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I. EXECUTIVE SUMMARY

Systemic barriers to oral medical care coordination for whole person care (oral medical care coordination)
include challenges such as lack of awareness, limited professional education, lack of technology
integration, limited financial reimbursement, and outdated policies. However, the literature widely
suggests that it is possible to mitigate these barriers through collective effort. Utilizing the University of
Iowa’s environmental scan, conducted between September 2016 and September 2017, as a launch point,
our review analyzes N=715 pieces of literature and categorizes them into five primary segments:
education exploratory, education implemented, provider exploratory, provider implemented, and
informative. Based on these segments, we highlight the ways in which the literature exemplifies four
main themes, or “pillars”: Awareness, Workforce Development and Operations, Information
Exchange, and Payment. Finally, our report provides recommendations for future frameworks to address

oral medical care coordination.



II. INTRODUCTION

The integration of medical and dental services represents a transformative approach to healthcare,
emphasizing the importance of holistic, patient-centered care that addresses both oral and systemic health.
Historically, medical and dental care have operated independently, leading to fragmented care that often
overlooks the critical connections between oral health and overall well-being. In this paper, we explore
the pressing need for oral medical care coordination for whole person care (oral medical care
coordination) and present comprehensive recommendations based on our extensive review of over 700

pieces of literature.

The fragmentation of medical and
dental care is not just a matter of
ADVERSE professional boundaries; it
aitriba o R T L involves deep implications for
OUTCOMES DISEASE p1mp

patient health outcomes. Poor oral
health is associated with a range

of systemic conditions including

ORAL HEALTH DIABETES cardiovascular disease, diabetes,

DEMENTIA IMPACTS

respiratory infections, and
adverse pregnancy outcomes.””
Conversely, many chronic
diseases can manifest with oral
OBESITY R.EJSF'E'E?.L?;? health symptoms.®'° Despite this
well-documented

interrelationship, patients often

receive disjointed care, with

limited communication and coordination between their medical and dental providers.'*

Several factors drive the urgency for oral medical care coordination. Demographic changes, such as an
aging population, and increasing prevalence of chronic diseases necessitate more comprehensive care
models.'>?' Additionally, disparities in access to dental care persist, particularly among low-income and
minority populations.”*?’ Integrating medical and dental services can help mitigate these disparities by

making oral health care more accessible within the primary care setting.



The path to effective oral medical care coordination implementation involves overcoming significant

challenges and barriers including:

e Lack of patient and provider awareness
e Limited professional education

e Poor technological integration

e Limited financial reimbursement

e Outdated policies

Despite the growing recognition of the interconnectedness
between oral health and overall health, there remains a

significant gap in awareness among both healthcare providers Oral health providers screening
for chronic disease risk factors

could reduce US health care
costs by an annual

and the general public regarding the importance of oral medical
care coordination.”®*° This lack of awareness contributes to
fragmented care and missed opportunities for early detection and
management of chronic diseases that manifest oral symptoms. $1 02,6 milli()n,
Studies have shown that healthcare professionals often lack

sufficient training and knowledge about the oral-systemic health

connection, leading to inadequate coordination between medical

and dental care providers.*'** Roughly 27 million people visit a dentist, but not a physician, annually.*
So, while screening for oral symptoms of chronic disease during medical appointments is key, there is a
growing call for oral health providers to also screen for chronic disease risk factors (e.g., hypertension,
prediabetes, and hemoglobin A1C) which could reduce US health care costs by an annual $102.6

million.*

Lack of public awareness is another significant barrier, as many individuals, particularly those with lower
health literacy, may not recognize the importance of integrated care services for improving overall health
outcomes.*® Without understanding the vital role of oral health in maintaining overall well-being, the

population is less likely to seek out or accept these services.

Limited professional education and insufficient awareness among healthcare providers often leave them
unprepared to effectively address both dental and primary care issues.'**’ Without cohesive training,
healthcare providers from different specialties may not appreciate the role of their colleagues in other
fields or understand how their work can complement and enhance overall patient care. This gap in
education not only limits collaboration but also hinders the development of a shared language and

understanding essential for integrated care. Consequently, providers may miss opportunities to offer



comprehensive care that addresses both dental and primary health needs, resulting in suboptimal patient

outcomes.

