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Abstract

Purpose: The purpose of this report was to establish baseline data on 10 oral health performance indi-
cators over 5 fiscal years (2007 to 2008 through 2011 to 2012) for an Iowa health center. The baseline
data provides an assessment model and reports outcomes based on the use of the model. Performance
indicators show evidence of provider performance, accountability to stakeholders and provide the bench-
marks required for dental management to develop future goals to improve oral health outcomes for at-
risk populations.

Methods: Using descriptive statistic, this report extrapolated data from the Iowa Health Center's com-
puter management systems software, HealthPro, and Centricity electronic medical records, and analyzed
using IBM® SPSS® 19. This report describes the change in utilization for number and type of visits for
uninsured and Medicaid patients over 5 fiscal years (a fiscal year is measured from November 1 through
October 31).

Results: The number of patients receiving at least 1 dental visit in a measurement year showed n=81,673
procedures with 21% (17,167) being unduplicated patients. Preventive averaged 46%, restorative 18%,
urgent care 22% and other procedures 14%.

Conclusion: Federally qualified health centers (FQHCs) with a dental component serve populations with
the greatest health disparities. This population includes ethnic and racial minorities, uninsured, under-
insured, rural residents, Medicaid and Medicare. Establishing baseline data for FQHCs provides a founda-

tional tool that will allow dental management to analyze successes as well as deficiencies in the goal to
provide increased utilization to oral health care for at-risk populations.

Keywords: oral health performance measures, practice management for community oral health, FQHCs,
baseline data

This study supports the NDHRA priority area, Health Promotion/Disease Prevention: Investigate how

environmental factors (culture, socioeconomic status-SES, education) influence oral health behaviors.

Federally Qualified Health Centers (FQHCs) are di-
rected and governed by the Health Resources and
Services Administration (HRSA).'? Substantial grant
moneys received by HRSA ensure FQHCs can main-
tain financial sustainability. Additionally, FQHCs re-
ceive these grants under Section 330 of the Public
Health Service Act (PHS) and qualifies them to re-
ceive enhanced reimbursements from Medicaid and
Medicare.? FQHCs are required to submit data to HR-
SA's Universal Data System on an annual basis.? This
data tracks patient demographics, services provided,
staffing, clinical indicators, utilization rates, costs and
revenues of grantees at state and national levels on
an annual basis. This data assists HRSA in evaluating
a program’s effectiveness and intervention of servic-
es to improve the health of vulnerable populations.?

22 The Journal of Dental Hygiene

Besides the number of dental procedures provided,
there are no nationally accepted oral health perfor-
mance indicators required by HRSA for grantees to
report to the uniform data system.3

This report provides descriptive statistic based on
10 indicators developed by Healthy People 2020,
HRSA, Maternal Child Health, National Quality Fo-
rum, U.S. Department of Health and Human Services
(DHHS) and Crescent Community Health Centers
dental management over 5 fiscal years (2007 to
2008 through 2011 to 2012). Dental management
selected indicators from these developers because
they are leaders in the oral health profession.>*> Oral
health is a high priority for these organizations as
they have taken the lead to develop oral health mea-
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sures that reflect the needs of at-risk populations.2®
This case study offers a model for community health
centers with dental departments to follow.

FQHCs with a dental component are a primary
safety-net solution for vulnerable populations and
help decrease the barriers and inequities at-risk
populations face in accessing and utilizing oral health
care.”® The mission of FQHCs is to provide primary
care to vulnerable populations in underserved ar-
eas.” The Centers for Disease Control and Preven-
tion (CDC) maintain there are significant oral health
disparities related to socioeconomic status, racial
and ethnic groups, geographic locations, age, and
gender.'® According to the CDC, oral health dispari-
ties continue to progress in the U.S.%*° Socioeconomic
factors contributing to these disparities include race
(non-Hispanic Blacks, Hispanics, American Indians
and Alaskan natives), age and education. Children
ages 2 to 4 and 6 to 8, who are Black, non-Hispanic
and Mexican American have twice the amount of de-
cay as white Non-Hispanics.!* Those adults with less
than a high school education aged 35 to 44 have
3-times the decay as college-educated adults.'* Ad-
ditionally, this same group has 3-times the amount of
destructive periodontal disease.!!

