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Presenter
Presentation Notes
So how big is the gulf between medicine and dentistry?  Insurmountable?  I don’t think so…

Many of us begin our training with our medical colleagues close at hand.  Many universities send interdisciplinary student teams (all varieties of medical, dental, behavioral students into neighborhoods and communities as part of extramural training experiences).

I frequently give a similar presentation to newly graduated physicians, nurse practitioners, midwives and physician assistants.  What follows are the first five slides that are usually enough to get their attention and spark their interest.  A series of case studies seals the deal.  As you can see the evidence is pretty persuasive.  
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The Big Picture 

“You are not healthy without 
        good oral health…”       

    C. Everett Koop, MD 
 
 
• Dental care: the most common unmet health need 
 

• Oral disease can severely affect systemic health 
 

• Profound disparities in oral health and access to     
care exist at all ages 
 

• Much oral disease is preventable or at least 
controllable 

 
 

Presenter
Presentation Notes
The current oral health movement began with the Surgeon General’s Report on Oral Health in 2000.  It demonstrated that oral disease was common, had severe consequences, involved disparities that included socioeconomic factors, and ironically was preventable. To achieve good overall health people need their teeth and mouths in good shape because of the many links between oral and systemic disease. 

US Department of Health and Human Services. Oral health in America. A Report of the Surgeon General. Rockville, MD: US Department of Health and Human Services, National Institute of Dental and Craniofacial Research, National Institutes of Health; 2000. http://www.nidcr.nih.gov/AboutNIDCR/SurgeonGeneral/ 


http://www.dartmouth.edu/~dartlife/archives/15-5/images/koop.jpg
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Prevalence 
• Dental caries is the most common chronic 

disease of childhood 
 5 times more common than asthma 
 Affects 50% of low income children 
 Affects 70% of Native American children 

 

• Severe gum disease affects 19% of adults aged 
25-44 
 

• 30,000 oral cancers diagnosed annually 
 8000 die 
 Diagnosis is often late 

Presenter
Presentation Notes
These statistics speak to the prevalence of poor oral health.

US Department of Health and Human Services. Oral health in America. A Report of the Surgeon General. Rockville, MD: US Department of Health and Human Services, National Institute of Dental and Craniofacial Research, National Institutes of Health; 2000. http://www.nidcr.nih.gov/AboutNIDCR/SurgeonGeneral/ 
Newacheck PW, Hughes DC, Hung YY, Wong S, Stoddard JJ. The unmet health needs of America's children. Pediatrics. 2000 Apr;105(4 Pt 2):989-97.
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Prevalence of Geriatric Oral Health Issues 

• 50% of the elderly (age >65) perceive their 
dental health as poor or very poor 
 

• 33% of the elderly had untreated cavities 
 

• Low income elderly suffer more severe tooth 
loss than their wealthy counterparts 
 

• Edentulism: 1/3 of those over age 65; 50% of 
those in nursing homes 
 

• Periodontitis in 41% of the elderly 
 

Presenter
Presentation Notes
This is not just a disease of children.  It crosses all age groups with often disastrous outcomes in the elderly.
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Photos: Donald Greiner DDS MS, ICOHP 
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Physical, Economic and Social Consequences 

• Mounting evidence of aggravating effects on systemic 
conditions 

• Oral pain 
 Poor school performance in children 
 Work loss in adults 
 Poor chewing and poor nutrition 
 Costly emergency department visits 

• Dental decay and tooth loss 
 Aesthetics and self-image  
 Speech and language development 
 Costly restoration 

Presenter
Presentation Notes
Economic and social consequences of oral pain, dental decay and tooth loss include poor school and work performance, poor nutrition, and social stigma.  In children, oral pain can adversely affect speech and language.  Regardless of age, dental restoration can be VERY costly.  

Upper photo shows bilateral abscesses of the upper central incisors. Lower photo shows a child in the operating room for dental restoration under general anaesthesia.
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The Disconnect 

 
• Children are 2.5 times more likely to lack 

dental coverage than medical coverage 
 

• Only 43% of elderly visit the dentist 
 

• >90% of physicians think oral health should 
be addressed at well visits, yet > 50% had 
little or no oral health training 
 

• Little communication and coordination 
among medical and dental providers 

Presenter
Presentation Notes
Although we are aware poor oral health is a major societal problem, and have evidence supporting the benefits of change, access to care remains a major issue. Many patients do not have a dental home. Among the biggest drivers are lack of dental coverage, gaps in coverage, and physicians who are poorly trained in dental issues and do not promote dental care.  

