.e., team-based care, referral
management) that support interprofessional oral
health practice. PCMHs can lead to higher quality
and lower costs, as well as improve patients’ and
providers’ experience of care.

An Environment
of Improvement
Financial Foundation:
Limitations with accurate financial projections
have been proposed as a barrier to achieve
sustainability in the rural healthcare
environment.
Incentives for quality improvement practice has
been limited and when employed, inconsistent.

The effect of the current fragmented rural health
system results in a higher cost of care, greater
risk of poor disease management d, and dental
provider teams becoming isolated.

Oral Health
Proprietorship
and Support

opportunities:

Financial Foundation:
Rural practices, both primary care and dental,
face financial challenges. Improvement coaches
can assist care teams by providing expertise
in operational performance to ensure a strong
financial foundation.
Provide assistance with care flow patterns,
templates for oral health visits, and providing
direction on billing and coding to maximize
financial sustainability.

Various medical, dental, public health, and industry
organizations have proposed a position (or set
of position tasks) dedicated to understanding,
evaluating, and improving community-based oral
health. Case management facilitation can be a
function of this position, as well.
Many states feature an oral health coalition
that disseminates information related to best
practices and oral health partnerships that can
impact community health. They function as a
collaborative of like-minded community and state
leaders proposing solutions for improving oral
health.
A dependable and well-organized onsite oral
health training service provides an organizational
structure for education/training and creates a
pathway to develop oral health champions.
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c. Patient centered medical home –a care delivery model through which patient care is coordinated by primary care physicians to ensure that patients receive the necessary care when and where they need
it, in a manner they understand
d. Disease management –a system of care administration that applies population health and risk-based stratification to more effectively stabilize and prevent disease of at-risk populations

key factors impacting the initiation of interprofessional oral health networks
key factors:

challenges:

opportunities:

Referral Process:
As the need for improved interprofessional
communication grows, reports within dentistry
and medicine reflect various issues impairing
effective care coordination: provider time
constraints, breakdown in care coordination/
management, communication failure, variation
in education and training, and lack of adequate
insurance coverage and a lack of access to
providers for patients in need of care.

Referral Process:
Previous studies have demonstrated a link
between a strong referral system and increased
patient satisfaction, better health outcomes, and
reduced cost of care. Warm handoff procedures
and improved care coordination will be vital
in reducing the practice chaos often seen with
broken appointments.

Capacity of dental care is traditionally much
smaller than capacity in medical care.

Dental Referral
Networks

Referral Personnel:
The majority of Dental Health Professional
Shortage Areas are located in non-metropolitan
regions. Completing a transportation-friendly
referral network can be difficult for primary care
teams providing rural oral health.

Hospital systems in rural environments have
a more fluid infrastructure to initiate referral
management between dental and medical care
teams. They are more likely to incorporate warm
handoffs which show more promise than other
methods to improve appointment completion.
Comparative models based on these concepts
could be developed for wider dissemination and
knowledge exchange.
Referral Personnel:
The use of practitioner extension methodology
(community dental health coordinators, dental
care team members embedded with medical and
behavioral health teams, and virtual dental home
or similar telehealth practices) has shown early
promise.
There is an opportunity for rural health system
financial incentives to help produce a fairer
market between rural and urban health care
system components, such as state and federal
loan repayment programs and oral health access
grants.
Future development to extend rural designation
privileges to dental care teams would provide
a financial sustainability tool via cost-based
reimbursement.
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key factors impacting the initiation of interprofessional oral health networks
key factors:

challenges:

opportunities:

The current health care system is in a transition
period with multiple care models emerging as
well as disappearing.

State-level organizations and stakeholders can
provide leadership, expertise, and guidance
to help health care teams navigate changes in
reimbursement structure; understand local, state,
and federal requirements; address the increased
needs of data and technology; and expand and
enhance patient/care management.

Facilitating
Health
Care Model
Transitions

The advent and advancement of Medicare Access
and CHIP Reauthorization Act (MACRA) and
Accountable Care Organizations (ACOs) along with
improved population and personal health care
financial models will open the healthcare market
to new models of care and facilitate changes
for health consumers toward prevention-based
care and the achievement of optimal health as
opposed to stabilization of chronic disease.

With high costs and lack of operability, the current
health information technology (HIT) environment
stagnates IP oral health networks, especially in
rural areas.
Inadequately functioning EHRs and lack of
software support are commonly reported reasons
for increased cost and correlate to dissatisfaction
with case management and care reporting.