David Satcher, Surgeon General of the U.S., is-
sued the Oral Health in America - A Report of the
Surgeon General more than a decade ago, which re-
vealed gaps in access to oral health care, suggesting
that Americans do not benefit equally from improve-
ments in health care.’?* The goals Healthy People
2020 established under the leadership of the Federal
Interagency Workgroup include improving quality of
life while living free of preventable diseases, attaining
health equality for all population segments, promot-
ing environments which are conducive to health, both
social and physical, and encouraging healthy behav-
iors through all stages of life.® Dental departments
located in FQHCs play a critical role in the support
of those goals by reducing barriers in obtaining oral
health services hence creating a better quality of life
for those individuals they serve.1>16

FQHCs are documented leaders in treating chronic
diseases and reducing health disparities while main-
taining affordability of care.®'” They are local, non-
profit community needs-driven health care providers
serving low income, medical and dental underserved
communities. To date, FQHCs have served over 20
million people across the country with the primary
goal to improve access to care for millions of people
regardless of their insurance status or ability to pay.®
Iowa is home to 14 FQHCs; of those, 12 have a dental
component. FQHCs in the state of Iowa served over
180,000 individuals, providing in excess of 130,000
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dental services in 2012.%%7 Ninety-four percent of
Iowa health center’s patients have family incomes at
or below 200% of the federal poverty line. The fed-
eral poverty level guidelines issued by the DHHS, re-
corded by year in the Federal Register, can be defined
as the set minimum amount of gross income a family
needs for food, clothing, transportation, shelter and
other necessities and assists in determining financial
eligibility for federal programs, including dental clinics
of FQHCs.!® The federal government defined the pov-
erty level in 2007, for a family of 4, at $20,650 - this
number increased to $22,350 for 2011.8%

FQHCs provide a substantial safety net for both
prevention and emergent dental care for at-risk popu-
lations. FQHCs provide a slide-fee price scale in which
fees vary depending on a person'’s ability to pay. Abil-
ity to pay is based on annual income, family size and
U.S. federal poverty guidelines.? Access to oral health
care is often constrained based on financial barriers,
where one resides, as well as a person’s race and
ethnicity. Oral health disparities widen by restricting
access to care for at-risk populations. These restric-
tions impair quality of life, and inflict unnecessary
pain and suffering on communities.?®?* The presence
of dental clinics in FQHCs improves access to care for
low socioeconomic populations by minimizing these
barriers.?>

Utilization refers to the documented confirma-
tion that patients are using services, as well as the
frequency and types of visits.?¢ Lack of utilization in-
clude:?¢

. Oral health literacy

. Provider distribution and availability

. Financial limitations

. Transportation, rural versus urban location
. Ethnic and cultural preferences

. Health related circumstances

U hWNH

Federally qualified dental clinics accept Medicaid pa-
tients, offer slide-fee discounts for the uninsured and
provide language interpreters along with transporta-
tion.

One of these health centers, which is located in
Dubuque, Iowa (population of 57,637), serves a tri-
state region including Illinois and Wisconsin border
states.?” According to internal statistics, this health
center provided services to over 6,000 patients,
3,403 being medical and 3,497 dental. Of those,
2,438 (23%) were Medicaid, 3,018 (42%) were un-
insured and 815 were homeless population.

The purpose of this exploratory study was to de-
scribe the change in utilization for number and type
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of visits for Medicaid, uninsured and privately in-
sured patients of Crescent Community Health Cen-
ter's dental department for the fiscal years of 2007
to 2008 through 2011 to 2012. This report provides
descriptive statistics based on 10 oral health perfor-
mance indicators, developed by National Quality Fo-
rum, Healthy People 2020, HRSA, Maternal and Child
Health Bureau, Health Systems Capacity Indicator
and Crescent’s dental management (Table I).

