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Introduction

In the Surgeon General’s report on “Oral Health in America”
former Surgeon General David Satcher referred to a “silent
epidemic” of oral disease restricting activities in school,

work and home and often diminishing the quality of life.

The report noted those who suffer the worst oral health are
found among the poor of all ages, with poor children and poor
older Americans particularly vulnerable. The report further
detailed how oral health is promoted, how oral diseases and
conditions are prevented and managed, and what needs and
opportunities exist to enhance oral health. Water fluoridation
and dental sealants were noted as two interventions that have
reduced dental decay. The report noted the ongoing need

to reduce oral health disparities.! In the United States, 25
percent of children and adolescents experience 80 percent
of all dental decay occurring in permanent teeth.? Five to 10
percent of preschool-age children have early childhood caries
— this rate is higher among families with low incomes and
some racial/ethnic minorities.®

The mouth is vital to everyday life. It serves to nourish

our bodies as we take in water and nutrients. It is how we
communicate our thoughts, our mood and our dreams. Oral
health is an essential and integral component of overall
health throughout life. Oral health includes more than just
healthy teeth — it includes the whole mouth, including the
teeth, gums, hard and soft palate, lining of the mouth and
throat, tongue, lips, salivary glands, chewing muscles, and
upper and lower jaws. It also is more than being free of tooth
decay and gum disease. Oral health is more than being free
of tooth decay and gum disease — it also means being free of
chronic oral pain conditions, oral cancer and other conditions

that affect the mouth and throat. Good oral health includes
the surgical correction and treatment of birth defects such as
cleft lip and palate. Oral health includes the ability to carry on
the most basic human functions such as chewing, swallowing,
speaking, smiling, kissing and singing.

Because the mouth is an integral part of the human anatomy,
oral health is intimately related to the health of the rest of the
body. For example, mounting evidence suggests infections in
the mouth such as periodontal (gum) disease can increase the
risk for heart disease, can put pregnant women at greater risk
for premature delivery, and can complicate controlling blood
sugar for people living with diabetes. Conversely, changes

in the mouth are often the first signs of problems elsewhere

in the body such as infectious diseases, immune disorders,
nutritional deficiencies and cancer.

National and Alaska Health Objectives for the
Year 2010

One component of the national plan for oral health is a set of
measurable and achievable objectives on key indicators of
oral disease burden, oral health promotion and oral disease
prevention. In November 2000, a set of oral health indicators
was developed for inclusion in the national health objectives
for the year 2010 in the document entitled, Healthy People
2010. The Alaska Department of Health and Social Services
developed a state companion plan that included oral health
objectives in April 2002 - Healthy Alaskans 2010: Targets and
Strategies for Improved Health. Both the national and state
strategies are aimed at:

° Increasing the quality and years of healthy life; and
o Eliminating health disparities.

Included in Healthy People 2010 are objectives for improving
oral health (See Table 1). They represent the ideas and
expertise of a diverse range of individuals and organizations
concerned about the nation’s health. Table 1 also reflects
Alaska data, when available, for comparison with national
baselines. Alaska indicators for caries experience, untreated
caries and dental sealant utilization of Alaskan third-graders
represent statewide data developed by the Oral Health
Program’s dental assessments — this data was not available
at the time of publication of Healthy Alaskans 2010.
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Table 1. Healthy People 2010 Oral Health Indicators,
Target Levels and Current Status in the United States and Alaska