The lack of integration between dental and medical technological systems, including electronic health
records (EHRs), prevents dentists from accessing medical records and primary care doctors from
accessing dental records, perpetuating fragmented care.'**® When healthcare providers cannot consider
the full spectrum of a patient's health, they potentially miss critical connections between oral and systemic
conditions, which can lead to misdiagnoses or incomplete treatment plans. The absence of combined
EHRs hinders the efficient sharing of patient information, making it challenging for providers to
collaborate effectively. This technological barrier not only increases redundancies and administrative
burdens but also compromises the continuity of care that is crucial for managing chronic conditions and

improving overall health outcomes.

Current fee-for-service financial models often create barriers to integrated care by incentivizing volume
over value, thus not supporting oral medical care coordination.'**” These models focus on the quantity of
services provided rather than the quality or outcomes of care, making it financially challenging for
providers to adopt integrated practices. Without transitioning to value-based care models that reward
providers for achieving positive health outcomes, the uptake of integrated care practices remains limited.
Value-based care models encourage preventive care and the coordinated management of chronic
conditions, which can lead to cost savings and better health outcomes. However, the existing financial
structures discourage these practices, thereby hindering the integration of dental and primary care
services. Overcoming this barrier requires a fundamental shift in financing healthcare, emphasizing value
and outcomes rather than the sheer volume of services provided. Such a transition would incentivize
providers to focus on comprehensive, patient-centered care that addresses both oral and systemic health

needs.

Furthermore, policy barriers impede the successful integration of medical and dental services,
exacerbating systemic and financial challenges. Legislative action is necessary to expand insurance
coverage to include more comprehensive preventive dental services and to standardize reimbursement
rates across states.'> Without such policies, integrated care remains financially unviable for many
providers. The absence of uniform billing codes for both medical and dental services complicate the
reimbursement process and increases administrative burdens, discouraging providers from adopting
integrated care models. Additionally, restrictive scope of practice laws for dental hygienists and mid-level
providers limits their ability to deliver preventive services in various settings, further impeding the

support for integrated care.



By addressing these challenges, the healthcare system can move toward a model of care that truly
integrates medical and dental services, improving the quality of care and health outcomes for all patients.
This paper aims to explore the current landscape of oral medical care coordination literature and provide a

comprehensive framework for achieving meaningful oral medical care coordination.

IHI. METHODOLOGY

To conduct a comprehensive landscape assessment and analysis of current programmatic and clinical oral
medical care coordination activities, we first conducted a systematic literature review. The review aimed
to identify and analyze changes in oral medical care coordination strategies since the University of lowa’s

environmental scan was conducted between September 2016 and September 2017." Our methodology

involved an iterative approach to literature scanning,

data extraction, and coding to ensure a thorough and Box 1. Literature review
robust analysis of relevant studies and reports in inclusion and exclusion criteria
response to the question “How is oral medical care Inclusion criteria

coordination implemented by medical and dental - Wit i Znglis

professionals in the United States?” e Published between July 2013 and
The preliminary search involved a review of the December 2021 . .
e Focused on studies conducted in the
University of lowa Environmental Scan (2017) which United States (U.S.), United
identified and analyzed existing oral medical care Kingdom (U.K.), Australia, and
Canada

coordination strategies and practices from September

e Included human subjects and a
description of activities linking

served as a foundational framework, revealing key areas medical and dental health

2016 to September 2017'. This environmental scan

of focus, methodologies, and gaps in current integration . ..
& £ap & Exclusion criteria

efforts, thus guiding the subsequent comprehensive
e No information about a specific

mechanism to address
began our own search on the databases PubMed and medical/dental entities

literature review and data analysis. After this review, we

CINAHL using an iterative approach. Initially, we e [Editorial or opinion pieces

filtered for inclusion criteria (see Box 1) and used
predetermined combinations of search terms, followed by additional keywords identified from the initial
literature and cited articles. We continued this process until we reached a saturation point and identified

no new sources. We detail our selection process in Figure 2.



Figure 2. Flow diagram for selection of literature reviewed
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IV. DATA ANALYSIS

We coded articles in Excel and ATLAS.ti on dimensions
including provider/student type, type of educational
program, setting and location, article themes and focus,
patient population, disease or condition, implementation
outcomes, and key takeaways. Additionally, we
summarized grey literature such as state oral health and
chronic disease plans and other relevant documents in
tables, capturing detailed information about development
processes, implementation strategies, facilitators, barriers,

and sustainability.