Objective of Report

The objective of compiling retrospective data was
to establish benchmarks for internal and external
quality for dental practice management. Internal
Quality is measured as:

e Identify oral health performance indicators most
applicable to Crescent Community Health Cen-
ter's dental department

e Attaining baseline measures
Develop ways to improve on clinical outcomes

e Assess benchmarks for provider performance
and productivity

e Recognize areas for quality improvement

e External Quality

e Ensure transparency to HRSA, Medicaid and oth-
er grantors

e Educating Crescent Community Health Center
community on dental utilization

e Establish data for grant writing

e Demonstrate to stakeholders that health care
services are being utilized

This descriptive analysis used quantitative prima-
ry data obtained through this Iowa health center’s
administrative records to capture longitudinal trends
in type and number of patients utilizing specific oral
health services for fiscal years 2007 to 2008 through
fiscal year 2011 to 2012. Change in utilization for
specific types of visits for Medicaid, uninsured and
privately insured patients of this Iowa health cen-
ter's dental department were explored. Table I illus-
trates the oral health performance indicators, and
the developers this report was based on.

Fiscal years for this Iowa health center were de-
fined as November 1 through October 31 for each
measurement year, (e.g. one fiscal year begin No-
vember 1, 2007 and ends October 31 2008 of the
following year). Two electronic medical records
HealthPro and Centricity were linked to oral health
procedures, demographic characteristics, such as
race, gender, payer type, provider, and age at the
time of service. Data were transferred to Micro-
soft™ Excel® spreadsheet then to IBM® SPSS® 19,
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captured dental population characteristics, and oral
health service data. The Massachusetts College of
Pharmacy and Health Science University Institution-
al Review Board approved this study.

All records were de-identified to protect patient
confidentiality and uphold HIPAA standards. The
data included those patients who had at least 1 den-
tal visit to the Iowa health center’s dental depart-
ment. Categorical variables such as age, provider
type, race, gender, payer type and procedure type
were collapsed for analysis in SPSS. Age ranges were
constructed based on the 10 oral health performance
indicators measured (Table I). Additional categories
included payer type (Medicaid, uninsured, privately
insured), provider type (dental hygienist or dentist),
gender (male or female) and race (Caucasian, Af-
rican American, Hispanic, more than one race, and
Other). Procedural D-codes were divided into 4 main
categories (preventive, restorative, urgent care and
other). Three additional D-code categories were
defined for comprehensive exams, extractions and
sealants. The American Dental Association (ADA)
developed a universal dental coding system for den-
tal procedures and nomenclature (CDT) to ensure
uniformity and consistency in the recording and bill-
ing for dental procedures.?®

To address the research objective (based on the
10 oral health indicators shown in Table I), data de-
scribes the change in utilization of preventive, restor-
ative and urgent care procedures for Medicaid, unin-
sured and privately insured patients for specific age
groups at the time of services from Crescent Com-
munity Health Center’s dental department for the
fiscal years of 2007 to 2008 through 2011 to 2012
(Tables II to XI). Data were plugged into the formulas
and results reported as follows.

Oral health indicator #1 - National Quality
Forum, Healthy People 2020 OH-11 goal: In-
crease the proportion of patients who receive at least
one dental visit in @ measurement year at a federally
qualified health center.

Overall for fiscal year 2007 to 2008 to 2011 to
2012 there were n=81,673 procedures with 21%
(n=17,167) being unduplicated patients. This shows
an increase in unduplicated patients of 87% overall
(n=1844). Figure 1 shows patient utilization percent-
ages with preventive services averaging 46%, restor-
ative 18%, urgent care 22% and other procedures
14%. From fiscal year 2007 to 2008 to fiscal year
2011 to 2012, there was an increase of 106% for
preventive, 87% increase in restorative and a 25%
increase in urgent care services.
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Table I: Oral Health Indicators

Developer

#1: Healthy People 2020
OH-11, National Quality
Forum

#2: Health People 2020:
OH-8, OH-14 Delta
Dental National Quality
Forum #1334

#3: HRSA

#4: Maternal Child
Health, Health Systems
Capacity Indicator #7b

#5: Healthy People 2020
OH-1.1, National Quality
Forum

#6: Health Resources
Services Administration

#7: Crescent Com-
munity Health Center
management

#8: Health People 2020
OH:7

#9: National Quali
Forum #1388Q ty

#10: Crescent dental
management Healthy
People 2020 OH:3.2

Measure/Goal

Increase the percent of
atients who receive oral
ealth services in a mea-
surement year at FQHCs

Increase the proportion
adults and children who
receive preventive services
in @ measurement year