Healthy People 2010 Objective Target U.S. Status  Alaska Status
21-1: Dental caries experience
Young children, ages 2-4 11% 18% DNA
Children, ages 6-8 42% 52% 65%
Adolescents, age 15 51% 61% DNA
21-2: Untreated caries
Young children, ages 2-4 9% 16% DNA
Children, ages 6-8 21% 29% 28%
Adolescents, age 15 15% 20% DNA
Adults, age 35-44 15% 27% DNA
21-3: Adults with no tooth loss, ages 35-44 42% 31% 67% (met target)
21-4: Edentulous (toothless) older adults, ages 65-74 20% 26% 23%
21-5: Periodontal diseases, adults ages 35-44
Gingivitis 41% 48% DNA
Destructive periodontal disease 14% 22% DNA
3-6: Oral cancer mortality rates (per 100,000 persons) 2.7 3.0 37
21-6: Oral cancer detected at earliest stage 50% 35% 40%
21-7: Oral cancer exam in past 12 months, age 40+ 20% 13% DNA
21-8: Dental sealants
Children, age 8 (1%t molars) 50% 23% 52% (met target)
Adolescents, age 15 (1t and 2" molars) 50% 15% DNA
21-9: Population served by fluoridated water systems 75% 62% 64%
21-10: Dental visit within past 12 months
Children, age 2+ 56% 44% DNA
Adults, ages 18+ 56% 44% 66% (met target)
21-11: Dental visit in the past 12 months
Adults in long-term care 25% 19% DNA
21-12: Preventive dental care in the past 12 months
Low-income children and adolescents, age 0-18 57% 20% 32%
21-13: School-based health centers with oral health
component, K-12 DNA DNA DNA
21-14: Community based health centers and local health
departments with oral health component 75% 34% DNA
21-15: States with system for recording and referring infants
with cleft lip and palate 100% 23% 100% (met target)
21-16: States with an oral health surveillance system 100% DNA 100% (met target)
21-17: State and local dental programs that serve 250,000 or
more with a dental health program directed by a dental 100% DNA 50%

professional with public health training

Notes:

DNA — Data Not Available

(1) Data sources for national and state data for this table are provided in
Appendix 1

(2) National data for NHANES is for 6-8 year old children; Alaska data is for
third-grade children

(3) Objective 21-7: Baseline information will be obtained on this objective
through an oral cancer exam question on the 2008 Alaska Behavioral Risk
Factor Surveillance System (BRFSS)

(4) Objective 21-9: Percentages are the population with fluoridated community
water systems of the population with access to community water systems
(not percentage of total state/national population).

(5) National data for 21-12 (preventive dental care for low-income children and
adolescents) is from the Medical Expenditure Panel Survey (MEPS); Alaska
data is from Medicaid/SCHIP dental utilization reports (CMS416 report)
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(6) Objective 21-13: Most village schools in Alaska have Tribal school-based
or school-linked medical and dental programs — this infrastructure is
somewhat different from school-based health centers discussed in Healthy
People 2010.

(7) Objective 21-14: Municipality of Anchorage offers some support to the
Anchorage Neighborhood Health Center which has a dental program and
the North Slope Borough has dental services; and community health
centers have included or expanded into dental services. The State Oral
Health Program is working with the Alaska Primary Care Office to develop
an Alaska baseline indicator, however it is not available at the time of
publication of this plan.

(8) Objective 21-17: With the State Oral Health Program, the Municipality
of Anchorage is the only other jurisdiction serving 250,000 or more in
population that does not currently have an oral health program directed by
a dental professional with public health training.



Child and Adolescent Oral Health

Dental Decay

Dental decay (caries) remains the most common chronic
disease of childhood — five-times more common than asthma
and seven-times more common than hay fever.! It is estimated
52 million school hours are missed annually by children with
oral health problems.* Other consequences of extensive
tooth decay include pain, affects on learning and/or behavior
management problems. Loss of teeth, especially front teeth,
can affect speech development. Additionally, extensive decay
results in expensive dental care — early childhood caries may
require hospital-based dental care under general anesthesia.
Children with decayed or missing teeth may also suffer
embarrassment and problems with self-esteem.

