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Although poor and minority adults experience greater 
levels of dental disease,1-5 they frequently face cost 
and other system-level barriers to obtaining care in 
the private practice dental delivery system.1,6 Individu-
als lacking a usual source of medical care have been 
found to be less likely to gain access to needed health 
services.7-9 Similarly, many individuals who lack access 
to the private practice dental delivery system may be 
forced to use physician offices, hospital emergency 
departments (EDs), or other ambulatory care settings 
for their dental care.

National data document the greater use of EDs for 
physician contacts by blacks and the poor.10 Overall visits 
to EDs increased approximately 14% during the period 
1992–1999.11 Nationally, during a similar period (1997–
2000), there was an average of 738,000 visits annually to 
EDs for complaints of tooth pain or tooth injury. Overall, 
diseases of the teeth and supporting structures accounted 
for 0.7% of all visits to EDs. Individuals visiting EDs 

for dental as compared to medical problems were sig-
nificantly more likely to indicate Medicaid or self-pay as 
the payer rather than private insurance.12 More recently, 
diseases of the teeth and supporting structures were re-
ported to account for 0.9% of all visits to EDs.13 At the 
institutional level, studies have documented the use of 
EDs for the treatment of children’s dental disease,14,15 as 
well as for the treatment of adult dental emergencies.16-18 
Several recent statewide reports also have examined the 
use of EDs by adult Medicaid recipients seeking relief 
from dental problems.19-21

Several authors have addressed the role physicians 
play in addressing oral health problems;22-24 however, 
few studies have documented visits to physicians for 
the treatment and prevention of dental problems, 
especially visits by adults. Nationally in 2002 there 
were approximately 890 million visits to office-based 
physicians.25 Visits for dental-related problems ac-
count for approximately 0.3% of all visits to physician 
offices.13 The physician’s role in the early detection of 
oral cancer,26 visits for the treatment of children’s den-
tal problems,27,28 as well as the provision of children’s 
preventive oral health services have been examined.29 
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Only a few studies have documented adults’ visits to 
physicians for the treatment of dental problems.30,31

Over the last several decades, minorities and the poor 
have benefited significantly from the temporal reduc-
tion in caries. Nevertheless, these groups continue to 
suffer disproportionately from dental problems.32 The 
pressing need to address these health disparities has 
received national recognition.6,33 Minorities often face 
additional barriers to care associated with their level 
of cultural competence.34 Dental diseases are generally 
not self-limiting, and untreated dental conditions and 
their associated pain may adversely impact a person’s 
well-being and overall quality of life.35,36 This study 
was conducted to gain a better understanding of the 
role that non-dentist providers play in providing access 
to oral health care services. 

Methods
The focus of these analyses was dental conditions 

and dental condition-related visits to non-dentist health 
providers during 2001 for the US civilian noninstitu-
tionalized population. Data were obtained from the 
Household Component (HC) of the Medical Expen-
diture Panel Survey (MEPS).37-45 As described on the 
Web site of the Agency for Healthcare Research and 
Quality: 

MEPS is an ongoing nationally representative health 
survey of the US community-based population. It is 
a set of large-scale surveys of families and individu-
als, their medical providers, and employers across the 
United States. MEPS collects data on the specific health 
services that Americans use, how frequently they use 
them, the cost of these services, and how they are paid 
for, as well as data on the cost, scope, and breadth of 
private health insurance held by and available to the 
US population. The HC collects data on a sample of 
families and individuals across the nation, drawn from 
a nationally representative subsample of households 
that participated in the prior year’s NCHS National 
Health Interview Survey. The objective is to produce 
annual estimates for a variety of measures of health 
status, health insurance coverage, health care use 
and expenditures, and sources of payment for health 
services. The survey features several rounds of inter-
viewing covering 2 full calendar years.46