Increase percent of seal-
ants in a measurement
year by ages (6 to 21)

Increase percent of den-
tal procedures by chil-
dren age (6 to 9) insured
by Medicaid who received
any dental service in a
measurement year

Reduce the number of
children aged (3 to 5)
with restorative or ex-
traction procedure while
increasing preventive
procedures in a mea-
surement year

Increase percent of
patients greater than or
equal to 18 years of age
in the targe %%)ulatl_on
who received D0150 in a

measurement year

Percent of dental proce-
dures by provider

Increase the proportion
of dental patients ages
(2to _17? that had a_
preventive procedure in
a measurement year

Increase the percent-
age of Medicaid patients
a%ed (2 to 21) years
who had at least one
dental procedure in a
measurement year

Increase Percentage of
preventive visits while
decreasing restorative
and urgent care proce-

dures for patients 65> in
a measurement year

Numerator

Total number of undu-
plicated dental patients
receiving at least one
D-code procedure

Total number of preven-

tive services by patients

aged (0 to 212) and then
by (22>)

Total number of (D1351)
sealants bzy1 ?ges (6to

Total number of dental

procedures by children

age (6 to 9) insured by
edicaid receiving any
D-code procedure

Total number of (3 to 5)
year olds who received,
preventive, or restor-
atives, or extractions, or
other D-code procedures

Total number of patients
18 and older who had
a comprehensive exam
(D0150)

Total number of proce-
dures ba/ h¥glen|st or
entist

Total number of preven-
tive procedures by (2 to
17) years old

Number of dental proce-
dures for children aged
(2 to 21) insured by
Medicaid

Number of preventive,

restorative, then urgent

procedures by patients
aged 65>

Denominator

Total number of all D-
code procedures

Total number of preven-
tive services by all age
groups

Total number of D-code
procedures by children
age category (6 to 21)

Total number of dental
procedure by children
age (6 to 9) of all payer
types receiving any D-
code procedure

Total number of (3 to 5)
year olds who receive
any D-code procedure

Total number of patients
of all ages who had a
comprehensive exam

(D0150) procedure

Total number of proce-
dures by all providers

Total number of preven-
tive procedures by all
ages

Total number of dental
procedures for all (2
to 21) year olds for all

payer types

Total number of proce-
dures by ggtlents aged
>

Oral health indicator #2 - Healthy People
2020, Oral Health-14, National Quality Forum
#1334 goal: Increase the proportion of adults (aged
22 and older) and children (aged 0 to 21) who receive
preventive interventions in a measurement year.

The proportion of patients in both age groups who
received preventive procedures remained stable over
the 5-year measurement period. Data showed pre-
ventive procedures more than doubled from year 1 to
year 5 for age group 0 to 21 from n=2,407 to n=4,850
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and age group 22> from n=2,098 to n=4,415. The
overall 5-year average for ages 0 to 21 was 53% and
for ages 22> was 47% of all services were preventive
in nature.

Oral health indicator #3 - Health Resources
and Services Administration goal: Increase the
percent of children between 6 and 21 years of age
who received at least one sealant (D1351) in a mea-
surement year.
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Table II: Oral health indicator #1

Goal: To increase the proportion of patients who
receive at least 1 dental visit in a measurement
year at a FQHC

Fiscal Unduplicated patients/total number of
Year all D-code procedures
2007 2,137/11,470 (19%)
2008 2,648/13,360 (25%)
2009 3,498/18,185 (25%)
2010 4,903/19,007 (20%)
2011 3,981/19,651 (20%)

Table IV: Oral Health Indicator #3

Goal: Increase the percent of children ages 6 to
21 who received at least 1 sealant (D1351) in a
measurement year

Total number of (D1351)
sealants by ages (6-21)/

Fiscal Year Total number of D-code
procedures by children
aged (6-21)
2007 206/2,767 (7%)
2008 317/3,806 (8%)
2009 360/4,996 (7%)
2010 413/5,662 (7%)
2011 376/5,445 (7%)

While results show sealants increased from n=206
to n=376, the proportion of sealant placement com-
pared to all other procedures utilized remained un-
changed, averaging 7% over the 5 years. These re-
sults should encourage the providers of this health
center to advocate and educate parents on the pre-
ventive benefits of sealants for this age group.

