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Background & Funding  

• Senate Concurrent Resolution no. 4004 
• Continue to study dental services in the state 

• Pew Charitable Trusts 
• Year One – Identify needs and stakeholder solutions 
• Year Two – Update need and disseminate findings 

• North Dakota Department of Health, Oral Health 
Program Subcontracts 

• CDC 
• DentaQuest 
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Presenter
Presentation Notes
I will provide a bit of background to this research.In the last legislative session, it was written in concurrent resolution 4004 that the committee was to “continue to study dental services in the state, including the effectiveness of case management services and the state infrastructure necessary to cost effectively use mid-level providers to improve access to services and address dental service provider shortages in underserved areas of the state.”A single sentence, but requires a lot of work:Where are the service provider shortage areas?Who is underserved? By what standard (access or utilization)Review mid level providersReview existing programs, etc.As a result of all of this work around oral health, I, and my team, were funded to continue our efforts of research around oral health in ND. We currently have three oral health funding sources – Pew funds to research and disseminateCDC is primary care varnishDentaQuest is LTC Oral Health eval and research



Current Resources 
• Fact Sheets 

• Varnish application in primary care settings 
• Oral health policies and procedures in long term care 
• Pediatric oral health social determinants 
• Pediatric oral health outcomes 
• Dental workforce 

• Policy Brief 
• Oral health services in FQHCs 

• Chartbooks 
 

https://ruralhealth.und.edu/what-we-do/oral-health/publications 

Presenter
Presentation Notes
We have released several new resources as of late, with more in the process. They can all be found online Today, I am going to share some of the overview of these resources and what this means for rural—The purpose of NOSORH is to “Help communities promote a healthy rural America through enhanced access to quality healthcare services” – and what I hope to address today is how imperative it is that we view oral health as just as important as any other primary health care service – poor oral health has significant impact on an individual from:PainPoor nutritionPoor overall healthHigher risk of infectionSocial implications like employment, relationships, self esteem, etc.Other pediatric research has found a direct correlation with poor oral health and poor school performance



Dentist per 100,000 Population 
  * Number of  CODA Accredited Dental Schools 

2010 2011 2012 2013 2014 2015 

South Dakota 51.7 53.7 52.7 54.1 53.9 53.6 

Wyoming 50.2 51.8 53 53 55.3 54.1 

North Dakota 53.7 54 54.5 54.5 54.7 55.4 

Idaho 58.9 58.5 57.2 57.8 55.5 56.7 

Montana 59.7 61.4 61.3 59 59.8 59.9 

Utah** 66 65.8 65.8 65.2 63.3 62.9 

Oregon* 68.1 68.3 67.8 68.9 68 69.1 

Colorado* 67.6 68.1 68.6 68.7 68.9 69.7 

Washington* 71.2 71.2 71.3 71 71.5 72.8 

Alaska 76.9 76.8 78.1 78.2 79.8 80.9 
Total U.S. 74.28 75.80 75.00 76.23 74.89 75.83 

Presenter
Presentation Notes
Firstly, I want to establish how North Dakota is like other states in NOSORH Region E with regard to our oral health workforce and access issues,All of Region E (other than Alaska) currently have a lower DDS per Pop ratio than nat. averageSource: American Dental Association, Health Policy Institute analysis of ADA masterfile. Copyright © 2016 American Dental Association. All rights reserved. Dentist per 100,000 Population – working in dentistry (ADA)Those with a dental school have more dentists – other than Alaska – which is what we would expect – this next slide though tells me that most of these dentists are centrally located in those states – which is a rural/urban concern



Dental HPSAs in Region E 

D-HPSA Counties Total Counties Percent of D-HPSA Counties 

Idaho 42 44 96% 

Oregon* 32 36 89% 

Washington* 29 39 75% 

Utah** 19 29 66% 

Colorado* 39 64 61% 

Montana 27 56 48% 

Alaska 14 29 48% 

South Dakota 27 66 41% 

Wyoming 8 23 35% 

North Dakota 17 53 32% 

Presenter
Presentation Notes
These do not include HPSA points – just full HPSA counties On the last slide – Oregon, Washingotn, Utah and Colorado had the better DDS to Pop ratios in the group – they also are the only states in the region to have DDS schools – but, here, they report the greatest percentage of dental HPSA counties – meaning, those DDS must be centrally located in not evenly dispersed in the state  -- that is the trend that we have seen in North Dakota – I will explain - 