 
Our analytical file was developed using the MEPS 

2001 Medical Condition File and several 2001 MEPS 
event files, including the Prescribed Medicines File, 
the Office-based Medical Provider Visit Event File, the 
Outpatient Department Visit Event File, the Emergency 
Room Visit Event File, the Hospital Inpatient Stay 
Event File, and the Home Health Visit Event File.38-45 
The Medical Condition File contains variables describ-
ing medical (dental) conditions that were reported by 
respondents in several sections of the MEPS question-

naire, including the Condition Enumeration Section, 
Health Status Section, and all questionnaire sections 
collecting information about health provider visits, 
prescription medications, and disability days.45 Medical 
(dental) conditions reported by the Household Com-
ponent respondent were recorded by the interviewer 
as verbatim text and were then coded by professional 
coders to fully specified International Classification of 
Diseases, Ninth Revision, Clinical Modification (ICD-
9-CM) codes. To preserve respondent confidentiality, 
all of the condition codes provided were collapsed from 
fully specified codes to three-digit code categories.45 
The ICD-9-CM codes47 used in these analyses were 
restricted to dental-relevant codes selected by a panel 
of content experts as most relevant to the treatment of 
mouth pain and infections associated with the teeth and 
periodontal tissues and represented conditions judged 
best treated by a dentist. Thus, codes representing in-
juries such as facial trauma and mandibular fractures 
were excluded.

For persons with a dental ICD-9-CM-specified code, 
national estimates are provided for population percent-
age by data source category, including provider types, 
limitation (missed work days, missed school days, or 
bed days), or receipt of a prescription drug. Persons 
with a reported dental-specified ICD-9-CM code and 
no associated provider, prescription drug, or disability 
day indicator were classified as “no association.” Source 
indicator variables were not mutually exclusive. For 
the purpose of data presentation, a medical encounter 
was defined as including medical visits and hospital 
emergency room visits. A medical visit was defined 
as including office-based medical provider visits, out-
patient department visits, hospital inpatient stays, and 
home health visits.

National estimates also are provided for the popula-
tion percentage with a dental ICD-9-CM code and den-
tal ICD-9-CM code source indicator for each of several 
socioeconomic and demographic categories, including  
age, gender, race/ethnicity, poverty status, education, 
employment status, geographic indicator, and having 
at least one dental visit during the year (dental visits 
are not associated with dental-specified ICD-9-CM 
codes). Findings were judged statistically significant 
when 95% confidence intervals did not overlap for 
displayed estimates. All estimates and statistics re-
ported were computed taking into account the complex 
sampling design of MEPS with the use of the software 
package SUDAAN (Shah BV, Barnwell BG, Bieler 
GS. SUDAAN. Users manual. Software for analysis of 
correlated data. Release 6.40. Research Triangle Park, 
NC: Research Triangle Institute, 1995). 

Results
During 2001, approximately 3.1% of the US popula-

tion experienced at least one dental problem outside 
of the traditional office-based dental delivery system, 
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Table 1

Total Population, Percent of Population, and Total Population With Dental Condition (Dental ICD) 
by Association Type and by Selected Population Characteristics, United States, 2001

Percent Dental ICD (CI) With Medical Encounter, 
Limitation, or Prescription

Population
Characteristic

Total
Population

% (CI)
Population 
With Dental 

ICD

Total 
Population

With 
Dental ICD 

% ICD (CI) 
Only

Medical
Encounter

Missed Work, 
School, or 
Bed Days Prescription

Totala 284,247 3.1 (2.8, 3.3) 8,674 22.5 (19.6, 25.4) 9.1 (7.1, 11.1) 20.0 (16.6, 23.4) 68.1 (64.8, 71.5)

Age in years

Under 19 76,917 1.5 (1.2, 1.8) 1,145 17.6 (10.9, 24.3) 15.2 (8.0, 22.4) 33.1 (23.9, 42.4) 55.4 (45.4, 65.5)

19 to 64 171,495 3.7 (3.4, 4.1) 6,393 24.0 (20.4, 27.7) 8.2 (6.0, 10.3) 20.8 (16.8, 24.8) 69.1 (65.1, 73.2)

65 and over 35,835 3.2 (2.6, 3.8) 1,137 18.9 (10.8, 26.9) 8.2 (2.1, 14.2) 1.9 (0, 4.5) 75.4 (66.4, 84.4)

Sex

Male 138,631 3.0 (2.7, 3.4) 4,224 24.7 (20.4, 28.9) 8.5 (5.6, 11.4) 21.2 (16.8, 25.6) 67.5 (63.1, 72.0)

Female 145,616 3.1 (2.7, 3.4) 4,450 20.4 (16.4, 24.5) 9.7 (6.8, 12.6) 18.8 (14.3, 23.3) 68.7 (63.7, 73.8)

