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Introduction

Former Surgeon General C. Everett Koop is widely 
quoted for saying, “You’re not healthy without good 
oral health.” Yet in the United States, the two systems 
of medical and dental care are largely siloed, making 
it diffi  cult for these culturally, fi nancially, and educa-
tionally diff erent health care professionals to work 
together to provide whole-person care. At the same 
time, the need for integration is increasingly apparent. 
It is estimated that each year 108 million Americans 
see a physician who do not see a dentist [1]. Although 
primary care providers routinely ask patients about 
their overall health, it is rare for them to ask about 
oral health signs and symptoms such as dry mouth, 
bleeding gums, and other risk factors such as chew-
ing tobacco or family history of oral disease. Their oral 
examinations also may be incomplete, constituting 
missed opportunities for these primary care providers 
to engage patients in oral health education, screen-
ing, preventive strategies, and/or referral to a dental 
provider for treatment. Many patients who lack access 

to dental services seek care in hospital emergency de-
partments where they often receive only antibiotics 
and pain medication without the navigation assistance 
to help them integrate into the primary dental care 
system for more defi nitive treatment. 

Conversely, an estimated 27 million people each year 
have a dental visit but no medical visit [1]. Although a 
dentist and hygienist take a comprehensive medical 
history, they rarely ask their patients about preventive 
health behaviors such as fl u shots, HPV vaccines, and 
mammograms, or screen for diabetes or other chronic 
diseases. Those without a medical visit may be more 
likely to have undiagnosed medical conditions that 
could be identifi ed by point-of-care, chairside testing in 
a dental offi  ce, as increasing numbers of diseases and 
conditions can be identifi ed by biomarkers present in 
saliva [2]. Identifi cation of concerns or preventive gaps 
could then result in a referral to a primary care pro-
vider. New York State’s law requiring that dentists off er 
voluntary HIV screening is a fi rst step in ensuring that 
preventive screening is available in a broad swath of 
health professionals’ offi  ces [3]. 
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Improved provider-to-provider and provider-to-pa-
tient communication, collaboration, referral, naviga-
tion, and feedback methods are needed as health liter-
ate interventions to assist patients trying to traverse 
the medical-dental divide and to provide patient-cen-
tered care. These interventions will be especially im-
portant for people with lower health literacy levels and 
language barriers who may have diffi  culty navigating 
our complex and fragmented health care system. Key 
infrastructure elements and policies are needed to al-
leviate this weak link in health care. Improved referral 
and consultation between dental and medical offi  ces 
are fi rst steps toward moving along a continuum from 
separate systems with little communication to a fully 
integrated system [4,5]. 

Background

Integrating the Patient-Centered Medical Home to 
Include Oral Health

A report issued by the Institute of Medicine in 2011 en-
visioned a country where everyone has access to high-
quality dental care in a variety of settings [6]. Further, 
it concluded in one of its reports that “interprofes-
sional, team-based care has the potential to improve 
care-coordination, patient outcomes and produce cost 
savings.” Other governmental and professional bodies 
strongly support integration of dentistry and medicine 
as an important strategy to help reduce inequities in 
access to oral health services. In a commissioned paper 
for the Roundtable on Health Literacy on integration 
of oral health and primary health care, the authors of 
this NAM Perspectives paper reported that integration 
in the United States is in the early stages and mostly 
limited to pediatric populations, managed care organi-
zations, and community clinics, leaving large segments 
of the population without access to comprehensive 
health services [7]. 

