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RECOMMENDATIONS (Pg. 5)

2000 Addressing the Crisis of Oral Health Access for Colorado’s Children

(5 Problems were addressed)

First, low-income and at-risk children have severe and urgent oral health care needs. 

•
Dental caries is the most common chronic disease among children in the United States. 

•
In Colorado, approximately 31% of children age 6 to 8 have untreated dental caries; for children age 15, half (50%) have untreated dental caries. 

•
Failure to prevent dental disease can result in missed school days, dysfunctional speech, and compromised nutrition. 

Second, many children lack access to oral health care services. 

•
In fiscal year 1998-99, only 23% of Colorado’s Medicaid-eligible children received dental services. 

•
Over half of children (55%) with commercial dental insurance received dental services. 

•
The primary reason for this low utilization of Medicaid dental services is a lack of dental providers throughout the state. 

•
In April 2000, nearly one-third of Colorado counties lacked access to dental services for low-income and at-risk populations; 

•
Nine Colorado counties had no licensed dentists at all and an additional 10 counties had no dentists serving Medicaid-enrolled clients. 

•
Colorado is one of only two states that does not provide dental benefits through its State Children’s Health Insurance Plan (SCHIP). 

Third, there are important differences between pediatric and adult dental services. 

•
ADA recommends that a dentist should first see children at twelve months of age. 

•
Pediatric dentists constitute only three percent of the dentists in the United States, and their numbers are decreasing.

•
 In Colorado, only 2.6% of practicing dentists are pediatric specialists. 

Fourth, there is a dental workforce shortage in Colorado. 

•
The dentist to population ratio is declining as fewer dentists graduate and as the population increases.

•
Colorado has only one dental school at the University of Colorado Health Sciences Center in Denver, with an annual class size of 38 students

•
2⁄3of each entering class must be Colorado residents, they are not required to stay and practice in Colorado. 

•
Four dental hygiene schools in Colorado graduating an average of 80 dental hygienists each year, but many areas of the state still do not have practicing hygienists. 

Fifth, people may perceive dental care as elective and may underestimate the importance of regular oral health care. 

•
A September 2000 survey CDA revealed that many dentists do not care for Medicaid patients because a “significant number of Medicaid patients do not keep scheduled appointments.” 

See Jeff Kahl section of “barriers discussed for dentists not accepting Medicaid”

2000 Address the Crisis of Oral Health Access for Colorado’s Children

(9 Recommendations were presented) 

Recommendation 1 

•
Expand primary dental prevention activities in perinatal clinics, school-based clinics, schools and nurse home visitation projects. 

•
Target population should include pregnant mothers and children from birth to age 21. 

Recommendation 2 

•
Expand secondary dental prevention activities.

Recommendation 3 

•
Increase parents’, guardians’, and caregivers’ understanding of and investment in the importance of children’s oral health. 

Recommendation 4 

•
Design and implement the Child Health Plan Plus dental benefit package to be the same as the Medicaid dental benefit package.

Recommendation 5 

•
Increase, intensify and strengthen the training for oral health professionals in providing care for children.

Recommendation 6 

•
Allow dental hygienists to bill Medicaid for educational and preventive services without requiring a dentist’s authorization within the scope of the Colorado Dental Practice Act. 

Recommendation 7 

•
Replicate and/or expand existing systems of care that serve under-served populations through matching infrastructure grants.

Recommendation 8 

•
Offer loan repayment and credit-for-service programs and other incentives to recent dental, pediatric dental specialists, and dental hygiene graduates to serve Medicaid, Child Health Plan Plus and other under-served populations. 

Recommendation 9 

•
Increase the number of dentists and dental hygienists educated and willing to serve Medicaid and Child Health Plan Plus eligible children and other under-served populations. 

2005 CHI Oral Health Environmental Scan

(3 Recommendations)

Recommendation 1 Disease screening and monitoring 
 •
 Conduct the BSS with a representative sample of schools at more frequent intervals to monitor trends over time for the prevalence of caries, untreated decay, quadrants with decay and presence of dental sealants. 

•
A biannually to determine whether they are gaining ground in the epidemic of dental caries among young children. 

•
Head Start children, kindergarten and 3rd-grade students. Including 7th graders would provide information on presence of sealants for second molars. 
 •
To assess the prevalence of dental disease and sealants over time, conduct a follow-up screening on a cohort of 3rd graders once they enter 6th grade. 
Recommendation 2 Preventive dental care 
•
Provide incentives for public programs (Medicaid and CHP+) 

•
enhanced payments to providers, reminder postcards to parents and establishment of care management programs to intervene with high- risk families and those with excessively high levels of “no-shows.”

•
Train medical professionals to screen for early childhood caries;including allowing medical professionals to bill for dental screening and referrals.  
•
Expansion and ongoing support of school based dental clinics that include prevention programs such as sealant and fluoride rinse programs. 
•
Integrated curriculum content to be offered to medical and dental students on the relationship between general health and oral health. 
Recommendation 3 Dental health education 
•
Target dental health educational materials and media messages to parents and guardians of young children
•
Integration of best practice dental health education and nutrition materials into elementary school curriculum. 
•
Deployment of school-based dental educators trained in identifying and following children at high risk of developing dental disease or those with identified past or present dental caries. 
•
Expand Colorado’s Be a Smart Mouth public education campaign on oral health and/or other best practice models, such as Watch Your Mouth in Washington State, that are being replicated in Massachusetts, New Hampshire and Maine. 
DISCUSSION (pg. 10)

2000 Address the Crisis of Oral Health Access for Colorado’s Children

Statistics:

•
2000 U.S. Surgeon General’s report on Oral Health reports 85 million in U.S.had NO dental insurance.70% with dental insurance saw a DDS versus 51% without insurance saw a DDS in the past year.

•
Those insured were more likely to use their benefits.

•
Surgeon General also reported for every child without medical insurance, there’s 3 children without dental insurance.

2005 CHI Oral Health Environmental Scan

Statistics:

Primary findings from CHI’s analysis of BSS data:

•
Disparities based on SES: lower SES schools more likely to have dental caries and untreated decay and less likely to have dental sealants than affluent schools.

•
Nationally significant increase in dental sealants among all socioeconomic groups.

•
Colorado 3rd graders and kindergartners have similar patterns of untreated decay and severity of decay in terms of quadrants with decay 2003-04  suggest that  decay may be compromising permanent teeth as well as primary teeth in frequency and severity.

•
Colorado’s Head Start program is making progress in children receiving dental services.

•
In headstart section, the overall proportion of children requiring dental care has DECLINED more in Colorado than nationally.