Race/ethnicity a

Black Non-
Hispanic

34,987 2.9 (2.3, 3.4) 1,001 23.7 (15.9, 31.6) 12.8 (5.6, 19.9) 27.9 (17.1, 38.7) 57.7 (48.9, 66.5)

Hispanic 37,685 2.7 (2.2, 3.2) 1,028 23.6 (17.2, 30.1) 4.9 (2.0, 7.9) 30.2 (21.8, 38.5) 62.8 (55.3, 70.4)

White Non-
Hispanic

211,575 3.1 (2.8, 3.5) 6,645 22.1 (18.7, 25.6) 9.2 (6.7, 11.6) 17.2 (13.6, 20.8) 70.5 (66.8, 74.3)

Family income b

Poor 43,576 3.3 (2.7, 3.8) 1,420 26.1 (18.1, 34.0) 12.7 (7.6, 17.8) 19.8 (13.8, 25.9) 62.4 (54.1, 70.6)

Low income 39,646 3.1 (2.5, 3.7) 1,242 32.5 (23.4, 41.5) 8.5 (3.7, 13.3) 18.2 (12.4, 24.1) 57.3 (48.5, 66.0)

Middle/high 
income

198,813 3.0 (2.7, 3.3) 5,989 19.7 (16.3, 23.1) 8.4 (6.0, 10.8) 20.2 (15.6, 24.7) 71.9 (67.9, 76.0)

Education c

Some or no 
school

57,262 3.1 (2.7, 3.6) 1,793 26.3 (19.3, 33.2) 8.5 (4.7, 12.2) 22.0 (16.3, 27.8) 62.6 (55.9, 69.2)

High school 
graduate

129,372 3.3 (2.9, 3.7) 4,296 19.3 (15.8, 22.8) 10.1 (7.1, 13.2) 21.1 (16.2, 26.0) 71.3 (66.7, 75.9)

College 
graduate

94,312 2.7 (2.3, 3.2) 2,551 25.6 (19.8, 31.4) 7.9 (4.2, 11.6) 15.8 (10.6, 21.1) 67.0 (60.8, 73.2)

Employment

Employed 206,830 3.2 (2.9, 3.5) 6,591 22.6 (19.3, 25.8) 9.0 (6.7, 11.3) 24.3 (20.1, 28.5) 67.5 (63.7, 71.4)

Not employed 75,153 2.7 (2.3, 3.2) 2,061 22.6 (16.5, 28.6) 9.5 (5.0, 14.0)  5.5 (2.5, 8.5) 70.5 (64.0, 77.1)

Rural/urban

MSA 231,722 3.0 (2.7, 3.3) 6,962 21.9 (18.6, 25.1) 8.1 (5.9, 10.3) 21.4 (17.3, 25.4) 69.0 (65.2, 72.7)

Non-MSA 52,525 3.3 (2.7, 3.9) 1,712 25.2 (18.9, 31.4) 13.2 (8.6, 17.7) 14.3 (9.0, 19.5) 64.7 (57.6, 71.8)

a White Non-Hispanic includes all other ethnic/racial groups.
b Includes persons in families with negative income. Where poor refers to incomes below 125% of the poverty line, low income refers to income 
 equal to or over 125% to below 200% of the poverty line, and middle/high income equal to or over 200% of the poverty line.
c Where “some or no school” refers to all individuals who did not graduate from high school. For children age 18 and under, education refers to 
 parent’s education. For children with two parents, education refers to the parent with the higher level of education.

CI—confidence interval
MSA—metropolitan statistical area 
non-MSA—non-metropolitan statistical area

Source: Center for Financing, Access and Cost Trends (CFACT), Agency for Healthcare Research and Quality (AHRQ). 2001 Medical Expenditure Panel 
Survey (MEPS).
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as identified by the report of a dental-relevant ICD-9-
CM code (Table 1). While some of these individuals 
also may have seen a dentist for this or other reasons 
and at other times during the same calendar year, the 
reports of dental problems being discussed here were 
not generated by any dental office-based visits. With 
the exception of age, the percentage of the population 
with a dental problem did not differ significantly by any 
of the examined demographic characteristics (Table 1). 
Individuals experiencing dental problems were most 
likely to be in the 19–64 and 65 and over age catego-
ries. Individuals experiencing a dental problem were 
examined further to determine whether their dental 
problem was associated with a medical encounter, 
limitation (missed work or school days or bed days), a 
prescription, or had no other association. These events 
were not mutually exclusive.