Oral Health in America: A Report of the Surgeon 
General envisioned a national partnership to reduce 
disparities—one that would enable individuals, health 
professionals, and their communities to work together 
to bridge the long-standing gap between medical and 
dental care [6]. An expanded and collaborative medi-
cal home can advance much needed bidirectional 
communication and coordination between all primary 
and specialty health care providers, hospitals or health 
centers, and patients [8]. Medical and dental patients 
share common risk factors that lead to diseases both 
within the mouth and the rest of the body such as 

tobacco and alcohol use, HIV and HPV infection, and 
frequent consumption of sugary foods. Social deter-
minants of health, including economic status, social 
and welfare policies, and living and working environ-
ments, are common risk factors for poor overall and 
oral health [9,10,11]. People with many diff erent types 
of expertise are needed to address these individual 
and societal health problems. A siloed dental profes-
sion cannot solve people’s oral health problems alone, 
nor can the medical profession solve general health 
problems alone. 

To provide whole-person, integrated, patient-cen-
tered, comprehensive care, it is important to connect 
the mouth with the rest of the body. This need is com-
plicated by the fact that the evolution of the dental pro-
fession occurred in isolation from other providers and 
health care settings. Dental care has traditionally been 
provided in a cottage industry of small private prac-
tices. In 2012, 80.7 percent of dental offi  ces employed 
fewer than 20 people, compared with just a third of 
physician offi  ces. The health care system is changing, 
but the changes within the dental care system lag be-
hind medicine. From 1992 to 2012, the percentage of 
people employed by large dental offi  ces with 500+ em-
ployees increased from less than 1 percent to 3.9 per-
cent, whereas the percent of physician offi  ce employ-
ees in large, 500+ physician offi  ces increased from 15.7 
percent to 29.6 percent [12]. Few dental practices are 
part of large health care organizations such as Kaiser 
Permanente, HealthPartners, and federally qualifi ed 
health centers (FQHC) where dentists and physicians 
practice in proximity and may share patients [13]. 

Integration of medicine and dentistry makes the 
provision of high-quality care even more challenging. It 
increases the number of professional types involved in 
people’s care. These professionals have diff erent train-
ing, practices, and cultures, increasing the likelihood of 
miscommunication and misunderstandings. A lack of 
shared understanding and communication across pro-
fessions places an unnecessary burden on patients, 
who are forced to navigate independent silos of care 
that may be inaccessible or provide only temporary 
care. The navigation of the two systems is particularly 
challenging for patients with low health literacy. As care 
becomes increasingly complex and dependent on col-
laboration and shared patient management of chronic 
disease, communication is of critical importance. Yet 
communication and referral practices remain largely 
untested, with few interprofessional guidelines or best 
practices to guide the process.
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Strategies for Improving Communication, Co-
ordination, and Referral

Communication, Referral Networks, and Risk Man-
agement

Provider and patient health literacy are critical con-
siderations in improving provider-to-provider and 
provider-to-patient communication, and ultimately 
the health of vulnerable populations. However, even 
across members of the same discipline, communica-
tion and referral to other providers can be challeng-
ing. Within medical practice, one study found that in 
caring for 100 Medicare patients, the average primary 
care provider needed to coordinate care with 99 other 
physicians working across 53 practices [14]. A national 
survey of communication between primary care pro-
viders and specialists found that only 69.3 percent of 
primary care providers and 80.6 percent of specialists 
report “always” or “most of the time” sending basic pa-
tient information to each other [15]. 

No comprehensive national surveys are available 
that report referral rates between primary health 
care and dentistry across age groups, nor have best 
practices to establish multiprovider referral networks 
been published. State-level surveys suggest that re-
ferrals in either direction are highly variable and their 
eff ectiveness is unknown [7,16,17]. A scoping review 
on integrative and collaborative care models for den-
tistry and primary care by Gauger and colleagues [18] 
was restricted to those programs in which preventive 
services were provided and a system was in place for 
comprehensive dental care, either on- or off -site. Of 24 
models in their review, 4 (16.6 percent) included on-
site preventive services with referral to off -site dentists 
for comprehensive care, 13 (54.2 percent) provided on-
site preventive services with minor clinical procedures 
such as dental sealants but off -site referral for com-
prehensive care, and 7 (29.2 percent) provided on-site 
comprehensive care. Most of the articles describe pro-
grams within FQHCs where medical and dental clinics 
often are co-located. Even within FQHCs, approximate-
ly 70 percent of reviewed programs required off -site 
comprehensive treatment. 