Number of  Dentists in Each County, 2016 
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Presenter
Presentation Notes
In North Dakota,As of March 2016, 17 of 53 counties in ND had no DDS and 8 others had only 1 – that is 47% of all ND Counties



North Dakota Dispersion of  Oral Health Workforce, 2016 
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Presenter
Presentation Notes
Red Lines indicate percent of the state population in each of those RUCA categories based on the 2013 Census data What this tells me is there is an issue of distribution – primarily between urban and isolated rural Not only do we have fewer DDS per 100,000 than the national average, but the DDS we do have are primarily located in urban centers though only half of our population isNorth Dakota 2013Pop: RUCA 1: 351,333 50.4% RUCA 2: 143,412 20.6% RUCA 3: 46,010 6.6% RUCA 4: 156,459 22.4% Total State Pop: 697,214 



Poorer Oral Health Care Access & Status
  • Rural 

• Elderly 
• Medicaid Enrollees 
• Low-Income 
• American Indian 
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Presenter
Presentation Notes
In North Dakota, this inadequate distribution of dentists is also a significant concern for HISOther reports indicate that those in rural communities are older and more likely to be lower income than urban residentsBecause of that, when we look at oral health data and see that Medicaid, uninsured, low-income, and elderly are the most disadvantage with regard to oral health care access – we can see how heightened the rural oral health problem can be 



Oral Health Access for Medicaid Enrollees 

• In 2013, 249 dental practices billed for at least one 
Medicaid patient in the calendar year 

• 65 (26%) of those practices saw more than 100 Medicaid patients 

• 58% of Providers seeing Medicaid patients only 
accounted for 11% of Medicaid patients seen  

• 8% of the dental practices billing Medicaid in 2013 provided care 
to 52% of the Medicaid enrollees accessing dental services 
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Presenter
Presentation Notes
While it is clear that spatially we have a shortage of oral health providers in ND with insufficient numbers in our most rural communities, there is also inadequate workforce to meeting the needs of Medicaid enrolleesNew data being released late spring/early summerIn 2013, 249 dental practices billed for at least one Medicaid patient in the calendar year while only 65 (26%) of those practices saw more than 100 Medicaid patientsNorth Dakota adolescents had a high rate of annual dental exams (75%) in 2012; however, only 30% of Medicaid-enrolled children reported a dental visit in 2013.27 Similarly, 75% of all North Dakota adolescents reported receiving at least one preventive care visit in the last year while only 27% of Medicaid-enrolled children had had a preventive dental visit.27 Fewer than 5% of Medicaid-enrolled children in the state received a sealant on a permanent molar tooth.27 A majority of North Dakota dental practices that billed Medicaid during the last calendar year (58%) saw 50 or fewer Medicaid patients. These dental practices accounted for only 11% of Medicaid patients that visited a dentist in 2013. More than 50% of Medicaid patients that saw a dentist in 2013 received care from one of only 21 North Dakota dental practices; this means that 8% of the dental practices billing Medicaid in 2013 provided care to 52% of the Medicaid enrollees accessing dental services.27 The American Dental Association also reported the percent of dentists (general and specialist) who identified not being busy enough in 2013.23 Nationally, 1 in 3 (33%) dentists indicated not being busy enough, while North Dakota came in last with only 1 in 20. The data imply that North Dakota dentists are the busiest in the nation, with only 5% self-reporting not being busy enough.23 



Pediatric Oral Health: Social Determinants 
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Presenter
Presentation Notes
National and state based research has found that children who drink soda or sugary drinks daily have a significantly (P<0.05) higher prevalence of tooth decay than their peers who do not consume sugary drinks daily.1 Untreated decay is more prevalent among North Dakota adolescents who:  Have never been to the dentist*Do not regularly brush their teeth*Drink soda or sugary beverages daily*These adolescents also report a statistically significant lower prevalence of protective dental sealants; rampant decay; and a need for early and urgent dental care.While 96% of all non-Hispanic White third grade students have a toothbrush, the same is true for only 49% of their American Indian peers. As a result, only 32% of American Indian youth had brushed their teeth on the day of assessment compared to 66% of non-Hispanic White adolescents.   