Individuals With Associated Medical Encounter
Approximately 9.1% of the individuals who experi-

enced a dental problem outside of the traditional dental 
office-based system during 2001 received medical care 
for that problem from a health care provider/treatment 
site other than a dental office (Table 1). No statistically 
significant differences in the demographic characteris-
tics of these individuals were noted. These individuals 
were examined further to determine whether their care 
involved an ED visit or a medical visit. 

Individuals with dental problems were more than 
twice as likely to have made a medical visit (7.0%) as 
compared to an ED visit (2.7%) though some individu-
als received care for a dental problem in both settings 
(Table 2). With the exception of education, the percent-
age of individuals with dental problems who visited an 
ED for treatment did not differ significantly by any of 
the demographic characteristics examined (Table 2). 
Individuals with some or no school were more likely 
than those with greater levels of education to have an 
ED visit (5.3% versus 1.0% for college graduates). The 
percentage of individuals with dental problems who 
made medical visits did not differ significantly by any of 
the demographic characteristics examined (Table 2). 

Those individuals with medical visits and ED visits 
were examined controlling for whether or not the in-
dividual reporting the dental problem had experienced 
at least one visit to a dental office sometime during 
the year (Figure 1). It is important to note that visits to 
dentists were totally unrelated to the generation of ICD 
codes and the identification of dental problems outside 
of the traditional office-based dental care delivery sys-
tem. Visits to dentists were interpreted as indicating at 
least a minimal level of access to the traditional dental 
office-based delivery system. Among individuals with 
at least one visit to a dentist sometime during the year, 
8.8% of individuals who experienced a dental problem 
during 2001 received care from a health care provider/

treatment site other than a dental office as compared 
to 10.8% for those individuals who experienced no 
visits to the dentist during the year. For individuals 
with a dentist visit during the year, this included 2.4% 
(confidence interval [CI]=1.2%–3.5%) with ED visits 
and a significantly greater 7.0% (CI=4.9%–9.1%) with 
medical visits. For individuals without a dental visit 
during the year, the comparable figures were 4.6% and 
7.3%, respectively.

The demographic composition of individuals with 
ED visits and medical visits and with at least one visit 
to a dental office sometime during the year was exam-
ined. There were no significant differences in the de-
mographic makeup of those individuals with ED visits. 
Examining individuals with medical visits revealed that 
individuals less than 19 years of age were significantly 
more likely to receive care in these settings than were 
19–64 year olds (15.2%: CI=7.3%–23.1% versus 5.0%: 
CI=3.0%–7.0%). The demographic composition of in-
dividuals who did not experience any visits to a dentist 
during the year could not be statistically evaluated due 
to the small size of the unweighted sample.

Individuals Receiving No Formal Care 
for Their Dental Problem

Approximately 22.5% of individuals who experi-
enced a dental problem during 2001 outside of the 
traditional office-based dental delivery system did not 
seek any formal treatment for their problem. With the 
exception of income, none of the demographic variables 
were significantly associated with a lack of formal 
treatment (Table 1). Low-income individuals were more 
likely not to seek formal treatment (32.5%) than were 
middle/high income individuals (19.7%).

Individuals not receiving formal care also were ex-
amined controlling for whether or not the individual 
reporting the dental problem had at least one visit to a 
dental office sometime during the year. Those individu-
als who did not experience any dental visits during the 
year were more likely to have received no formal care 
(56.4%: CI=47.9%–65.0%) than were individuals who 
did have at least one dental visit sometime during the 
year (16.2%: CI=13.3%–19.2%). However, a great deal 
of this difference can be attributed to having received 
a prescription in association with their dental problem. 
Receiving a prescription was included in the category 
of formal care (see Prescription Experience below). 
Among those individuals with at least one dental visit 
during the year, no significant differences in the de-
mographic composition of people not receiving formal 
care were noted. 

