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NC Goals for Oral Health

• Increase access to preventive 
dental services 

• Reduce the prevalence of ECC
• Reduce treatment demands on 

the dental care system
–Prevention
–Referral of those most in need



Into the Mouths of Babes

• Began in 2000 after pilot testing
• Oral Health Section trains providers 

in oral health
• Medicaid reimburses for up to 6 

preventive visits before 3 ½ years:
–Risk and disease assessments
–Parental counseling
–Fluoride varnish application for child



What We’ve Learned
• High adoption rates among medical providers

• Increased access to preventive services
–Wide geographic distribution
– 43% of well-child visits
– Physician visits 4 times greater than dentists
– Multiple visits 20 times greater in medical offices

• Improved treatment outcomes
– 49% reduction before 18 months
– 18% reduction at 6 yrs with >4 visits

Rozier et al. J Dent Educ 2003;67:876-85. 
Close et al. Pediatrics. 2008;122:1387-94.

Rozier et al. Health Affairs. 2010;29:2278-85.
Pahel et al. Pediatrics. 2011:e682-9.



Number of Preventive Dental 
Visits in Medical Offices, by Year
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Total number of visits = 847,498



What We’ve Learned:
Screening and Referral

• Identify disease with 88% accuracy

• Referral practices
- Overall rate = 2.8%

- With tooth decay = 33% (vs. 0.2%)

• Referral effectiveness

- 3-fold increase in use (36% vs. 12%)

Pierce et al. Pediatrics 2002;109:E82-2. 
Pahel et al. 2008. 
Beil & Rozier. Pediatrics. 2010;126:e435-41.



To increase access to dentists for 1-5 
year-old children enrolled in Medicaid by 
improving physicians’:

– referral rates
– appropriateness of referrals 

Carolina Dental Home: Goal
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Guidelines for Referrals

USPSTF. Bader et al. Am J Prev Med. 2004;26:315-25.
AAP. Pediatrics. 2008;122:1387-94.



Evidence of Effectiveness for 
Interventions to Change Referral

• Systematic review of 17 studies

• Ineffective educational strategies
– Passive dissemination (2 studies)
– Feedback of referral rates (1 study)
– Discussion with medical advisor (1 study)

• Effective educational strategies
– Dissemination of guidelines with structured 

referral sheets (4 of 5 studies)
– Involvement of local specialists in educational 

activities (2 of 3 studies)

Cochrane Collaboration, 2011



Intervention
• Develop risk based referral guidelines

–Train physicians in their use
–Feedback

• Train dentists in infant oral health care
–BoHP (Baby Oral Health Program)
–In-office training by pediatric dentist

• Develop support system
–Referral process
–Case workers

• Learning collaboratives



Experience
in using the 
PORRT

Reviewer’s Name PORRT
Priority Oral Health Risk Assessment 

and Referral Tool



Referral Guidelines

Cavitation
or SHCN

White spot lesions
Enamel defects
Other concerns
>3 risk factors

<3 risk factors

Pediatric dentist

General dentist

Physician manages 
caries risk

Yes

No
Yes

No



Evaluation Methods
• Three-county demonstration
• Quantitative methods

–Pre-post single group design for referral rates 
and appropriateness

• Completed PORRT forms
–Post-intervention assessment of dentist visits 
using PORRT and other information

–Interrupted time series design with comparison
• DMA enrollment and claims data

• Qualitative methods
–Interviews with physicians
–Focus group with dentists



Prevalence of Risk Categories

Cavitation
or CSHCN

White spot lesions
Enamel defects
Other concerns
>3 risk factors

<3 risk factors

Pediatric dentist

General dentist

Physician manages 
caries risk

Yes (8%; 4%)

No
Yes (31%; 15%)

No (61%; 80%)



Prevalence of Risk Factors
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Percent of Screened Patients Referred at 
Baseline and Follow-up, By Risk Category
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Percent of Patients Referred and Percent 
with Dental Visit, By Risk Category
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1) Make appointment
2) Monitor visits
3) Provide support

1) Screening
2) Risk assessment
3) Guideline-based 

referral
Visit

Medical Home Dental HomeReferral System

1. Physicians will use structured risk assessment checklists
2. Reduction in some risk factors
3. More likely to refer for disease than behavioral risk factors
4. Under-refer patients with elevated risk
5. More likely to refer early disease after intervention
6. Hesitate to refer if anticipate lack of parental follow through
7. Difficult to engage             
8. Some referrals don’t get into system
9. Because number of parents needing or wanting support is unknown, impact 

difficult to determine
10. Once in system, referral is moderately effective 
11. Dentists’ willingness to see patients exceeded referral demand

Conclusions



1. Understand the referral process
2. Refine risk assessment / referral guidelines

1. Triage?
2. Whose at risk?
3. Are dentists specialists?

3. Set reasonable goals for referral outcomes
4. Test interventions for effectiveness and 

efficiency

Future Directions
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