Pediatric Oral Health: Social Determinants 
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Presenter
Presentation Notes
MS/HS American Indian were also more likely to consume sugary drinks than their non Hispanic white peers .. Does not include sugary drinks – just cans of soda 



Pediatric Oral Health Outcomes  



North Dakota Third Grade Students 
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Presenter
Presentation Notes
American Indian, and impoverished children have significantly worse oral health than their peersThe rate of untreated decay was significantly* higher for American Indian (51%), and other minority children (41%) than their Caucasian peers (24%). Compared to non-Hispanic White children, American Indian, and other minority third graders have:  Significantly lower rates of dental sealants.Significantly higher prevalence of rampant decay.Significantly higher need for early or urgent care.
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Presenter
Presentation Notes
American Indian, and impoverished children have significantly worse oral health than their peers



Varnish Application in Clinical Settings 
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Presenter
Presentation Notes
Did a survey of NDAAP and ND AAFP



Primary Care Varnish Application 

• A majority of pediatricians (60%) and family practice physicians 
(82%) replied that no one within the clinic provided varnish. 

• Only 31% believed that other physicians were aware that it was a 
reimbursable service. 

• 90% of pediatricians and 82% of family practice physicians either 
agreed or strongly agreed that fluoride varnish was an effective 
preventative oral health care measure . 

• Providers agreed/strongly agreed that well-child visits were an 
appropriate time for both varnish application (60%) and the oral 
health risk assessment (86%). 

• If required as part of the well-child checklist, many also believed 
they would be done. 
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Presenter
Presentation Notes
Though there was a variability in the rate of fluoride varnish application, providers either agreed or strongly agreed that fluoride varnish was an effective preventative oral health care measure (90% of pediatricians and 82% of family practice physiciansProviders were unaware that fluoride varnish was a reimbursable service, and family physicians did not know if application was a quick and easy process. Rates of application and services billed were also low because providers were not knowledgeable on how to determine need for application.  Providers believed that the guardians of their patients were generally unaware of varnish benefits as well. With an ill-informed patient set, still only 23% of all offices offered informational flyers on oral health and fewer offered pamphlets (12%) on fluoride varnish. When asked why they were not applying fluoride varnish, though they identified the service as an effective preventative oral health care measure, results indicated a lack of understanding on the importance of oral health for overall patient health. Providers identified a lack of support from their clinic, no policy or protocol in place, and a general impression that this would be the responsibility of the local dental providers; they did not “want to have any problems with turf.” Other identified barriers were training and time, with two others concerned about private insurance reimbursement and billing complications. What is evident is a need to address the importance of oral health for overall patient health, and to educate providers and guardians alike on the importance and benefits of fluoride varnish application in a clinical setting, especially among at-risk patients.Providers agreed/strongly agreed that well-child visits were an appropriate time for both varnish application (60%) and the oral health risk assessment (86%). If required as part of the well-child checklist, many also believed they would be done.  However, few are providing either service for even at-risk patients.It is imperative to apply fluoride varnish in a primary care setting if health care professionals (dental and medical) want to prevent early tooth decay among the youngest, and most at-risk, patients in North Dakota.  



Long Term Care Oral Health  
Policies & Procedures 



Rural LTC Facilities Have Better Oral 
Health System Indicators than Urban 
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• Rural were more likely to have an oral health provider 
complete the initial oral health screen for new residents 
(30%) than urban (18%) 

• Rural  residents had a shorter wait time to see a dentists for 
non-emergent dental problems 

• Rural were more likely to have an active list of dental 
professionals for referral 

• A greater percentage of rural LTC residents were responsible 
for their own daily oral health care than urban residents 
 
 

 
 



Percent of  Facilities with List of  Dental Providers for 
Referral by Rural-Urban Status (n = 42) 
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Presenter
Presentation Notes
Medicare eligible North Dakotan’s are as at-risk as Mediciad patients.In a survey of all LTC facilities in ND:Of the 148 eligible LTC facilities that received the invitation to participate, 60 submitted surveys (a 41% response rate). After cleaning the data and removing non-respondents, 47 facilities were included in final analyses; the response rate for completed surveys was 32%. Rural LTC facilities were more likely than urban to have a list of dental providers available for referral (80% and 59% respectively); TEST SIGNIFIGANCE - none



Provider Responsible for Initial Oral Health 
Exam of  New LTC Residents 
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7% 
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Do not 
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Oral health was a high or essential 
priority for 72% of LTC facilities. 
However: 
• Only 50% had a written plan of care for 

dental needs  
• A dental professional reviewed/assisted 

with the written plan of care among only 
3 facilities 

• Only 6% of facilities indicated the initial 
oral health exam was completed by a 
dental professional 

Presenter
Presentation Notes
Oral health was a high or essential priority for a majority of LTC facilities (72%). While important, facilities did not report a strong culture of oral health.Only 50% of LTC facilities had a written plan of care for dental needs in place.A dental professional reviewed, or assisted with, the written plan of care among only 3 facilities.Only 6% of all participating LTC facilities indicated the initial oral health exam was completed by a dental professional. 