Limitations to Work and School
Twenty percent of all individuals who experienced 

a dental problem outside of the normal dental office-
based delivery system during 2001 missed at least one 
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Table 2

Total Population, Percent of Population, and Total Population With Dental Condition (Dental ICD) and Medical 
Encounter by Encounter Type and Selected Population Characteristics, United States, 2001

Population
Characteristic Total Population

Population
With Dental 

ICD Visit

% Population 
With Dental ICD and 
Medical Encounter Medical Visit Emergency Room Visit

Totala 284,247 8,674 9.1 (7.1, 11.1 ) 7.0 (5.1, 8.9) 2.7 (1.6, 3.9)

Age in years

Under 19 76,917 1,145 15.2 (8.0, 22.4) 13.6 (6.6, 20.7) 2.4 (0.1, 4.7)

19 to 64 171,495 6,393 8.2 (6.0, 10.3) 5.6 (3.8, 7.5) 2.8 (1.6, 3.9)

65 and over 35,835 1,137 8.2 (2.1, 14.2) 8.2 (2.1, 14.2) 2.9 (0, 7.1)

Gender

Male 138,631 4,224 8.5 (5.6, 11.4) 6.6 (3.8, 9.3) 3.0 (1.3, 4.7)

Female 145,616 4,450 9.7 (6.8, 12.6) 7.5 (4.9, 10.0) 2.5 (1.1, 3.9)

Race/ethnicity a

Black Non-Hispanic 34,987 1,001 12.8 (5.6, 19.9) 12.2 (5.1, 19.4) 1.8 (0, 3.9)

Hispanic 37,685 1,028 4.9 (2.0, 7.9) 3.0 (0.8, 5.3) 2.8 (0.4, 5.2)

White Non-Hispanic 211,575 6,645 9.2 (6.7, 11.6) 6.9 (4.6, 9.1) 2.9 (1.4, 4.3)

Family income b

Poor 43,576 1,420 12.7 (7.6, 17.8) 8.3 (4.2, 12.3) 5.7 (1.7, 9.7)

Low income 39,646 1,242 8.5 (3.7, 13.3) 7.3 (2.5, 12.1) 1.7 (0.9, 2.5)

Middle/high income 198,813 5,989 8.4 (6.0, 10.8) 6.7 (4.5, 8.9) 2.2 (0.9, 3.6)

Education c

Some or no school 57,262 1,793 8.5 (4.7, 12.2) 4.7 (1.9, 7.6) 5.3 (2.3, 8.4)

High school graduate 129,372 4,296 10.1 (7.1, 13.2) 8.0 (5.1, 11.0) 2.7 (1.0, 4.4)

College graduate 94,312 2,551 7.9 (4.2, 11.6) 7.0 (3.5, 10.5) 1.0 (0, 2.2)

Employment

Employed 206,830 6,591 9.0 (6.7, 11.3) 6.6 (4.6, 8.7) 2.6 (1.4, 3.8)

Not employed 75,153 2,061 9.5 (5.0, 14.0) 8.3 (4.1, 12.6) 3.2 (0.2, 6.1)

Rural/urban

MSA 231,722 6,962 8.1 (5.9, 10.3) 6.0 (4.1, 8.0) 2.9 (1.5, 4.3)

Non-MSA 52,525 1,712 13.2 (8.6, 17.7) 11.1 (6.5, 15.7) 2.1 (0.4, 3.8)

a White Non-Hispanic includes all other ethnic/racial groups.
b   Includes persons in families with negative income. Where poor refers to incomes below 125% of the poverty line, low income refers to income
      equal to or over 125% to below 200% of the poverty line, and middle/high income equal to or over 200% of the poverty line.
c    Where “some or no school” refers to all individuals who did not graduate from high school. For children age 18 and under, education refers to
  parent’s education. For children with two parents, education refers to the parent with the higher level of education.

MSA—metropolitan statistical area 
Non-MSA—non-metropolitan statistical area.

Source: Center for Financing, Access and Cost Trends (CFACT), Agency for Healthcare Research and Quality (AHRQ). 2001 Medical Expenditure 
Panel Survey (MEPS).

day of school, stayed home from work, or stayed in bed 
as a result of their dental problem. The demographic 
distribution of individuals experiencing a limitation 
related to their dental problem is presented in Table 1. 
By far, individuals under the age of 19 experienced the 
greatest rate of limitation (33.1%) while those over the 
age of 64 experienced the lowest (1.9%). Racial differ-
ences also were noted, with Hispanics experiencing the 
highest rate of limitation (30.2%) and whites the lowest 
(17.2%). Finally, employed individuals experienced 
a greater rate of limitation than did the unemployed 
(24.3% versus 5.5%).