The number of referrals from primary care to dental 
care and vice versa is likely rising  because of the in-
creased emphasis on preventive oral health services, 
particularly in pediatrics, obstetrics/gynecology (OB/
GYN), and chronic disease management. Because re-
ferral is an expectation and because of the challenges 

in communicating across providers, poor communica-
tion associated with integration of care has become a 
risk management concern. Communication problems 
are the second-most common contributing factor in 
malpractice claims, according to MedPro Group [19]. 
In an analysis of more than 23,000 medical malpractice 
claims and lawsuits between 2009 and 2013, CRICO 
Strategies identifi ed communication failures as a risk 
factor in 30 percent of cases [20]. Hypothetical exam-
ples of poor quality of care associated with lack of or 
incomplete referral and consultation across profes-
sions are shown in Box 1.

A number of health literate interventions of care 
coordination, referral, or navigation were described 
in the commissioned paper, “Integrating Oral Health, 
Primary Care, and Health Literacy: Considerations for 
Health Professional Practice, Education, and Policy.” 
For example, at the Grace Health FQHC in Michigan, 
dental hygienists with a PA 161 permit provide prena-
tal oral health preventive services under indirect su-
pervision in an OB/GYN facility as part of OB visits. If 
the woman is enrolled in Medicaid and does not have 
a dentist, the hygienist can schedule an appointment 
for her with the FQHC dental department and enter 
fi ndings through a common electronic patient health 
record [7].

Other examples provided in the “Integrating Oral 
Health, Primary Care, and Health Literacy” describe 
programs of physicians’ offi  ces that provided preven-
tive oral health services to children 0 to 5 years of age 
followed by referral to a dentist [7]. Some community 
agencies or other providers referred at-risk children 
and pregnant women to participating medical and 
dental providers or to FQHCs. Referral programs were 
also found to improve patient integration and overall 
care for chronic disease patients, including patients 
with diabetes and those with HIV.

The frequency of referrals between primary health 
care and dental care providers is low but increasing. 
Communication is diffi  cult, and effi  ciently functioning 
referral networks are uncommon. Poor communica-
tion and poor quality of care can result, raising risk 
management concerns. Where systems are not in place 
to create these networks, it is up to individual provid-
ers or professional organizations to develop these 
personal relationships, which is time consuming and 
ineffi  cient for the patient and the providers. To better 
integrate the broader health care system, including 
nurse practitioners, physician assistants, and others, 
common professional policies and practice, and com-
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munication and referral networks are required to work 
across professions.

Clinical Referral Guidelines and Performance Mea-
sures

Clinical guidelines and related performance mea-
sures provide important instructions on screenings 
to be done, services to be provided, and adherence 
to recommended practices. The development, dis-
semination, adoption, and implementation of practice 
guidelines are essential to support evolving quality 
improvement initiatives in clinical care. The high vari-
ability in reported dental referrals, low use of dental 
care by many population groups, and provider and 
patient frustration with the referral process suggest 
that improvements are needed in the linkage between 
primary health care and dental care [21,22]. 

Many guidelines, some targeted toward referral, 
have been developed for medicine and dentistry. How-
ever, most of them are for referral-related activities 
within the respective professions of medicine or den-
tistry, not specifi cally for physician-to-dentist coordi-
nating, networking, and referring or vice versa. Imple-
mentation of dental referral guidelines in primary care 
faces a number of barriers. Some of the more com-
monly reported barriers to integration of oral health 
into primary care are lack of clinical knowledge and 
skills, lack of time, inadequate reimbursement, and 

staff  buy-in [23,24,25]. More specifi c to dental refer-
ral, pediatric primary health care providers in North 
Carolina are generally aware of American Academy 
of Pediatrics dental referral guidelines, know which 
patients should be referred, and support oral health 
screening and risk assessment, yet they consistently 
under-refer, particularly if the child is at low to moder-
ate risk for dental caries [26]. The primary obstacles to 
referral reported by North Carolina physicians are pro-
viders’ beliefs about the low motivation of parents to 
change child oral health care behaviors, their inability 
to motivate parents to make changes, and a shortage 
of dentists in some geographic areas, which leads to 
frustration on the part of medical providers in refer-
ring the child and the parent in obtaining dental care 
for the child. 