Oral health indicator #4, Health Systems Ca-
pacity Indicator #7b goal: Increase the percent
of dental visits by children (ages 6 to 9) insured by
Medicaid receiving any dental service in a measure-
ment year.

Medicaid utilization for this age group remained
stable averaging 85%, while the uninsured averaged
9% and privately insured averaged 6%. The goal to
increase the percent of dental visits by children (ages
6 to 9) insured by Medicaid receiving any dental ser-
vice in a measurement year was not met, showing
2% decrease in Medicaid from measurement year 1
to year 5 and a 2% increase in uninsured during this
same measurement period.

Oral health indicator #5, developed by Na-
tional Quality Forum, Healthy People 2020 OH-
1.1 goal: Reduce proportion of children (ages 3 to 5)
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Table III: Oral Health Indicator #2

Goal: Increase the proportion of adults and chil-
dren who receive preventive interventions in a
measurement year

Children aged 0

Adults 22 and

Fiscal Year to 21% older**
2007 2,407/4,505 2,098/4,505
(53%) (47%)
3,264/5,891 2,627/5,891
2008 (55%) (45%)
4,571/9,225 | 4,654/9,225
2009 (50%) (45%)
5010 4,844/9,118 | 4,274/9,118
(53%) (479%)
2011 4,850/9,265 | 4,415/9,265
(529%) (48%)

*Total number of preventive services by patients ages
0 to 21/total number of preventive services by all age
groups

**Number of preventive services by patients ages 22>/
total number of preventive services by all age groups

Table V: Oral Health Indicator #4

Goal: Increase the number of dental visits by
children (ages 6 to 9) insured by Medicaid

$iesacl?l Medicaid Uninsured IE\rsix?atﬁIgIe
2007 86% 8% 6%
2008 83% 11% 6%
2009 84% 9% 7%
2010 89% 7% 4%
2011 84% 10% 6%

receiving restorative or extraction procedures, while
increasing preventive procedures in a measurement
year.

From fiscal year 2007 to 2008 to fiscal year 2011 to
2012, preventive procedures increased from n=545
to n=865, an upturn of 59%. Restorative procedures
increased 56%, while extractions decreased by 40%.
Of the n=81,673 procedures of the total population,
8% (n=6,269) were from the age group 3 to 5. Of
those, 87% (n=5,479) were Medicaid, uninsured at
5.5% (n=344), and privately insured 7% (n=446).

Oral health indicator #6, developed by Health
Recourses and Services Administration: Percent
and type of patients 18 years of age and older who
received a comprehensive (D0150) exam in a mea-
surement year.

This benchmark showed that, for a 5-year mea-

surement period, there was a 27% increase in com-
prehensive exams for the age group 18>. In total,
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Table VI: Oral Health Indicator #5

Goal: Reduce proportion of children (ages 3 to 5) receiving restorative or extraction procedures, while
increasing preventive procedures in a measurement year

Total number of preventive, restorative, extraction or other D-code services by ages 3 to 5/Total number
of D-code services by ages 3 to 5

Fiscal Year Preventive Restorative
2007 545/914 (60%) 110/914 (12%)
2008 677/1,085 (62%) 129/1,085 (12%)
2009 915/1,442 (63%) 171/1,442 (12%)
2010 886/1,461 (61%) 203/1,461 (14%)
2011 865/1,367 (63%) 172/1,367 (13%)

Table VII: Oral Health Indicator #6
Number of comprehensive exams

\F(Ls;fl for ages;X8a>n<téo£?Iaflo%%rsehensive
2007 614/958 (64%)
2008 495/807 (61%)
2009 835/1,340 (62%)
2010 662/1,020 (65%)
2011 777/1,207 (64%)

there were n=54,348 procedures over the 5-year
measurement period for ages 18>. Of those, 6%
(n=3,383) were comprehensive exams. Payer type
breaks down into 37% (n=1,248) being Medicaid,
57% (n=1,931) uninsured and 6% (n=204) private-
ly insured. For gender, females accounted for 59%
(n=2,011), and males 41% (n=1,372). For races,
Caucasian accounted for 82% (n=2,752), African
American 8% (n=283), Hispanic 6% (n=216), more
than one race 1% (n=30), and combined races 3%
(n=102).