No differences in limitations were noted based on 
whether or not the individual reporting the dental 
problem had at least one visit to a dental office some-
time during the year (20.7% versus 19.7% limitation 
rate, respectively). The demographic distribution of 
individuals experiencing a limitation related to their 
dental problem was examined for those individuals 
with a dentist visit sometime during the year and was 
found to generally mirror that found for the overall 
group experiencing limitations. Individuals under the 
age of 19 experienced the greatest rate of limitation 
(32.9%: CI=23.8%–42.1%)), followed by those 19–64 
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(21.3%: CI 16.8%–25.8%), while those over the age 
of 64 experienced the lowest (0.9%: CI=0.0%–2.2%). 
As above, employed individuals experienced a greater 
rate of limitation (24.4%: CI=19.7%–29.2%) than did 
the unemployed (4.9%: CI=1.7%–8.0%). 

Prescription Experience
A majority of the individuals (68.1%) who experi-

enced a dental problem outside of the dental office-
based system had contact with the formal health care 
system via a prescription associated with their identi-
fied dental problem (Table 1). Although the prescrip-
tion was associated with a dental problem identified 
outside of the dental office-based system, the MEPS 
database did not permit a determination of whether 
the prescription itself was written by a physician or a 
dentist or received as part of an office visit or resulted 
from a telephone contact. Several demographic vari-
ables were found to be associated with the likelihood 
of receiving a prescription. Approximately 75.4% of 
individuals over the age of 64 received a prescription, 
compared to 55.4% of those individuals under the age 
of 19. Similarly, whites were more likely to receive a 
prescription than were blacks (70.5% versus 57.7%). In 
addition, middle/high-income individuals were more 
likely to receive a prescription than were low-income 
individuals (71.9% versus 57.3%).

The likelihood of receiving a prescription was exam-
ined controlling for whether the individual reporting 
the dental problem also had at least one visit to a dental 
office sometime during the year (Figure 2). Individuals 
who did not have any dental visits during the year were 
significantly less likely to report having received a pre-
scription associated with their dental problem (29.9%: 
CI=21.3%–38.5%) than were those individuals who did 
have a dental visit sometime during the year (75.2%: 
CI=71.4%–79.0%). The demographic background of 
individuals with a visit to the dentist sometime during 
the year was examined. No significant differences were 
noted, with the exception that individuals under the age 
of 19 were less likely to receive a prescription (54.8%: 
CI=44.2%–65.4%) than were those 19–64 years of age 
(77.6%: CI=73.3%–82.0%) or those over the age of 64 
(82.6%: CI=74.8%–90.4%). 

Discussion
In 2001, approximately 3% of the US population ex-

perienced a dental problem that was dealt with outside 
of the traditional office-based private practice system. 
Patients with dental problems were more likely to have 
made medical visits (7.0%) compared to ED visits 
(2.7%). Interestingly, this association was strongest 
among those individuals who experienced at least one 
unrelated visit to a dentist during the year and may 

Figure 1

Percent of Medical Encounters for Persons With a Dental Condition (Dental ICD) and Percent
of Medical Encounters, by Visit Type and by Dental Visit Status
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reflect a pattern or preference for office-based rather 
than ED-based care. The general preference for of-
fice-based care is consistent with previous reports that 
examined the use of EDs19 and physician offices31 for the 
treatment of adult Medicaid patients’ dental problems. 
This finding appears to confirm that individuals not 
using traditional sources of dental care have greater 
access to physician offices than to EDs for the treatment 
of dental problems.

It is interesting that there were no statistically signifi-
cant associations between an individual’s demographic 
background and his/her overall use of health care pro-
viders/treatment sites other than a dental office. This 
was true regardless of his/her relative access to dental 
services as measured by whether the individual did or 
did not have a visit to a dentist sometime during the 
year. The greater use of EDs by individuals with less 
schooling was consistent with prior national reports.10 

More than one in five individuals (22.5%) who ex-
perienced a dental problem during 2001 did not seek 
formal treatment for their condition. Individuals dem-
onstrating less access to traditional dental services, as 
exemplified by not having any visits to the dentist dur-
ing the year, were significantly less likely to seek formal 
care for their dental problem. This may be explained 
by the fact that individuals lacking access to traditional 
dental services also may be more likely to lack access 
to medical care as well. As mentioned previously, in-
dividuals without a usual source of medical care are 
less likely to access needed health services.7-9 Overall, 
low-income individuals were significantly less likely 

to seek formal care than were middle/high-income 
individuals. This pattern, of course, mirrors that seen 
with the use of traditional dental services.6