Then, we used a comprehensive re-coding process to
identify key themes and findings related to oral medical
care coordination. For analysis, we categorized articles
into five main segments: education exploratory, education
implemented, provider exploratory, provider implemented,

and informative. We define these segments in Box 2.

Our analysis of the five segments led to the identification
of four primary themes or “pillars”: Awareness,
Workforce Development and Operations, Information
Exchange, and
Through our analysis, Payment. We
these five segments led to
the identification of four
primary themes or

“pillars”: Awareness,

searched each
article for detailed
information on the

four pillars, the

Box 2. Article segments

Education Exploratory: Articles that
explore the presence of
interprofessional education in
professional degrees, residencies, and
continuing education programs

Education Implemented: Articles that
describe the implementation and
evaluate the effects and/or the
feasibility (quantitative or qualitative)
of interprofessional education in
professional degrees, residencies, and
continuing education programs

Provider Exploratory: Articles that
explore the presence of oral medical
care coordination for health care
professionals using descriptive data

Provider Implemented: Articles that
describe the implementation and
evaluation of the effects of and/or the
feasibility (quantitative or qualitative)
of oral medical care coordination with
healthcare professionals

Informative: Articles that use
supportive information such as
evidence in the literature, cost
analyses, policies, and surveys of the
public to describe and provide
recommendations for medical-dental
integration

Workforce roles involved in oral medical care coordination implementation,
DEVElOpment and methods of implementation, facilitators and barriers encountered,
Op erations, and sustainability practices. Then, we synthesized themes by

Information examining patterns and recurring topics across the coded articles.
Exchange, and This iterative approach ensured a thorough synthesis of the
Payment.



literature, allowing for the identification of common themes and unique findings.

The limitations of this review include potential publication bias, as we limited the search to published
articles and grey literature. The exclusion of non-English literature may have led to the omission of
relevant studies conducted in non-English speaking populations. Additionally, the reliance on pre-existing
literature means that the findings are contingent on the quality and scope of the included studies. Despite
these limitations, the systematic and comprehensive approach employed by this review provides a robust
overview of the current landscape of oral medical care coordination, offering valuable insights into the

facilitators, barriers, and sustainability of integrative practices.
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V. KEY THEMES AND FINDINGS

Our analysis targeted the five primary challenges to oral medical care coordination outlined previously

(lack of awareness, limited professional education, poor technological integration, limited financial

reimbursement, and outdated policies). Upon review of our article segmentation, it is evident that four

main pillars are pivotal to developing a future framework for oral medical care coordination. While we

have separated these themes in our description below, it is imperative to note the inextricable link

between them.

Awareness

Increase understanding about
integrated care and the oral-
systemic connection across the
life span.

Workforce Development and

Operations
Empower care professionals and others
to work across disciplines to establish
organizational structures supporting
whole-person integrated care.

ORAL MEDICAL
CARE
COORDINATION

Payment

Establish sustainable financing,

reimbursement, and incentives to
support optimal health outcomes.

Information Exchange

Create structures to share
meaningful and actionable health
information to support patient care.

11



VI. PILLAR ONE: AWARENESS

DEFINITION

The Awareness pillar focuses on increasing recognition, knowledge, understanding, and perception about
equitable, whole-person integrated care, as well as the oral-systemic connection across the lifespan. This
pillar involves efforts to educate healthcare professionals,

patients, and the public about the critical role of oral KEY THEMES

health in overall health and the benefits of integrated oral

e Improving professional
education and training

SUMMARY OF FINDINGS * Advocating for public

awareness campaigns

medical care coordination.

The literature reveals varying degrees of awareness and e Encouraging
acceptance among different health professions. Healthcare 1nterd1801911nary

_ ' ' o o collaboration
professionals, including physicians, nurses, physician o Identifying and addressing
assistants, and dental professionals, have mixed institutional and systemic
understandings of the importance of oral medical care barriers

coordination. Many medical professionals recognize the

connection between oral health and systemic conditions, such as diabetes and cardiovascular disease, but
often feel inadequately trained to address these nuances in their practice. Dental professionals may be
more aware of the systemic implications of oral health, but conversely lack the confidence to conduct

medical screenings.