A multistep referral process from primary care 
physicians to medical specialists has been outlined 
[27,28]. Despite its common practice and importance 
to health outcomes, only a limited number of rigorous 
evaluations have been conducted on interventions de-
signed to improve the quantity and quality of referrals 
in primary health care. A systematic review in the Co-
chrane Database concluded, based on 17 studies, that 
the only interventions that aff ect primary care referral 
rates are “active local educational interventions involv-
ing secondary care specialists and structured referral 
sheets” [29].

Box 1 | Examples of Communication Risk Management Issues Associated 
with Interprofessional Referral and Consultation

• A pediatrician decides not to refer a young child with untreated dental caries because the pedia-
trician believes dentists are not available in the community and/or the family has no means of 
transportation to a neighboring community.

• A general dentist performs a blood glucose test on a patient with no established physician and 
fails to notify the patient of the results.

• A primary care provider decides that a referral to a dentist is needed, but the practice referral 
coordinator does not process the referral order.

• A physician fails to provide information to the patient or dentist about contra-indications for use 
of epinephrine, and an incident occurs.

• A dentist/oral surgeon fails to follow up on a referral of a suspicious lesion, and treatment is 
delayed.

• A pregnant woman with an infected tooth and no dental home is told to see a dentist but re-
ceives no support or help in fi nding one, resulting in a visit to the emergency department and 
delayed defi nitive treatment.

SOURCE: Atchison, K. A., R. G. Rozier, and J. A. Weintraub. 2018. Integration of oral health and pri-
mary care: Communication, coordination, and referral. NAM Perspectives. Discussion Paper. National 
Academy of Medicine, Washington, DC. https://doi.org/10.31478/201810e.
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Even less attention has been devoted to develop-
ing best practices or evidence of eff ectiveness for re-
ferrals between primary health care and dental care. 
Performance measures for monitoring the appropri-
ateness and eff ectiveness of medical-dental referrals 
are even less well developed. The Oral Health Delivery 
Framework and Implementation guide supported by 
the National Interprofessional Initiative on Oral Health 
(NIIOH) and its partners prominently identifi ed the 
key features of a dental referral in primary care and 
provided recommendations [24,30]. The framework, 
endorsed by 18 professional academies and orga-
nizations, defi ned a dental referral as a “structured” 
process in which “an order for a referral placed in the 
electronic health record (EHR) to a specifi c dentist . . . 
specifi es the reason for the referral and contains rele-
vant clinical information, including lists of the patient’s 
medical problems, active medications, and medication 
allergies. There is an expectation that the dentist will 
return a consultation note to the primary care team.” 
Field testing in 15 FQHCs and four private practices 
in fi ve states found making eff ective dental referrals 
and incorporating referral information into EHRs to be 
among the most diffi  cult aspects of the framework to 
accomplish [23]. 

A statewide demonstration program of the transfor-
mation of the health care system in Oregon to bring 
together three siloed health care systems—physical, 
behavioral, and dental health services—is underway 
[7,31]. A case study of one coordinated care organiza-
tion (CCO) within the program provides insights into 
some of the challenges to the simple expectation of 
mutual referral between primary care medicine and 
dentistry. The mission of the CCO’s Transformation 
Plan included:

• developing a patient-centered primary care 
home;

• creating “communications, outreach, member 
engagement, and services tailored to cultural, 
health literacy, and linguistic needs” of the 
members;

• addressing provider defi ciencies in cultural 
competency by training plus the use of Certifi ed 
Traditional Health Workers consistent with the 
members’ diversity; and 

• developing a system, including quality improve-
ment plans that focus on eliminating disparities 
in access, quality of care, experience in care, and 
outcomes [7].