Solutions 



Preventative Oral Health Services for Rural Residents   

• Sealant programs 
• Varnish application and oral health screening in primary 

care offices 
• Public health hygienists 
• Mobile oral health care services 
• Strong referral networks in rural 
• Indirect supervision for dental hygienists for preventative 

services  
• Rural residencies 
• Loan repayment programs for rural practice 
• Oral health literacy  

 
 

 

Presenter
Presentation Notes
Direct Supervision Levels; dentist needs to be present Indirect Supervision Levels; dentist must authorize procedure and be in the dental office while the procedure is performed General Supervision Levels; dentist needs to authorize prior to services, but need not



North Dakota FQHCs 
  ND CHC Population ND Population 

Health Insurance 
Uninsured 34% 9% 
Medicaid  23% 9% 
Medicare 10% 13% 

Race/Ethnicity 
Hispanic 6% 3% 
African American 10% 2% 
Asian/Pacific Islander 5% 1% 
American Indian/Alaska Native 7% 5% 
White 73% 89% 

Income Status 
≤100% FPL 61% 10% 
<200% FPL 91% 24% 

CHCs located in rural areas also served 58% of the total CHC patient 
population in North Dakota 

Presenter
Presentation Notes
Other solutions include – funding to FQHCs – to expand reach of existing oral health care, or to add dental to services provided Thanks to members of CHAD, we do have an updated policy brief on CHCs and oral health that we will be sharing in our state. I want to just share quickly what is happening in North Dakota with CHCs and oral health, what is being offered, and to whom, and then also share a bit today on the populations in our state that ALL CHCs typically serve – making the point  that those who are primarily identified as the intended patient base for CHCs are also those most at risk for poor oral health – meaning, they would most definitely benefit from more CHCs offering oral health services. As of June 2016, there were five federally funded CHCs providing care to North Dakota residents at 18 sitesOral health services are provided directly by three federally funded CHCs in a total of six satellite locations



Loan Repayment Info  

• State Loan Repayment Program  
• Public Health and Nonprofit Dental Loan Repayment 

Program administered by the state 
• Federal Student Loan Repayment Program (SLRP) 

administered by the state 
• Nonprofit Clinic Dental Access Project, North Dakota 

Department of Human Services 
• Western Interstate Commission for Higher 

Education(WICHE) Grant  
• New Practices Grants (currently unavailable)  
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Presenter
Presentation Notes
As mentioned, loan repayment . . . The state dental loan repayment program is administered by the UNDSMHS Department of Family Medicine Office of Primary Care and financed by the North Dakota Department of Healthaverage dental student debt is more than $241,000 – a rate that may be much higher for those without an in-state option (American Student Dental Association (Dental Student Debt), 2014). For North Dakota residents interested in dentistry, this rate may be higher in-part because there is no available professional school of dentistry in the state, and North Dakota has no existing in-state tuition agreement with any dental school. The available loan repayment programs for North Dakota residents and/or dentists interested in practicing in North Dakota are presented below:Senate Bill 2205 – waiting to see if this changed number of applicants or dollars to ND 



Other North Dakota Programs 

• Ronald McDonald Care Mobile 
• State Sealant Program (SealND!) 
• Long Term Care Oral Health Program 
• Mission of Mercy 
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Presenter
Presentation Notes
Charity care is not consistent care, nor is it sustainable -Sealant exampleNeed private practice DDS  to volunteer their DH to do sealants off-site without DDS present 



Dental Therapy 

• CODA Accreditation 
• State Participation 

• Alaska 
• Minnesota 
• Maine 
• Vermont 
• Kansas 
• New Mexico 
• Washington 

 
27 

Presenter
Presentation Notes
http://www.ada.org/en/coda/current-accreditation-standards DDS does more surgical careDH still has focus on preventative care and cleaningsDT/ADT does simple restorative procedures 



Types of  New Provider Types 

• Dental Health Aide Therapist (DHATs) 
• Advanced Dental Therapist  
• Dental Therapists 
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How do we incentivize practice in rural communities? 



Shawnda Schroeder, PhD 
Center for Rural Health 
501 North Columbia Road, Stop 9037 
Grand Forks, North Dakota 58202-9037 
 
701.777.0787 
Shawnda.schroeder@med.und.edu 
 
 
ruralhealth.und.edu 

Contact us for more information! 
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