Oral health indicator #7 endorsed Crescent
Community Health Centers dental manage-
ment: Percent and number of dental services pro-
vided by provider type in a measurement year.

For fiscal years 2007 to 2008 through 2011 to
2012, the dental hygiene department provided 39%
of all D-code services and 61% by a dentist over the
5-year measurement period.

Oral health indicator #8, guided by Healthy
People 2020 OH: 7: Number of dental patients
ages 2 to 17 that had a preventive procedure in a
measurement year.

Results of this benchmark showed preventive utili-
zation for this age group increased by 97% (n=2,164
to n=4,271 procedures) from measurement year 1,
fiscal year 2007 to 2008 to year 5 fiscal year 2011
to 2012.
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Extractions
32/914 (4%)
17/1,085 (2%)
28/1,442 (2%)
22/1,461 (2%)
19/1,367 (1%)

Other
227/914 (25%)
262/1,085 (24%)
328/1,442 (23%)
350/1,461 (24%)
311/1,367 (23%)

Table VIII: Oral Health Indicator #7

Percent and number of services by provider type
in @ measurement year

Total number of D-code services performed by
each provider/Total number of D-code services

Fiscal ~ Dental Hygienist/ Dentist/
Year Total Procedures Total procedures
2007 2,965/11,470 8,505/11,470
(26%) (74%)
2008 4,819/13,360 8,541/13,360
(36%) (64%)
2009 6,608/18,185 11,577/18,185
(36%) (64%)
2010 8,467/19,007 10,540/19,007
(45%) (55%)
2011 8,706/19,651 10,945/19,651
(44%) (56%)

Table IX: Oral Health Indicator #8

Benchmark: Number of preventive services for
ages (2 to 17) in a measurement year

Total number of preventive services for ages (2
to 17)/Total number of preventive services for all
age groups

55‘;?' Preventive procedures/total procedures
2007 2,164/3,321 (65%)
2008 2,920/4,522 (64%)
2009 3,926/5,786 (68%)
2010 4,279/6,590 (65%)
2011 4,271/6,146 (69% )

Oral health indicator #9 endorsed and de-
signed by National Quality Forum #1388: Per-
cent of Medicaid patients ages 2 to 21 that had at
least 1 dental procedure during a measurement year
shows.

This benchmark showed Medicaid patients ages 2
to 21 that had at least 1 dental procedure during a
measurement year showed (out of n=30,154 pro-
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Table X: Oral Health Indicator #9

Percentage of Medicaid patients (aged 2 to 21) having at least one dental procedure during a mea-

surement year

Fiscal Medicaid procedures/total
Year Procedures

2007 3,030/3,827 (79%)
2008 4,049/5,177 (78%)
2009 5,178/6,724 (77%)
2010 6,033/7,417 (81%)
2011 5,355/7,009 (76%)

Table XI: Oral Health Indicator #10

Uninsured procedures/
total procedures

679/3,827 (18%)
831/5,177 (16%)
1,157/6,724 (17%)
1,039/7,417 (14%)
1,080/7,009 (15%)

Private Insured procedures/
total procedures

118/3,827 (3%)
297/5,177 (6%)
389/6,724 (6%)
345/7,417 (5%)
574/7,009 (8%)

Goal: Increase preventive procedures while decreasing restorative and urgent care procedures for the

ages (65>) from previous measurement years
Total preventive services for

Total restorative services for
age group (65>)/Total services = age group (65>)/Total services
for age group (65>)

Total urgent care services for

for age group (65>)

\F(ngl ages (65> )/Total services for
age group (65>)

2007 154/611 (25%)

2008 247/734 (33%)

2009 413/895 (46%)

2010 340/794 (43%)

2011 370/858 (43%)

109/611 (18%)
153/734 (21%)
163/895 (18%)
193/794 (24%)
170/858 (20%)

210/611 (36%)
219/734 (30%)
181/895 (20%)
173/794 (22%)
195/858 (23%)

cedures), 78% were Medicaid compared to all other
payer types, with 16% were uninsured and 6% were
privately insured. Although the percent of Medicaid
patients for this age group remained stable over this
5-year measurement period, results revealed 16% of
patients in this age group were uninsured.