To summarize this section, making referrals within 
the same profession can be diffi  cult. It can be even 
more diffi  cult when the referral is between primary 
care and dental care providers who have rarely col-
laborated or been trained to do so. Even within one 
health care network like an FQHC, demonstration 
programs reported logistical diffi  culties because each 
clinic had diff erent processes and sometimes lacked a 
shared EHR across the medical, behavioral, and den-
tal practices. Clinical practice referral guidelines and 
performance measures are under development, and 
demonstration programs are beginning to provide in-
sights into barriers to the successful linkage of primary 
health care and dental care. Attention is needed to un-
derstand and solve the challenges associated with the 
primary care–dental gap if integration is to be success-
ful.

Navigation and Coordination

Navigation and coordination are important health lit-
eracy interventions, and a variety of diff erent health 
care team members can provide a navigation function. 
Commissioned paper authors recommended a multi-
level approach to integrate coordination into all levels 
of an organization [7]. Examples discussed in “Inte-
grating Oral Health, Primary Care, and Health Literacy” 
showed that care coordination and management were 
needed as functional health literate messages to en-
sure that patients understood the need to access a 
diff erent clinical setting and how to get there, to as-
sist patients in enrolling in public programs to access 
dental care, and to guide patients from the emergency 
department to a dental practice or FQHC for appropri-
ate treatment. 

The roles, responsibilities, and classifi cations of pa-
tient navigators vary and include clinical assistants, 
case managers, community health workers or promo-
tores de salud, and social workers. In dentistry, a new 
allied health professional is being trained for this role 
and is called a community dental health coordinator 
[32]. Depending on their skills, patient navigators can 
help increase access to care by providing assistance 
with scheduling appointments, following up to see if 
appointments are kept, explaining processes and pro-
cedures to improve care coordination, and connecting 
patients with social service agencies that could assist 
with a number of problems, such as lack of transporta-
tion or child care and understanding how to enroll in 
Medicaid to help access dental care. If appropriately 
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trained and as state dental practice acts allow, navi-
gators can provide some oral health counseling, and 
potentially provide oral health risk assessment, screen-
ing, and preventive services. For services in the same 
facility, navigators can facilitate warm handoff s among 
providers and introduce patients to new providers, al-
leviate concerns, and help build relationships. 

The patient-centered medical home initiative re-
quires that each patient have a primary care provider. 
This individual leads the team of all clinical care profes-
sionals to provide comprehensive, coordinated health 
care to the patient [33]. Patient-centered medical home 
standards include the use of linguistically and culturally 
appropriate services, care planning, referral to commu-
nity resources, referral tracking, and coordination of 
care for all provider transitions. The patient-centered 
medical home initiative and the Joint Commission, the 
accrediting organization for US health care organiza-
tions, both endorse system-level application of low 
health literate patient information and processes for 
patients to navigate the health care organization [34]. 
Patient-centered medical homes have been proposed 
by both medical and dental professionals [33,35,36].

Electronic Tools and Integrated Patient Health Re-
cords

Electronic tools can be helpful health literate inter-
ventions that enable providers to share information 
and for patients to be referred from one provider to 
another. “Integrating Oral Health, Primary Care, and 
Health Literacy” provided examples where technology 
was incorporated into clinical care to convey health lit-
erate messages to patients and providers to improve 
the quality of care [7]. For example, prompts within the 
EHR are used to guide a provider on how and when to 
use anticipatory guidance and to produce preventive 
reports to enable dental providers to look for care gaps 
[7,37]. Patient portals are also to provide oral health 
education materials and after-visit summaries. A case 
study included in “Integrating Oral Health, Primary 
Care, and Health Literacy” discussed how a CCO in Or-
egon worked with the dental practices in their network 
to connect the dentists to the prescription drug moni-
toring program so the dentists could more knowledg-
ably manage their patients’ prescription drug use [7].