Nationally over 50 percent of 5- to 9- year old children have
at least one cavity or filling.® Alaska’s caries experience rates
(evidence of past or present dental decay) are higher than the
national baseline of 52%, with 65 percent of Alaskan third-
grade children with caries experience at the time of the

assessments. Higher dental decay rates were seen in third-
graders from racial/ethnic minority groups. High dental decay
rates in Alaska Native children have been noted in previous
Indian Health Service dental assessments, however the 2004
third-grade dental assessments in Alaska found similar caries
experience rates in third-grade Asian and Native Hawaiian/
Pacific Islander racial/ethnic groups (See Figure 1).6

About the same percentage of Alaska third-graders had
untreated decay at the time of the dental assessment, 28%,
as the national baseline for 6-8 year olds (29%). Similar
patterns were seen in terms of untreated dental decay in
Alaskan third-graders with higher rates in third-graders from
racial/ethnic minorities (See Figure 2).5 Untreated decay was
found in 43.5% of Alaska Native children; rates were higher
for Asian third-graders (49.5%) and Native Hawaiian/Pacific
Islander third-graders (52.4%).

Figure 1. Alaska Dental Assessment, 2004
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Figure 2. Alaska Dental Assessment, 2004
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Dental decay rates in young Alaska children are also of
concern — illustrated in Figure 3 is the caries experience

in kindergarten children and in Figure 4 caries of upper
front primary teeth (early childhood caries indicator) for
children enrolled in Head Start.”® Advanced dental decay in
young children often results in dental treatment in hospital
settings so restorative dental and extractions can be
accomplished in one visit with the least emotional trauma
to the young child. In these cases, treatment involves not
only the cost of the dental care provided but hospital and
anesthesia fees.

Earlier detection of caries in these children offers an
opportunity for parent education, including improving the
oral hygiene of the toddler, and preventative services (e.g.,
topical fluorides and education of parents on brushing to
treat the dental “infection”). More frequent dental screening
in affected children may be warranted so oral hygiene and
the progression of the disease can be monitored. Risks for
development of early childhood caries include active caries
in the mother with transmission of the bacteria to the infant,
lack of parent education about the oral health needs of the

child, and inappropriate use of baby bottles and/or sippy cups.

The bacteria that cause dental plaque and acid production,
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resulting in tooth decay, are typically passed from mother/
caregiver to child. Therefore, the caregiver’s oral health is an
influencing factor on early childhood caries.® Inappropriate
feeding practices that increase risk of early childhood caries
include bottle feeding with juice or soda, or providing a bottle
for overnight use by the infant with any liquid other than

water (including milk) — due to the risks with these feeding
practices, forms of early childhood caries were formerly known
as baby bottle tooth decay.

Recent national dental assessment information indicates
dental decay in preschool age children is increasing. Data
from the National Health and Nutrition Examination Survey
(NHANES) indicates that caries in primary teeth is increasing
in 2-5 year olds; from 24% in the 1988-1994 NHANES to 28%
in 1999-2004 NHANES. Decayed and filled primary teeth (dft)
also increased from 1.39 dft in the 1988-1994 assessments
to 1.58 dft in 1999-2004. The rate of untreated decay
remained stable at 23%.°

Factors reducing risk of dental decay include:

o Brushing with fluoridated toothpaste ideally at least after
breakfast and before bedtime with parents assisting
children age 8 and under;



Nutrition and feeding practices that don’t promote

development of dental decay (e.g., limiting frequency of

soda and sugared beverages);

Access to fluoridated drinking water or use of fluoride
supplements in areas without fluoridated water;

Use of other topical fluorides in children at risk for

development of dental decay (e.g., low-income children,
racial/ethnic minorities and children with special health

care needs);

Use of dental sealants to seal the pits and fissures of
teeth that may be susceptible to decay — especially on
permanent first molars; and

Saliva flow and buffering capacity of saliva (note: many
medications reduce saliva flow).
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Figure 3. Alaska Dental Assessment, 2005
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Figure 4. Alaska Dental Assessment, 2005
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Dental caries is cumulative, thus higher among adolescents
in permanent teeth than in children. Effective personal
measures — for example, tooth brushing with fluoride
toothpastes — need to be applied throughout adolescence as
the individual becomes more independent in their oral hygiene
and dietary habits. Adolescents may over-consume sugar-
laden beverages such as fruit juices, sodas and sport drinks,
placing them at increased risk for new or recurrent dental
decay. Regular dental visits provide an opportunity to assess
oral hygiene and dietary practices and to place sealants on
vulnerable permanent teeth that erupt during this life stage
(including permanent second molars around age 12 years).®