Public awareness and acceptance of integrated care are equally important for the successful
implementation of oral medical care coordination. The general public’s understanding of the connection
between oral health and overall health can significantly influence their acceptance and utilization of
integrated care services. Individuals tend to have a more positive perception of oral medical care
coordination when they understand the benefits of integrated care, and thus, are more likely to seek out
such treatment. However, there is a substantial gap in awareness about the importance of oral health and
its impact on overall health. Many people view dental care as separate from general healthcare, which can

lead to underutilization of dental services and a lack of interest in integrated care models.

12



DISCUSSION

In addressing discrepancies in awareness, the literature frequently points to the pivotal role of
interprofessional education (IPE) in cultivating positive attitudes and readiness for oral medical care
coordination among healthcare professionals. Studies consistently indicate that healthcare students and
professionals who receive IPE are more likely to appreciate the importance of integrated care and
collaborate effectively across disciplines. Enhancing knowledge and understanding of the oral-systemic

health connection is fundamental to transforming professional attitudes and behaviors.

13



VII. PILLAR TWO: WORKFORCE DEVELOPMENT
% AND OPERATIONS

Q\O“KFORC@

DEFINITION

The Workforce Development and Operations pillar focuses KEY THEMES

on preparing and enabling healthcare professionals to work ® Interprofessional education
across disciplines, establishing organizational structures to (IPE)

facilitate collaboration, and empowering staff to use systems ® Continuous professional
that support whole-person integrated care. This pillar development

emphasizes IPE, continuous training, and the creation of ® Recommendations for

organizational structure

integrated care models that include both medical and dental .
and policies

fessionals. i
professionals ® Expanded scope of practice

SUMMARY OF FINDINGS

Part One — Development of Education

IPE seeks to foster collaborative practice among healthcare professionals by integrating educational
experiences across various disciplines. Exploratory studies on IPE have investigated the presence and

attitudes toward this approach in professional degree programs, residencies, and continuing education.

Existing studies have surveyed students, faculty, and administrators from healthcare professional schools,
including medical, dental, physician assistant, nurse practitioner, midwifery, nursing, dental hygiene,
pharmacy, public health, social work, respiratory therapy, and physical therapy programs. These studies
have found that while students often hold positive attitudes toward interprofessional education
requirements, significant barriers exist at the institutional level. For instance, students recognize the
importance of collaborative practice and express a need for shared values, principles, ethics,
responsibilities, and respect to work effectively in interprofessional teams. However, faculty and
administrators frequently reported challenges in teaching interprofessional curricula due to lack of time,

expertise, and confidence.

Studies evaluating the implementation and impact of IPE programs have documented various approaches
to integrating oral health and medical education. Implemented IPE programs aimed to build skills in oral

health and integrated care through diverse educational formats, including traditional lectures, clinical

14



rotations, case studies, simulation exercises, community service practicums, and online modules. For
instance, educators widely use the Smiles for Life curriculum®® to train non-dental professionals in oral

health care, emphasizing the oral-systemic connection and the importance of integrated care.

The impact of implemented IPE programs is often measured in terms of knowledge, attitudes, practices,
and facilitators/barriers. These programs have generally succeeded in increasing awareness of oral
health’s role in overall health among students and faculty. However, the programs have experienced
barriers such as limited curriculum time, lack of faculty buy-in, and insufficient organizational support

that hinder full implementation.

Workforce development through IPE has prepared healthcare professionals to work in interdisciplinary
teams, improving the delivery of integrated care. Professionals trained through these programs reported
greater confidence in performing oral health assessments, applying fluoride varnish, and making
appropriate referrals to dental specialists. Additionally, programs that included co-located training
experiences in medical and dental clinics demonstrated improved collaboration and communication

among healthcare professionals.
Part Two — Integration

Integrating oral medical care coordination into existing healthcare practices involves significant

workforce development and operational adjustments. The process entails preparing and enabling

healthcare professionals to deliver integrated care by performing oral-systemic screenings, examinations,

interventions, and referrals. Healthcare professionals, including medical and dental providers, benefit

from multidisciplinary training to enhance the delivery of oral medical care coordination.