Oral health indicator #10 refers to Healthy
People 2020 OH: 3.2: Number of patients ages 65
to 75 with untreated coronal caries in a measurement
year. This Iowa’s health center dental management
modified this indicator, to increase preventive proce-
dures while decreasing restorative and urgent care
procedures for the age group (65>) from previous
measurement years.

Figure 2 gives overall 5-year data for age catego-
ry (65>), showing preventive procedures averaged
39% (n=1,524), restorative 20% (n=788), urgent
care 25% (n=978), and other 15% (n=602). The
goal to increase preventive procedures while de-
creasing restorative and urgent care procedures for
this age group of (65>) from previous measurement
years is being met. Our findings showed, there was
an increase of n=216 or 140% for preventive pro-
cedures, restorative showed an increase of h=61 or
56%, while urgent care procedures decreased by
n=15 or a 7% reduction. Of those visits, 81% were
uninsured, 17% Medicaid and 2% privately insured.
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Overall, this community health center’s dental de-
partment provided 50% of procedures (n=40,723)
to Medicaid, 44% (n=36,033) were uninsured and
6% were privately insured patients over the 5-years
measured. The racial breakdown showed an average
of 75% Caucasian, 13% African American, 7% His-
panics, 2% more than one race and 3% for other.
For gender, females received n=44,266 procedures,
while males utilized n=37,407.

Although there is little consensus among den-
tal professionals on which performance measures
should be adopted, the oral health indicators chosen
for this report expressed the philosophy of the dental
management of Crescent Community Health Center.
The 10 oral health indicators, established by Healthy
People 2020, HRSA, Maternal Health, National Qual-
ity Forum, DHHS, and Crescent Community Health
Center’s management were chosen based on the
commitment these developers have to improving
oral health outcomes for vulnerable populations. The
objective of collecting data on the 10 measures were
to show evidence of provider performance, account-
ability to stakeholders and provide the benchmarks
for quality enhancement and ultimately improve oral
health outcomes for at-risk populations.

The data showed there was an increase in hum-
ber of unduplicated patients (86%), as well as an
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Figure 1: Type of Dental Procedures Utilized for Fiscal Year 2007 to 2008 Through

Fiscal Year 2011 to 2012

—
—
—

Fiscal
Year
2007

Fiscal
Year
2008

Fiscal
Year
2009
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increase of 71% in the number of procedures from
fiscal year 2007 to 2008 to fiscal year 2011 to 2012.
The dental hygiene department provided significant
impact regarding preventive services for oral health
performance indicators #2, #3, #5, #6, #7, #8 and
#10. Utilization for preventive procedures showed
an overall increase of 106%, restorative increased
by 87% and urgent care by 26%. Gender and age
at the time of service remained stable in relation to
procedure type. For payer type, Medicaid utilization
declined slightly while the uninsured population grew.
This result implies Crescent Community Health Cen-
ter is reaching the uninsured populations of this com-
munity as affordability to oral health care increases
access and reduces barriers to services.

Regarding oral health indicator #3, sealant utiliza-
tion needs to increase. The Pew Center report, Falling
Short: Most States Lag on Dental Sealants, provided
a strong message that most states are ineffective
when it comes to providing sealants to children.?®
Pew data showed out of 50 states, only North Dakota,
Maine,and New Hampshire where given an “A” grade
for sealant placement. Majority of states received a
“C"” or lower.?® While dental hygienists and dentists
understand the importance of sealant placement,
our data showed a shortfall of sealant utilization for
this community health center. These findings sug-
gest the necessity for increased advocacy, diagnoses,
treatment planning, and educating parents on the
importance of the benefits of timely sealant place-
ment.* In a recent New Hampshire study by Chi et
al, the proportion of sealant placement compared to
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all other procedures averaged 12%.3' The results of
the current study showed only 7% of all procedures
were sealants, roughly half found in Chi’s study. With
approximately 80% of all children under the age of
21 having Medicaid and 10% privately insured, this
community health center appears to be falling short
when it comes to sealant application.