Nationally, the prevalence of dental caries experience in
permanent teeth of adolescents (persons aged 12-19)
decreased from 68% in 1988-1994 to 59% in 1999-2004,
however untreated dental decay remained about the same
between these periods.'° Alaska data on dental decay in
adolescents is not available at this time.

Children with Special Health Care Needs
Children with special health care needs (CSHCN) are an at-risk
group for caries and often face barriers to routine access to
dental care. The 1994-1995 National Health Interview Survey
on access to care and services utilized by CSHCN indicated
the most common unmet health need was dental care.*
CSHCN are at increased risk for oral infections, delayed tooth
eruption, periodontal disease, enamel irregularities, and
moderate-to-severe malocclusion.*? Exposure to medications
that decrease saliva flow, cause gingival hypertrophy and/or
have a high sugar content can exacerbate oral health problems
in these children. Parent/caregiver and/or CSHCN difficulty

in maintaining daily hygiene also increases risk of caries and
periodontal disease.® Further, children and adolescents with
compromised immunity or certain cardiac conditions may face
additional complications related to oral disease.
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General dentists often lack the experience and/or training

to feel comfortable providing treatment to CSHCN. Pediatric
dentists are the usual referral source for dental care; however
many states lack adequate numbers of pediatric dentists.

As CSHCN age into adolescence and/or adulthood the
pediatric dental offices face increased logistical difficulties in
treatment within a pediatric setting. The pediatric practices
may continue to treat these older individuals, despite the
difficulties, when the practices are unable to find general
practitioners where they can refer these individuals.

Alaska lacks data on the oral health needs of CSHCN in the
state. In a “CSHCN Oral Health Forum” held in February 2007,
parents reported dental access issues including:

e Finding private dentists accepting Medicaid,;

¢ Long wait times for appointments and difficulties
coordinating with children’s medical care;

¢ Not seeing the same dentist on subsequent appointments
and having to spend the first appointment repeating the
child’s medical history; and

e Limited general dentists treating children with special
health care needs — reliance on pediatric dentists for
dental services for adolescents and young adults.

Forum participants felt the need for improved parent
information on the oral health of CSHCN and that activities to
improve children’s Medicaid dental access would also benefit
this population of at-risk children.

Alaska Oral Health Plan — 2008-2012

Dental Sealants

Dental sealants, a thin plastic coating applied to the pits and
fissures of permanent teeth, along with community water
fluoridation are the two most effective interventions to reduce
dental decay in the population.

Alaska’s dental sealant rate of 52.4% for third-grade children
exceeded the Healthy People 2010 goal of 50%. Alaska
Native third-graders had a sealant utilization rate of 67.8%

- the highest of any racial/ethnic group in the state. However,
as Figure 5 illustrates non-Native racial/ethnic minorities

lack the same access to this preventive service as white or
Alaska Native children. Sealant utilization was also below 50%
for white children reported as enrolled in Medicaid/Denali
KidCare.® An inventory of schools with high percentages of
children from low-income families conducted in 2005 found
most village elementary schools have access to school-based
or school-linked dental services including sealants through
Tribal dental programs. Schools with high percentages of
children from low-income households that lack dental sealant
programs include:

e Schools in rural, regional hub communities (e.g., Nome);
and

e Schools in urban areas of the state with 50+% of children
eligible for the free and reduced school lunch program.

Dental sealants on permanent second molars are
recommended as soon as these teeth erupt because they as
susceptible to caries as the first permanent molars of younger
children. Permanent second molars erupt in the mouth
typically at 12-13 years. Nationally, the prevalence of dental
sealants on permanent teeth among adolescents (aged 12-19
years) has increased from 18% in 1988-1994 to 38% in 1999-
2004.%° Alaska data on sealant utilization on second molars
for adolescents is not available.