Health
Information
Technology

Development of health technology infrastructure
to support IP teams with a high functionality in
IT operations and a means of ongoing training
to provide the best tools for interprofessional
practice.
HIT report writer programs and third-party HIT
management companies show early promise
to connect multiple providers, through various
electronic health records/practice management
systems (EHR/PMS), to real-time practice and
patient quality metrics. High costs will need to be
addressed.
Development of multiple IP networks working
within a collaborative may result in a better
platform for EHR/PMS enhancements or changes
due to a larger licensee pool.
As state health information exchanges (HIE)
improve and expand, both primary care and
dental care teams will have the ability to share
patient information and payment structure,
ensuring that the highest level of patient safety
and continuity of care is realized.

8

Figure 2: Local and state level organization for IPOHN initiation demonstrating the community partners
needed to develop a care pathway with the four key partners: hospital systems, dental and medical care
teams, and community support systems.

LOCAL/REGIONAL IPOHNS

HOSPITAL SYSTEMS

DENTAL CARE TEAMS

MEDICAL CARE TEAMS

School Systems &
Religious Organizations

Social Support
Organizations

Community Health Workers
& Care Coordinators

State Office of Rural Health &
Rural Health Organizations

Information Technology
& Telehealth

COMMUNITY HEALTH SUPPORT SYSTEMS

Future Implementation
Enhancing and upgrading interprofessional oral

symptoms of upper gastrointestinal system disease

health networks requires investment, ownership,

within the oral cavity (dental caries, periodontal

and coordination. As observed during MORE Care’s

disease, and cancer). In addition, the MORE Care

Phase 1 and 2 cohorts, the most advantageous

improvement process platform created an environ-

design to rural IPOHN initiation appears to be with

ment that provided input on performance, action

individual IPP oral health care collaboratives and

planning guidance, and allowed for the exchange

networks specific to a geographic region [Figure 2].

of innovation and best practices among individual

These networks work together to solve local prob-

care networks. The MORE Care teams worked with

lems, develop population-specific care processes,

community and state partners to demonstrate that

and coordinate with state-level organizations to

interprofessional oral health integration and coor-

bring together regional partners based on commu-

dination is viable and will lead to a positive impact

nity need. At a practice activity level, it was advanta-

for patients and communities.

geous for MORE Care teams to integrate workflows
that addressed oral health as not one more thing,

For more information, see the full report:

but part of a primary care team’s differential

MORE Care: Narrowing the Rural
Interprofessional Oral Health Care Gap

diagnosis and process for identifying the signs and

9

References
1.

Bader JD, Rozier G, Harris R, et al. Dental caries prevention:
the physician's role in child oral health systematic evidence
review. U.S. Preventive Services Task Force Evidence
Synthesis, 2004.

2.

Cinar AB, Schou L. Health promotion for patients with
diabetes: health coaching or formal health education?
International Dental Journal. 2014; 64(1):20-8.

3.

Sen S, Sumner R, Hardin J, et al. Periodontal disease and
recurrent vascular events in stroke/transient ischemic attack
patients. Journal of Stroke and Cerebrovascular Diseases.
2013; 22(8):1420-7.

4.

Janket SJ, Wightman A, Baird AE, et al. Does periodontal
treatment improve glycemic control in diabetic patients: a
meta-analysis. J of Dent Res 2005; 84:1154-1159.

5.

Simpson TC, Needleman I, Wild SH, et al. Treatment
of periodontal disease for glycemic control in diabetic
patients: a meta-analysis. Cochran Database Sys Rev 2010;
5:CD004714.

17. U.S. Dept of Health and Human Services, Agency for
Healthcare Research and Quality. Medical Expenditure
Survey (MEPS). Dental visits – events and expenditures.
https://meps.ahrq.gov/data_stats/MEPS_topics.
jsp?topicid=47Z-1 [Accessed: 22MAR2017].
18. Satcher DS. Surgeon General's report on oral health. Public
Health Reports. 2000; 115(5):489.
19. Boynes SG. Finding meaning with interprofessional
practice (Part II). Dent Econom. 2015; 105(10):15-20.
20. Seirawan H, Faust S, Mulligan R. The impact of oral health
on the academic performance of disadvantaged children.
Am J Pub Health. 2012; 102(9):1729-34.
21. Lee JY. Community programs and oral health. Early
Childhood Oral Health. 2015 Aug 6:245.

6.

Nasseh K, Vujicic M, Glick M. The Relationship between
Periodontal Interventions and Healthcare Costs and
Utilization. Evidence from an Integrated Dental, Medical,
and Pharmacy Commercial Claims Database. Health
Economics. 2016; 26(4):519-527.

22. Petersen PE. The World Oral Health Report 2003: continuous
improvement of oral health in the 21st century–the
approach of the WHO Global Oral Health Program.
Community Dentistry and oral epidemiology. 2003;
31(s1):3-24.

7.