US Inspector General. Children’s Dental Services Under Medicaid: Access and Utilization. San Francisco, Calif: US Department of Health and Human Services, 1996. OEI 09-93-00240.
Lewis CW, Grossman DC, Domoto PK, Deyo RA. The role of the pediatrician in the oral health of children: A national survey. Pediatrics. 2000. 106(6):E84.
Bader JD, Rozier RG, Lohr KN, Frame PS. Physicians' roles in preventing dental caries in preschool children: a summary of the evidence for the U.S. Preventive Services Task Force. Am J Prev Med 2004; 26:315-25.
Ahluwalia KP, Yellowitz JA, Goodman HS, Horowitz AM. An assessment of oral cancer prevention curricula in U.S. medical schools. J Cancer Educ 1998; 13:90-5.
Krol DM. Educating pediatricians on children's oral health: past, present, and future. Pediatrics 2004; 113:e487-92.



Presenter
Presentation Notes
Yet, I believe collaboration is not insurmountable.  The pieces of the puzzle are on the table.  They have only to be properly aligned and grouped by their similarities for one to start seeing the BIGGER PICTURE.

Easier to make a difference one on one between individual providers.  Use common sense and the tools at hand.  Such collaboration can actually be a practice builder!

Harder when one is seeking to enhance the public health infrastructure at the association or national levels.  Look for the obstacles and work around them!  
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1983 – A world of possibilities… 

Presenter
Presentation Notes
Excellent clinical preparation and trained with medical colleagues in:
Maximum security prisons
State mental hospitals
County jail
Community health centers
City health departments

Dad was a bulk laborer and my dentist
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Welcome to a new world… 

 

Presenter
Presentation Notes
From speaking with an Oral Diagnosis professor about his experiences in public health , I was commissioned in the U.S. Public Health Service and accepted my first duty assignment in Rosebud, South Dakota, a three-dentist site where I would be the junior dentist with two senior practitioners to show me the ropes.  Unfortunately, those dreams never materialized as the husband and wife dental team left three weeks later for Tucson.  I became the chief dental officer with two additional new dental graduates.

Rosebud introduced me to a new race of people, a new cultural, new spirituality, and many disparities including a greater incidence of diabetes, alcoholism, spouse abuse, abject poverty….
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…and unprecedented oral health needs! 

Presenter
Presentation Notes
Early Childhood Caries…Baby Bottle Tooth Decay…I never saw anything like this in dental school.
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Realization: I can’t do this by myself!! 

Presenter
Presentation Notes
During my first year at Rosebud, we saw on the average five cases weekly!  There was one pediatric dentist in Rapid City 160 miles away and he did not accept Medicaid or referrals from the Indian Health Service.

Addressing the symptoms wasn’t going to cut it.  This would need collective action.
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The culprit…. 

Presenter
Presentation Notes
How to address parents and caregivers who utilized the bottle as a babysitter.  It was not unusually to see kids 3 or 4 with bottles.
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Piecing the puzzle together… 

Prevention 
and  

Treatment 

Presenter
Presentation Notes
Prevention and Treatment utilizing medical/dental collaboration was key
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Medical/Dental Collaboration was a start 

• Treating the patient’s dental 
needs 
 

• Educating the parent and 
caregiver 
 

• Community water fluoridation 
 

Presenter
Presentation Notes
My two colleagues and I learned to address the clinical challenges.  We would save teaching cases for Indian Health Service specialists who would come by on a monthly basis to teach us the tricks of the trade.  We were encouraged and coached by our veteran dental assistants who had twenty plus years of experience and were old enough to be my mother!  

Health educators shared their experience and tools to assist us in educating the parents and caregivers.  We pushed community water fluoridation efforts.  But that wasn’t enough.
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Collaboration & Coordination 

• Midwives and Obstetricians 
 

• Pediatricians and Family Practice 
Well-baby visits 
Fluoride supplements 
Coordinated referrals 

• Pharmacists 
 

 
 

Presenter
Presentation Notes
We made a deal with the midwives and OBGYNs.  Every pregnant women heard about BBTD and getting their baby off the bottle by a year of age BEFORE they even had the baby!  All pregnant women had golden tickets to receive dental care.  They were a priority.  At the time of their delivery, the message of getting the kid off the bottle by a year of age was part of their post-delivery instructions.  