Figure 5. Alaska Dental Assessment, 2004
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Orofacial Clefts

Orofacial clefts, cleft lip and/or cleft palate, are common birth
defects affecting approximately 6,800 infants in the United
States annually.'® Cleft palate occurs when the roof of the
mouth does not unite properly. Openings may involve either
side of the palate and may extend into the nasal cavity. The
cleft(s) may extend from the front of the mouth (hard palate)
to the throat (soft palate), and they often include the lip. Cleft
lip occurs when the two sides of the lip do not fuse completely.
Cleft lip may vary greatly, from a mild notch in the lip to a severe
opening up through the nose. A cleft may extend only partially
from the lip towards the nose (incomplete) or go into the nasal
cavity (complete). Lip clefts may occur on one side (unilateral)
or both sides of the mouth (bilateral). Health problems
associated with cleft palate include feeding difficulties; ear
infections and hearing loss; speech and language delay;
dental problems with alignment of teeth; and social effects.
Orthodontics, oral surgery and prosthetic procedures are
usually necessary with treatment of cleft palate.

Alaska rates of orofacial clefts were 29 per 10,000 live births
during 1996-2002 and are higher than national reported data.
Alaska prevalence by gender was 25.3 per 10,000 live births
for females and 32.7 per 10,000 live births for males. An
average of twenty-nine Alaskan children were affected each

8

year for the 1996-2002 period. The orofacial cleft prevalence
among Alaska Native children, at 47.1 per 10,000 live births,
was higher than for non-Native children. Trends in prevalence of
orofacial clefts during 1996-2002 are illustrated in Figure 6.1

The etiology of cleft lip and/or cleft palate is not well
understood. The majority of isolated clefts, those not
associated with another birth disorder or syndrome, appear to
be due to a combination of genetic and environmental factors.
Evidence supports the view that multiple genetic factors play
arole in risk for oral clefts and environmental factors that
have been documented to increase risk include heavy alcohol
consumption, smoking and certain prescription drugs (e.g.,
Dilantin and other anti-seizure medications).*>16

Use of folic acid and avoiding tobacco products may reduce
the prevalence of oral clefts. Oral cleft prevalence in several
populations, including Alaska, has been associated with
maternal tobacco use. Retrospective studies have suggested
use of folic acid supplements may have a protective effect
against cleft lip with or without cleft palate.r” Abstaining from
tobacco products, consuming a nutritious diet and adequate B
vitamins, and taking folic acid supplements of 400 mcg daily
are important for all women of childbearing age.

Alaska Oral Health Plan — 2008-2012
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Figure 6. Prevalence of Oral Clefts in Alaska
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Oral Injuries

Oral injuries including fractures, loss of teeth and lacerations
are another concern for children. Interventions that reduce
the frequency of these injuries include use of safety restraints
and/or car seats to reduce injuries in motor vehicle crashes.
Additionally, children should be encouraged to use mouth-
guards when participating in contact sports.
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Falls are a major cause of trauma to teeth, primarily to
incisors (front teeth). Unlike bone fractures, fractures of
crowns of the teeth do not heal or repair, and affected teeth
often have an uncertain prognosis. Problems may later
develop due to damage of the tooth pulp. Family violence is
another source of oral injuries - dental professionals are in a
good position to detect and report abuse.*

Rates of oral injuries in Alaska are not known. Treatment of
an oral injury typically occurs in dental offices or hospital
emergency rooms and there is not a data collection system to
collect this type of information at this time.

Mouth-guard use in school sports is dictated by policy at

the school district level. Sports organizations and local
recreational programs may also play a role in sports activities
and safety requirements. Parents and coaches typically
recognize the need for mouth-guards in sports like football
and hockey. However, other contact sports like soccer and
basketball can result in oral injury as feet and/or elbows

may be in close proximity to an opponent’s mouth during the
course of a game.