United Health Care Insurance Company. Medical Dental
Integration Study; March 2013; https://www.uhc.com/
content/dam/uhcdotcom/en/Employers/PDF/B2H_Study.
pdf [Accessed 22MAR2017].

23. Hummel J, Phillips KE, Holt B, Hayes C. Oral health: an
essential component of primary care. Qualis Health, Seattle
(WA), 2015.

8.

9.

Cigna, Improved Health and Lower Medical Costs: Why
Good Dental Care Is Important, A White Paper, http://www.
cigna.com/assets/docs/employers-and-organizations/
Collaborative-Care-White-Paper.pdf. [Accessed 22MAR2017].
Aetna: Improving outcomes for members, lowering costs
for employers. Aetna Dental/Medical Integration Program,
2015. http://landing.aetna.com/Global/FileLib/Dental/
dmi_white_paper_final.pdf [Accessed: 22MAR2017].

10. National Rural Health Association (NRHA). Meeting oral
health needs in rural America. NRHA, 2005.
11. U.S. Dept. of Health and Human Services, Health Resources
and Services Administration. Integration of oral health and
primary care practice. HRSA, 2014.
12. Braswell A and Johnson N. NRHA Policy Brief: Rural
America’s Oral Health Care Needs. NRHA, 2013.
13. Doescher MP, Keppel GA, Skillman SM, et. al. The Crisis
in Rural Dentistry. WWAMI Rural Health Research Center
Policy Brief, April 2009.
14. U.S. Dept. of Health and Human Services, Bureau of Health
Professions, Division of Shortage Designation.
15. Vargas CM, Ronzio CR, Hayes KL. Oral health status of
children and adolescents by rural residence, United States.
Journal of Rural Health. 2003;19:260-8.

10

16. Skillman SM, Doescher MP, Mouradian WE, et al. The
challenge to delivering oral health services in rural America.
Journal Pub Health Dent. 2010;70(s1):S49-57.

24. Clark MB, Slayton RL. Fluoride use in caries prevention in
the primary care setting. Pediatrics. 2014; 134(3):626-33.
25. Glick M. Why don’t dentists provide immunizations?
[Editorial] J of Am Dent Assoc. 2013; 144:1098-1100.
26. Boynes SG. Finding meaning with interprofessional practice
(Part I). Dent Econom. 2015; 105(9):16-20.
27. Cinar AB, Schou L. Health promotion for patients with
diabetes: health coaching or formal health education?
International Dental Journal. 2014; 64(1):20-8.
28. Greenberg BL, Glick M, Frantsve-Hawley J, Kantor ML.
Dentists' attitudes toward chairside screening for medical
conditions. The Journal of the American Dental Association.
2010; 141(1):52-62.
29. Greenberg BL, Thomas PA, Glick M, Kantor ML. Physicians'
attitudes toward medical screening in a dental setting.
Journal of public health dentistry. 2015; 75(3):225-33.
30. Greenberg BL, Kantor ML, Jiang SS, Glick M. Patients'
attitudes toward screening for medical conditions in a
dental setting. Journal of public health dentistry. 2012;
72(1):28-35.
31. Boynes SG, Novy BB, Peltier C. Risk-based treatment
planning. Decisions in Dentistry. 2017; 3(2):53-57.

Of the nation’s

62 MILLION

rural residents–

43

%

LACK ACCESS TO DENTAL CARE

1 IN 5
cases of total tooth
loss is linked to

DIABETES

90

% 45 MILLION

of
systemic diseases have

oral
manifestations

7O

of adults
65 and older have

in rural
areas

no dental benefit

IS LESS LIKELY
to be

fluoridated
ORAL HEALTH
DISEASE

people visit a medical provider
and not a dental provider

27 MILLION

visit a dental provider and
not a medical provider

TOOTH DECAY

is observed
more
frequently
in rural areas

live in
dental health
shortage areas

%

Water

111 MILLION

UNTREATED

AMERICANS

80

%

of
North Americans suffer
from some form of

periodontal disease

Early childhood
caries is

5X

is associated with
childhood obesity

40

%

of those
who had chemotherapy

have oral symptoms

more common
than asthma

164

MILLION
HOURS
OF WORK

Rural
Rural
are lost by adults
adults
children
each year due to
ARE MORE LIKELY ARE LESS LIKELY DENTAL EMERGERCIES
to have ALL of their

teeth missing

to have

visited a dentist

51
ORAL DISEASE

Children missed
due to

MILLION
HOURS11
OF SCHOOL

2400 Computer Drive
Westborough, MA 01581
phone: 508-329-2280
fax: 508-329-2285
email: morecare@dentaquestinstitute.org
web: DentaQuestInstitute.org

Our mission is to improve
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