Integrated EHRs have become commonplace in med-
icine but less so in dentistry. Bringing more dental soft-
ware companies to meaningful use and the ability to 
share with medical electronic systems is needed. In in-
tegrated systems such as Kaiser Permanente, medical 

and dental electronic records can be shared among the 
patient’s clinicians and updated with current medical 
histories, medications, and treatment to avoid errors 
caused by multiple tests or medications [13]. When ap-
pointment scheduling is built into the system, referrals 
and requests for consultation between medicine and 
dentistry are much easier. Feedback to the referring cli-
nician also becomes easier. In the absence of a shared 
record, communicating between providers, or between 
a provider and a patient, is challenging, requiring track-
ing mechanisms, and carries the risk of lost documen-
tation and lack of both patient and provider follow-up.

Integrated—or at least compatible and interoper-
able—health record systems can help to improve com-
munication between provider types. Their use is grow-
ing in managed care organizations but lags in private 
practice. Some states are calling for health information 
exchanges (HIE) that can provide secure transmission 
of health care–related data, in response to a federal re-
quirement for Centers for Medicare & Medicaid Servic-
es-eligible providers to use a secure electronic method 
when patients are being referred from one provider to 
another [38,39,40]. Expanded use of HIE could begin to 
bring better electronic communication between private 
practices and managed care, FQHCs, and other practice 
types.

Interprofessional Education and Collaborative 
Practice

In “Integrating Oral Health, Primary Care, and Health 
Literacy,” the authors of this paper [7] described how 
pre-licensure and post-licensure health professionals 
are learning about each other’s disciplines and prepar-
ing to work together [7]. Interprofessional education 
(IPE) is now part of academic program accreditation 
standards. IPE is a prelude to interprofessional collab-
orative practice (IPCP), although because this is rela-
tively new, there is little information about the extent to 
which IPE translates into IPCP, or the outcomes of such 
integration on patient care [41,42,43]. Both the NIIOH 
and the American Dental Education Association (ADEA) 
have been national leaders in promoting integration 
and the inclusion of oral health in IPE activities. 

Academic institutions are responsible for preparing 
the clinicians of the future. Dental school students and 
faculty are dental safety net providers, providing care 
for people with diverse backgrounds who lack access to 
dental services, whether because of economics, lack of 
dental insurance, or residing in a dental health profes-
sional shortage area [44]. Many of these patients may 
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have low health literacy levels and other health care 
and social service needs. Schools should ensure that 
students gain experience during their education in ef-
fective communication practices for patients with low 
health literacy and in learning to make and respond to 
referrals to and from other types of health and social 
service professionals. A collaboration between the Har-
vard School of Dental Medicine and Northeastern Uni-
versity resulted in a manual to promote collaborative 
practice between dentists and nurse practitioners [45]. 

The Commission on Dental Accreditation standards 
are designed to ensure that dental students partici-
pate in IPE and understand the social determinants of 
health and factors associated with disparities in vulner-
able populations. Data from the ADEA 2017 annual Se-
nior Survey show that 90 percent of graduating seniors 
think they were prepared or well prepared in IPE and 
for working with other professions. Eighty-four percent 
indicated they thought they were prepared/well pre-
pared for integrating oral health with medical care [46]. 
Regardless of the high perceived competence, some of 
the interactions occur in shared classes, case discus-
sions, simulated patients, or extracurricular activities 
that do not involve direct interprofessional collabora-
tive patient care. However, in many schools, students 
spend part of their time outside the dental school on 
rotations providing dental care in other health care 
settings, such as FQHCs. Although small proportions 
of practicing dentists are currently in these settings, in-
corporating partnerships between academic dental in-
stitutions and FQHCs is pivotal in building the pipeline 
of new dentists practicing in team-based care settings 
through externships and dental residency rotations 
[47].