Children’s Access to Dental Care

Access to dental care offers additional avenues for education
and preventive approaches, including placement of dental
sealants and application of topical fluorides. Access to dental
care also offers an early intervention approach to remove
decay and place restorations before the pulp of the tooth

is involved with the decay process. Without routine access
children can be faced with more extensive and expensive
restorative dental care. The Alaska Medicaid program

offers dental coverage for enrolled children; however,

dentist participation in the program is limited due to lower
reimbursement rates, concerns with non-kept appointments
and other factors.

Currently, in the Medicaid program about 1 in 3 children
receive any dental service during a given year - only 1 in 5
children receive a dental treatment service. Figure 7 illustrates
the dental utilization for children enrolled in Medicaid by age
group (Source CMS 416 EPSDT utilization reports). Alaska’s
Early & Periodic Screening, Diagnosis and Treatment (EPSDT)
program guidance for children enrolled in Medicaid is to refer
children for a dental exam at age 3, or earlier if a problem is
detected during screenings. Guidance from the American

Academy of Pediatrics and American Academy of Pediatric
Dentistry are for a dental referral with the eruption of the

first tooth and no later than age 1. This earlier dental referral
would be recommended for Alaska, especially given the extent
of dental decay in young children. However, the groundwork
needs to be laid for increased dental participation in Medicaid
and accepting younger children for dental appointments.
Other states have encouraged participation of physicians and
nurses in enhanced screening and triage for dental needs as
well as application of topical fluoride varnish to address the
dental access issue for young children.

Dental access for adolescents is important to assess oral
hygiene and dietary habits as well as provide dental treatment
services. Medicaid dental utilization peaks at about 54% for
children aged 6-9 years and then utilization begins to fall

off for subsequent age groups — with dental access down to
27% for individuals aged 19-20 years. Data on dental access
for Alaskan junior high and high school aged children is not
available - the Youth Risk Behavior Survey may be utilized in
the future to establish baseline data for adolescent dental
access in Alaska.

Figure 7. Children’s Medicaid Dental Utilization
Percent of children receiving dental services by age & type of service, FFY2005
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Adult and Senior Oral Health

Dental Decay

Adults, including seniors, also experience dental decay. In
adults, like children and adolescents, dental decay can develop
on the crown of the tooth (enamel covered portion of the tooth).
Adults also may develop dental decay on the root surfaces of
the tooth with exposure of the roots through gum recession.
Nationally, the prevalence of coronal dental decay declined
from 30% in 1988-1994 to 26% in 1999-2004 in adults aged
20-64 years but remained unchanged in seniors (aged 65
years and older). Root caries for adults aged 20-64 years also
declined from 19% in 1988-1994 to 14% in 1999-2004. Root
caries for dentate seniors decreased from 46% to 36% for the
same respective periods.t® Dental decay and untreated decay
rates for Alaskan adults and seniors are not available.

Severe and/or recurrent dental decay can result in tooth loss.
Further, development of periodontal disease increased with
age and can also result in tooth loss. Healthy People 2010
objectives related to tooth loss include adults aged

35-44 years with no loss of permanent teeth due to caries
or periodontal disease, and edentulous seniors (adults aged
65 years and older that have lost all of their permanent
teeth). Figure 8 illustrates trends in Alaska for adults aged
35-44 years with no tooth loss due to caries or periodontal
disease. This indicator excludes loss of third-molars (wisdom
teeth), teeth extracted for orthodontic treatment or as a
result of trauma.*® Tooth loss due to caries and periodontal
disease typically is a more severe outcome than dental decay
experience or untreated dental decay; however, at this time
Alaska must rely on self-reported tooth loss in the Behavioral
Risk Factor Surveillance System (BRFSS) for assessment

of adult and senior dental health. Medications and cancer
treatments can also increase risk for development of dental
decay as these can result in decreased saliva flow — this can
affect adults and seniors that had not previously been at risk
for development of dental decay.