 The influence of dental problems on lost days from 
work and school and bed days is well documented. 
Data from the 1996 National Health Interview Survey 
revealed that adults missed approximately 2,442,000 
days of work due to acute dental conditions, while 
children experienced 1,611,000 days lost from school. 
Individuals of all ages suffered 4,602,000 bed days.48 
In the present study, 20% of individuals experiencing 
a dental problem outside of the traditional office-based 
dental care delivery system suffered a limitation as a 
result of their condition. Relative access to traditional 
dental services did not affect the frequency of expe-
riencing limitations and thus was not associated with 
the severity of the dental problem as measured by the 
presence of these limitations. Although lacking a usual 
source of dental care may lead to a delay in seeking 
treatment and potentially exacerbate the condition, this 
did not appear to be the case. Overall, limitations were 
more likely to be experienced by Hispanics, school-
aged children, and the employed. Limitations associated 
with age and employment status undoubtedly reflect 
the inherent exposure to the risks of missed school 
and work experienced by these groups. The greater 
prevalence of dental problems among Hispanics as 
compared to whites is well documented.6,49

By far, individuals experiencing a dental problem 
identified outside of the traditional dental office-based 
delivery system had formal contact with the health 

Figure 2

Percent of Prescribed Medicines for Persons With a Dental Condition (Dental ICD) 
and Percent Prescribed Medicines by Dentist Visit Status
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care system most frequently through a prescription 
associated with their dental problem (68.1%). The 
greater likelihood of whites and middle/high-income 
individuals receiving prescriptions for their dental 
problems as compared to blacks and individuals with 
low incomes is noteworthy. The higher levels of dental 
needs among blacks and those with lower incomes are 
well documented.1-5 It might have been assumed that 
these groups would be most likely to have prescrip-
tions associated with their dental problems. Whether 
these demographic-linked differences are founded on 
a sound clinical basis or are influenced by practitioner 
knowledge, attitudes, or cultural-based biases is un-
known. There has been increasing awareness of racial 
and ethnic disparities in health care. An Institute of 
Medicine report, “Unequal Treatment: Confronting Ra-
cial and Ethnic Disparities in Health Care,” addressed 
the possible role of provider bias, discrimination, and 
patient stereotyping in health disparities.50 The role 
of cultural issues in the delivery of oral health care 
services deserves greater attention.51,52 

Limitations
A key limitation of this study is the precision of 

condition data self-reported by respondents and the 
interpretation/ability of professional coders to cor-
rectly specify a specific code. Although codes were 
verified, and error rates did not exceed 2.5% for any 
coder, the ability of household respondents to report 
condition data that can be coded accurately should not 
be assumed. Also, as mentioned earlier, the size of the 
unweighted sample precluded an assessment of the de-
mographic composition of individuals who did not have 
any visits to a dentist during the year. However, these 
data are important because they broaden our limited 
understanding of the role that physician-based services 
play in the delivery of needed oral health services.6 

Conclusions
In the current economic environment, public dental 

clinic resources are under stress. Utilization rates for 
adult Medicaid recipients have decreased in recent years 
as many states facing financial difficulties have contin-
ued to tighten eligibility criteria and restricted and/or 
entirely eliminated adult dental benefits. It is estimated 
that by the middle of FY 2003, 27 states had cut or re-
stricted eligibility. Further, the number of states with 
full adult Medicaid dental benefits decreased from 14 
in 2000 to 4 in 2003, while the number with no benefits 
increased from 7 to 16 during the same period.53 

Thus, it can be assumed that many individuals, espe-
cially those lacking access to traditional dental services, 
will continue to seek care from EDs and physicians. The 
use of alternative services for management of dental 
problems may have adverse consequences. Many EDs 
do not provide dental services and, therefore, do not 

provide definitive treatment for dental problems. The 
same is generally true of physicians, most of whom lack 
substantive training in dentistry.15,16,54 

Additional education and guidelines have proven 
beneficial in assisting physicians in dealing with dental 
problems.55 Nevertheless, further studies are needed 
to evaluate the adequacy of the treatment of dental 
problems by non-dentist providers. In addition, future 
studies should explore the prescription practices of 
both dentists and physicians as they relate to differ-
ences associated with patient income and racial/ethnic 
backgrounds.
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