Continuing education (CE), particularly integrated CE 
targeted at medical and dental audiences together, is 
rare, and little is found about training on referral and 
consultation across the medical-dental divide [7]. In-
tegrated CE is needed because most practitioners are 
removed from their initial professional education and 
were not likely to have been exposed to IPE during 
training. The long-term goal is to move along the path-
way from provider education to changing provider be-
havior to improving patient care delivery and ultimately 
improving patient health. The Interprofessional Educa-
tion Collaborative presents one model of education for 
health professions faculty engaged with their clinical 
partners that provides guided learning, team-based 
planning activities, and consultation with experts and 
peers [48]. 

The NIIOH provides backbone support to a consor-
tium of funders, health professionals, and national or-
ganizations focused on the integration of oral health in 
primary care. The NIIOH works to build a shared culture 
across the professions to ensure that all patients have 
access to oral health services and referrals within the 
context of their primary care. NIIOH activities are orga-
nized around core strategies to cultivate leaders, facili-
tate interprofessional training, and develop resources 
to increase professionals’ understanding, knowledge, 
and skills. One of these resources is Smiles for Life, a 
national oral health curriculum created in 2005 by the 
Society of Teachers of Family Medicine Group on Oral 
Health [49]. Now in its third edition, Smiles for Life is 
free and online. Continuing education credit for this 
program is available for many health professionals. 
More than 250,000 courses had been completed for CE 
credit by registered users as of June 12, 2018. 

The Health Resources and Services Administration 
(HRSA)’s Integration of Oral Health and Primary Care 
Practice initiative developed a “core set of oral health 
care clinical competencies for primary care providers 
who practice in safety net settings” [50]. These compe-
tencies consist of fi ve domains: risk assessment, oral 
health evaluation, preventive interventions, communi-
cation and education, and interprofessional collabora-
tive practice (IPCP). HRSA made education and continu-
ing education recommendations for implementation 
[51]. Needed infrastructure identifi ed for the IPCP do-
mains included interoperable electronic health records 
and other communication and collaboration pathways 
to exchange patient information, appropriate referral 
systems, and facilitation of patient navigation.

Research and Demonstration Programs

Demonstration programs on integration of oral health 
and primary care are increasingly found in the gray and 
peer-reviewed literature. Little outcomes research has 
been published to guide the profession in assembling 
an effi  cient and eff ective integrated medical-dental 
health system, including referral networks, referral be-
haviors and outcomes, performance standards, and 
consultation between provider types. Limited research 
studying the primary care–dental referral process ex-
ists in the literature, particularly the interface between 
primary health care and private dental offi  ces. Two 
initiatives developed guidance about the process and 
challenges related to oral health integration. 

The National Network for Oral Health Access pilot 
tested the clinical competencies for interprofessional 
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collaboration developed by HRSA in three community 
health centers [51]. A resulting implementation guide 
provides general recommendations on strategies to 
improve interaction between medical and dental sys-
tems. Primary barriers to successful referrals in these 
health centers even with co-located dental clinics were 
the lack of interoperability among the medical and 
dental EHRs, which made it diffi  cult to track referrals; 
low motivation of patients who lacked understanding 
of the need for the referral to the dental clinic, coupled 
with a lack of educational materials in the primary care 
clinics to educate patients on the reason for the refer-
ral; and lack of the dental clinics’ capacity to accommo-
date the referrals made to the clinic.

The Oral Health Delivery Framework [30] describes 
fi ve activities that a primary care team can take to pro-
tect and promote oral health: Ask, Look, Decide, Act, 
and Document & Follow-Up. This key demonstration 
program was pilot-tested in 19 primary care locations, 
resulting in guidance on how to implement the frame-
work in a variety of workplace settings. They further 
developed the process and the components for a 
structured referral, how to develop a referral network, 
and appropriate quality improvement measures for 
such integration (such as the number of referral agree-
ments in place and percentage of referred patients 
with a completed dental referral). The initiative laid the 
groundwork for future outcomes research.