The pediatricians, family practice docs and their teams added the message to their well-baby anticipatory guidance.  They were also diligent to inquire about those women and children who lived in communities without water fluoridation.  Appropriate fluoride supplements were prescribed.

The Indian Health Service had a special member of the team called the Pharmacist Practitioner, who had protocols similar to nurse practitioners and physician assistants.  They added their voice to our message.
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Collaboration & Coordination 

• Special Supplemental Nutrition 
Program for Women, Infants and 
Children (WIC) 
 

• Community Health Workers 
 

• Head Start 
 

• Schools (Parents & Teachers) 
 

 

Presenter
Presentation Notes
We shared our story wherever we could:
WIC clinics…moms had to listen to an oral health education session before picking up their check
We trained community health workers on basic oral health education and prevention
Many children were still on the bottle at Head Start classes (over age 3).  We educated the teachers and class aides about the problem and built shelves where kids had to park their bottles while in Head Start.
We spoke at PTA meetings and offered oral health curricula to the schools
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Preaching their gospel… 

• Prevention Services 
Mammograms 
Pap smears 

 

• Immunizations 
 

• Staff education 
 

• Diabetes  

Presenter
Presentation Notes
In return for preaching our gospel, we evangelized as well.

The dental clinic became the biggest referrer of pap smears and mammograms.  We learned how to read immunization records and could tell when a child was out of compliance.  That child didn’t leave without a quick visit to the peds area.

We provided regular inservices to all medical staff, including nurses and medical assistants.

We also went to medical staff meetings and they became medical/dental staff meetings.  We heard where their chief concerns were and we offered to help.  One example, the incidence of diabetes was skyrocketing, especially among the elderly, who did not see the value in coming to the clinic.   The eye doctor and I switched off every week, going to the senior centers in the outlying districts and offering oral health screenings.  The fee…a drop of blood.
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Biggest Obstacle…Grandmothers!!! 

Presenter
Presentation Notes
Could convince the young mothers, but they would go home and GRANDMA would say “Honey, you were on the bottle till you were two and you turned out ok!”  In a matriarchal society, they undid the progress as soon as we made it.

Track them down to their lair…senior centers where they play cards and eat lunch.  Offer to provide instructions and a simple recipe on how to clean their dentures to get your foot in the door.  While there, pull out a 2’ x 3’ color pix of BBTD.  They will be horrified.  Who did this to our babies?  YOU DID.
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Biggest Supporter…Militant Grandmas! 

Presenter
Presentation Notes
Amazing how reformative such an experience can be.  We provided the grandmas with several cases of tippy cups and they held monthly or quarterly birthday parties celebrating the throwing away of the bottle and the emergence of the tippy cup.  When that baby is crying and Dad yells for the bottle, Grandma just has to give him “the look” and he backs down.  

By the time, my successor left Rosebud 5 years after our initial medical/dental collaboration efforts, if there was one incident of ECC a month, that was too much.  We made a difference in Rosebud and it continues unto today!
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24 years of service 

Presenter
Presentation Notes
That was the catalyst…what began as a four year adventure became a 24 year career….addressing the needs of the underserved.

In the United States, roughly:

92% of dentist treat 65% of all Americans through some variant of the private practice system

7% of dentists attempt to address the oral health needs of the remaining 35% in safety net settings

80% of all decay is in approximately 25% of the population…guess where the vast majority of that disease burden lies?

My career was largely spent facilitating medical/dental collaboration moving from the local, to the state and federal levels of the public health infrastructure.
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One door closes and another opens… 

Presenter
Presentation Notes
Took a gamble…
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“If you are what you should be, 
 you will set the whole world on fire!" 
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CAPIR’s Vision and Mission 

Council on Access, Prevention and 
Interprofessional Relations  

 

Vision:  Optimal oral health for all 
 

Mission to:  
 advance oral health care within the health delivery system 
 promote prevention as the cornerstone of oral health  
 improve access to oral health services for underserved 

populations. 