The goal to reduce the proportion of children (ages
3 to 5) receiving restorative or extraction procedures,
while increasing preventive procedures, showed
measurable change. Preventive procedures increased
by 59% (n=545 to n=865) and restorative proce-
dures increased 56% (n=110 to n=172). Extractions
showed the least amount of change at 17% (n=117
to n=137) over the 5 years measured. These findings
indicate, by reducing barriers, access to preventive
utilization for Medicaid children may replace more in-
vasive procedures.3? Again, the Crescent Community
Health Center dental hygienists’ role as a preventive
specialist influences the change from extractions to
restorative through preventive intervention. Hygien-
ists provide and track oral health education, nutri-
tional guidance, and fluoride placement, leading to
improved oral health outcomes for this age group (3
to 5).

Additional research is needed to assess the num-
ber of patients who received a comprehensive exam
compared to the number of patients completing their
treatment in a measurement year (oral health indica-
tor #6, patients age 18>). The prevalence of unmet
dental needs is an ongoing problem for low-income
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Figure 2: Age Category 65 and Older by Procedure for Fiscal Year 2007 to 2008

Through Fiscal Year 2011 to 2012
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populations, placing them at risk of advanced oral
health conditions.3* This dental department needs to
use this data to develop a goal to complete treat-
ment plans base on the number of comprehensive
exams performed. Developing a plan to track incom-
plete treatment plans can facilitate better health out-
comes for Crescent Community Health Center dental
patients.

Most importantly, results of this study revealed
the contribution dental hygienists make to this health
center, providing close to 40% of all services. Over-
all, preventive utilization has increased from 39%
to 47%, and urgent care utilization showed a slight
decline from 15% to 13%. Dental hygienists at this
FQHC play a critical role in the success of patient oral
health outcomes. The dental hygienist’s role in oral
health promotion in this clinic encompass a multi-
tude of services: oral cancer screenings, nutritional
guidance, blood pressure screenings, smoking cessa-
tion, the delivery of periodontal care, and counseling
on the connection between oral health and general
health for at-risk populations. Evidence shows that
dental hygienists play an integral part in the success
in meeting the oral health goals set forth in this re-
port.

Identifying uninsured children should be a priority
of Crescent Community Health Center. Even though
the percent Medicaid patients (ages 2 to 21) receiving
at least 1 dental service in a measurement year re-
mained stable, there were 16% of children in this age
group who were uninsured. This data should encour-
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age this community health center’s dental admin-
istration to educate and facilitate enrollment of this
uninsured child population to an appropriate state
children insurance program, as this should translate
into increased utilization of all procedure types for
this age group.3*

The combinations of barriers such as poverty, liv-
ing in a rural community, paucity of providers, pro-
vider acceptance, add to oral health inequities.'>3>
This Iowa health center provides a safety-net for both
prevention and urgent dental care needs for patients
experiencing utilization barriers. Given the number of
urgent care visits (n=16,936 over a 5-year period),
this data provides a critical tool to support the premise
this Iowa community health center’s provision of care
may affect local hospital emergency departments.*
The goal for Crescent Community Health Centers is
to provide continued access to oral care by reducing
barriers that prevent equity in oral health for people
of low socioeconomic status, thus reducing the need
for emergency department visits.3¢

Limitations

The limitations of this report lay in the lack of stan-
dardization of oral health measures among federally
qualified health centers with a dental component.
Without integration of oral health measures among
health centers, there is no mode to compare discrete
measures with other dental departments. Outcome
measures evaluated here are not meant to be gener-
alizable to private practice settings but to be used to
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improve Iowa community health centers dental pro-
grams. The strength of this data is that is provides
other centers with the model to compare and design
measures significant and meaningful to their dental
population.

Providing baseline data is instrumental in analyzing
deficiencies as well as successes. These oral health in-
dicator measures created a jumping off point for this
Iowa health center and provided a model for other den-
tal departments of federally qualified health centers to
adopt. Outcome measures provide the tools to cre-
ate and secure grants for dental programs; they show
trends and benchmarks for establishing future goals
that improve oral health outcomes for the patients we
serve. Baseline measures are a tool, which can pro-
mote efficiency in planning for future years. They pro-
vide critical data for policy change. Measures promote
collaboration between community health centers and
lastly provide evidence to our community, stakehold-
ers, professional colleagues, and local business leaders
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