Medical and Dental Practice Based Research Net-
works (PBRN) developed across the 50 states off er an 
opportunity to elucidate the challenges of integrat-
ed primary care and to develop and test an effi  cient 
mechanism for referral of patients between medicine 
and dentistry. The Dental PBRN has a unique role in 
recruiting, training, and implementing practice-based 
research among dentists in private practice, both fee-
for-service and managed care. The Dental PBRN inves-
tigated medical screening for blood glucose testing 
in the dental practice followed by a one-way letter of 
patient results to the physician [52]. Numerous pri-
mary care medical PBRNs conduct community-based 
quality improvement and evidenced-based research. 
Although the medical and dental PBRNs have not yet 
worked together on a study, capitalizing on these re-
search networks could be one way to develop and test 
effi  cient referral mechanisms.

The Center for Medicare & Medicaid Innovation 
launched a comprehensive review of primary care in 
2012 with a goal of improving the primary care deliv-
ery system, health care quality, the patient experience, 

and ways to lower cost [53]. Five delivery functions 
were measured in the study of more than 2,000 clini-
cians serving 3 million patients. The fi ve key functions 
of integrated primary care practice were access and 
continuity, planned care for chronic conditions and 
preventive care, risk-stratifi ed care management, pa-
tient and caregiver engagement, and coordination of 
care across the medical neighborhood. Oral health was 
not included in this important Comprehensive Primary 
Care Initiative, representing a missed opportunity to 
explore the communication, coordination, and referral 
aspects described in this discussion paper.

Practice-based outcomes research assessing the ef-
fect of the integration of oral health and primary care 
is much needed to determine the most eff ective and 
effi  cient process for improving access to preventive 
services across the lifespan, to improve medical and 
dental outcomes, and to assess whether an integrated 
health care system can achieve the goals of improved 
care, improved patient experience, and reduced cost 
for the US health care system. Ultimately communica-
tion, coordination, and referral between the medical 
and dental systems will be required to achieve these 
goals.

Recommendations and Conclusion

There is an enormous need for the health care profes-
sions to develop and implement a system integrating 
medicine and dentistry, recognizing that physical prox-
imity of practices is unlikely to be the norm for many 
years to come. The lack of, or a poorly conducted, 
consultation and referral process leads to risk man-
agement issues and is potentially contributing to poor 
health outcomes that simultaneously drive up health 
care costs. 

The use of strategies for low health literate popu-
lations such as those reported in the commissioned 
paper and described in this discussion paper that pro-
mote interprofessional communication, coordination, 
and referral should be encouraged by the professional 
organizations and academic medical centers. Imple-
mentation of these strategies should be closely moni-
tored and research conducted on these eff orts to iden-
tify and advance the most eff ective integration models. 
Ultimately, improved communication among provid-
ers and between providers and patients will benefi t all 
participants in the health care process.

The commissioned paper includes a number of rec-
ommendations regarding the recurring needs for com-
munication, collaboration, and referral as examples of 
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the health literacy needs for successful medical-dental 
integration. Specifi cally, these recommendations for 
action and research include recognizing:

• the importance of incorporating oral health lit-
eracy principles into all levels of a health care 
organization;

• the need to explore best ways to establish for-
mal collaboration and referral networks among 
health care systems, medical practices, and 
dental practices within local regions; and

• the importance of conducting research and 
demonstration programs on the integration of 
oral health into primary care and the develop-
ment of eff ective linkages between primary care 
teams and dentists in private practices.

Until sometime in the future when a greater pro-
portion of dental practices is incorporated into large 
health care settings, it is imperative to build on the 
ways the profession has developed to connect these 
two siloed systems of care so that patient care can 
be improved, particularly for vulnerable, low literacy 
populations. Ultimately, practiced-based research that 
includes medical and dental professions will confi rm 
the best models for communication, coordination, and 
referral within the expanded patient-centered health 
home.
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