Presenter
Presentation Notes
Recruited a public health dentist to be the director of this Council, which is one of eleven within the American Dental Association.  The vast majority of the other Council look inward addressing the needs of dentists and their practices.  CAPIR reaches outward to collaborate with others to accomplish its mission.
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CAPIR working together to make a difference… 

Improve 
population  

health 
Give Kids A Smile 

GERIATRIC & SPECIAL 
NEEDS POPULATIONS 

 
ACCESS, 

 INFRASTRUCTURE, 
CAPACTIY 

 
 

PREVENTION ORAL HEALTH LITERACY 

MEDICAL/DENTAL 
INTERFACE 

AMERICAN INDIAN/NATIVE 
AMERICAN 

Community Dental 
Health Coordinator 



©  2012 American Dental Association,  All Rights Reserved 

Changing course at the ADA… 

Presenter
Presentation Notes
Change course by 2 degrees and eventually you will end up in an entirely different port.
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ADA Strategic Plan Goals: 2011-2014 
 
• Goal 1: Provide support to dentists so they may succeed and 

excel throughout their careers 
 

• Goal 2: Be the trusted resource for oral health information 
that will help people be good stewards of their own oral health 
 

• Goal 3: Improve public health outcomes through a strong 
collaborative profession, and through effective collaboration 
across the spectrum of our external stakeholders 
 

• Goal 4:Ensure that the ADA is a financially stable 
organization that provides appropriate resources to enable 
strategic and operational initiatives 

27 

Presenter
Presentation Notes
Goal 1:  support all dentists

Goal 2: Help people be good stewards of their own oral health…a shared responsibility

Goal 3: SOMETHING NEW…the ADA was used to proclaiming and having their every word worshipped.  To collaborate, the ADA convened diverse stakeholders to address issues.  They did not “own” the issue.  Organized dentistry was a voice at the table.
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Support from House of Delegates 

 Resolved, that the ADA …engage in dialogue, and 
where appropriate collaborate and affiliate with other 
organizations that impact the health care 
environment and delivery of oral health care  
      (Res.39H-2010) 

 
 Resolved, that the ADA encourages member 

dentists to be leaders within grassroots community 
efforts that impact the oral health of the public.  
      (Res.18H-2011) 
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Perinatal Oral Health Consensus Statement 

Collaboration among: 
• American Dental Association 
• American Congress of Obstetricians and 

Gynecologists 
• Federal Government 
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CATOOH 

(Chapter Advocacy Training on Oral Health) 
• Collaboration between ADA Foundation and 

American Academy of Pediatrics 
• Train the Trainer across all 50 states 
 Caries Risk Assessment 
 Anticipatory Guidance 
 Fluoride Varnish as appropriate 
 Referral to a dentist  

• http://www2.aap.org/commpeds/dochs/oralhealth/ 
 

http://www2.aap.org/commpeds/dochs/oralhealth/
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National Interprofessional Initiative on Oral Health 

www.niioh.org  

http://www.niioh.org/
http://www.niioh.org/
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Smiles for Life: a national oral health curriculum 

Eight annotated educational modules 
1. The Relationship of Oral to Systemic Health 
2. Child Oral Health 
3. Adult Oral Health 
4. Acute Dental Problems 
5. Oral health & the Pregnant Patient 
6. Fluoride Varnish 
7. The Oral Examination 
8. Geriatric Oral Health 

http://www.smilesforlifeoralhealth.org  

http://www.smilesforlifeoralhealth.org/
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U.S. National Oral Health Alliance 
2009 Access to Dental Care Summit 
 Convening, not leading…being at the table 
 Acknowledging differences among 12 diverse 

stakeholder groups 
 Finding common ground  
 Identified six priorities for action 

 

U.S. National Oral Health Alliance 
 A sustainable infrastructure for coordination and 

communication  
 Working together to make a collective impact 
 http://usalliancefororalhealth.org/  

 
 
 
 
 

http://usalliancefororalhealth.org/


Progress Report 
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Collaboration has always been about: 
  
 understanding others  
 educating others about your positions 
 correcting misconceptions about your positions  
 developing trust  
 working with others in search of common ground 
 having input in decisions made outside your 

organization  
 taking an honest look at your own beliefs. 
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Finding Common Ground… 

 Between the totally wrong and the 
perfectly right, there is a big field… 

 
 …I’ll meet you there! 
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“Never doubt that a small group of thoughtful, 
committed citizens can change the world; 
indeed, it’s the only thing that ever has.” 
 

-- Margaret Mead 
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Thank you!! 

Dr. Steve Geiermann 
Senior Manager 

Access, Community Oral Health Infrastructure and Capacity 
Council on Access, Prevention and Interprofessional Relations 

geiermanns@ada.org  

mailto:geiermanns@ada.org
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