20 Figure 8. Adults Age 35-44 with No Tooth Loss by Year
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Risk of tooth loss increases with age. Twenty-four percent of
Alaskan seniors are edentulous - see Figure 9.18 The loss of
all teeth at an advanced age can make it difficult to adapt to
dentures and can contribute to poor nutrition.

With improved prevention, primarily use of fluorides, and
routine dental access most seniors have all or most of their
natural dentition. Nationally, the percentage of edentulous
seniors has been decreasing — 34% in the 1988-1994
National Health and Nutrition Examination Survey (NHANES)
to 27% in the 1999-2004 NHANES survey.'°

The opposite view of tooth loss in Alaskan seniors is that most
seniors have all or most of their permanent teeth. Nineteen
percent of Alaska seniors have all of their teeth and twenty-
nine percent have lost 1-5 of their natural teeth.*® While more
seniors are retaining more of their permanent teeth, Medicare
(which provides health coverage for most seniors) does not
include coverage for routine dental care.

Pregnant Women

The bacteria associated with tooth decay are typically passed
from mother to child.**2° Children of mothers with high caries
rates are at higher risk of tooth decay, including development
of early childhood caries.?* Additionally, studies have found
associations between periodontal disease and adverse birth
outcomes. While these issues speak to ensuring dental access
for pregnant women, their access may be affected by lack

of dental coverage and dental provider participation in the
Medicaid program. Additionally, dentists may be reluctant

to provide elective dental treatment during the pregnancy.
Antimicrobials (e.g., chlorohexidine rinse) and xylitol gum have
been used by some programs providing services to pregnant
women as a means to reduce dental decay activity and/or delay
transmission of the bacteria causing tooth decay to the infant.

In Alaska, the Pregnancy Risk Assessment Monitoring System
(PRAMS) reported for 2005 that 26% of women reported a
need to see a dentist during their pregnancy (dental treatment
need); 37% reported going to a dentist during the pregnancy
(any dental visit); and 28% reported a dental visit that
included having their teeth cleaned during the pregnancy.??

Figure 9. Alaskan Edentulous Adults Age 65+ by Year
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Adult and Senior Dental Access

The 2006 BRFSS survey responses indicate 66% of Alaska
adults and 57% of Alaskan seniors had seen a dentist within
the last year.'® These rates, which indicate about 34% of
adults lack routine access to dental care, have been relatively
stable since these questions were first asked in BRFSS

in 1995. Adults and seniors still experience dental decay,

and changes in medications or diet can result in increased
caries activity. Routine exams offer the opportunity to detect
gingivitis and early periodontal disease which can be arrested
with proper oral hygiene and scaling and root planing at dental
visits to remove calculus from tooth root surfaces. Adults with
dentures may not realize routine dental care is still important.
Dental care is still needed to ensure proper fit of the dentures,
which reduces loss of alveolar bone (the bone ridge of the
jaws which supports the dentures). Further, these dental
exams can detect and provide treatment for other diseases of
the hard and soft tissues (e.g., candidiasis) and should include
examination for oropharyngeal cancer.

In April 2007 an expansion of dental preventive and
restorative services for adults enrolled in Medicaid was
implemented. These services, which sunset in June 2009
without legislative reauthorization, offer the opportunity to
increase preventive services and early intervention to reduce
extraction of permanent teeth for adult Medicaid recipients
and/or provide restorative care and denture services to adults
needing those services. With provision of services to adult
Medicaid recipients, pregnant women enrolled in Medicaid
also receive the benefits of preventive dental care and
maintenance of periodontal disease.

Periodontal Disease and Systemic Health
Periodontal disease, like dental decay, is an infection caused
by bacteria in dental plaque. The basic division in periodontal
diseases is between gingivitis (which affects the gums) and
periodontitis (which may involve all of the soft tissue and
bone supporting the teeth). Gingivitis and mild periodontitis is
common in all adults. The percentage of adults w