For the oral health workforce, integrated care activities include monitoring, detecting, educating, and
referring patients for non-communicable and chronic diseases with oral-systemic connections. Health
promotion techniques, such as motivational interviewing, goal setting, and patient counseling, are
essential components. Education in health professional programs and continuing education, particularly
through IPE, prepares the oral health workforce for integrated care. Expanding the scope of practice
through state practice acts and licensing enables oral health professionals to provide a broader range of

services in various settings, although not all states have adopted such policies.

For the medical workforce, integrated care activities include preventive oral health services, patient
education on oral health promotion, and screenings for conditions like oral cancer and periodontal
disease. Training medical professionals on oral health competencies occurs through health professional

programs, continuing medical education, and dental clinical experiences. Examples of integrated care

15



activities for the medical workforce include the application of fluoride varnish, counseling for oral health

promotion, and assessment of oral health during clinical evaluations.
DISCUSSION

Workforce Development and Operations is central to the successful implementation of oral medical
care coordination. Numerous studies detail the necessity for comprehensive training programs that
encompass both medical and dental components. Effective workforce development requires not only
initial education but also ongoing training and support to adapt to evolving integrated care models. The
interaction between this pillar and Awareness is evident: well-informed professionals are better equipped
to execute integrated care practices, and continuous education reinforces their understanding and

commitment to these practices.

The barriers to such an integrated workforce cannot be ignored. There is a widespread lack of IPE in
many health professional curricula, resulting in healthcare providers who are not adequately prepared to
deliver integrated care. Time constraints, insufficient training, and lack of organizational support further
impede the adoption of oral medical care coordination practices. These issues are compounded by the
cultural and professional silos that exist between medical and dental fields, which can lead to resistance to

change and collaboration.

However, the implications of IPE applications are significant. IPE must become a cornerstone of health
professional curricula to foster a new generation of healthcare providers who are comfortable and
competent in delivering integrated care. This will ready the healthcare workforce to engage in
collaborative practices, thereby improving patient care outcomes, and continuous professional
development and training programs will keep current practitioners up to date on the best practices of

integrated care.

16



VIII. PILLAR THREE: INFORMATION EXCHANGE

DEFINITION
| | KEY THEMES
We define the Information Exchange pillar as the sharing and
promotion of access to meaningful and actionable information (e.g., * Technological integration
patient, practice, research, population) to enable whole-person ¢ Commup ication
mechanisms

integrated care. This pillar emphasizes the importance of using e Interoperability
technology and communication strategies to facilitate seamless challenges
information flow between medical and dental professionals, e Standardized protocols

improving the coordination and quality of care provided to patients. * Bestpractices

SUMMARY OF FINDINGS

Part One — Integrated Communication

Technological integration, particularly through EHRs, plays a crucial role in facilitating oral medical care
coordination. EHRs enable healthcare professionals to share patient information efficiently, track health
outcomes, and provide comprehensive care. The use of EHRs allows for the documentation of patient
health histories, including oral health information, which is essential for coordinated care. Integrated
EHRSs can prompt healthcare providers to include dental history during physical exams, document oral
care, and utilize clinical decision support tools. This integration ensures that both medical and dental

professionals have access to comprehensive patient data, enabling better-informed clinical decisions.

Effective communication between medical and dental professionals is also fundamental to the success of
oral medical care coordination. Communication facilitates the referral process, ensures continuity of care,
and enhances collaborative decision-making. The literature highlights that professionals use EHRs not
only for documentation but also for communication through shared medical and dental notes, provider
messaging, and referral mechanisms. This integrated communication system supports timely consultations

and follow-ups, which are crucial for comprehensive patient care and optimal health outcomes.

Face-to-face communication in co-located clinics and virtual consultations are also effective in fostering
collaboration between healthcare providers. These interactions enable immediate consultations and the

sharing of expertise, which can lead to improved patient outcomes. Moreover, establishing clear referral

17



networks and having care coordinators can bridge communication gaps and streamline the referral
process. This approach supports patient care management more effectively and ensures that patients

receive the necessary follow-up and treatment.
Part Two — Personnel Integration

Within the Awareness pillar, we discussed that studies examining oral medical care coordination among
healthcare professionals have focused on understanding existing attitudes, knowledge, and practices
related to oral medical care coordination. We further discussed medical professionals, such as primary
care physicians and pediatricians, often recognize the importance of oral health but may lack confidence
in their ability to provide oral health services due to limited training and expertise in this area. Similarly,
dental professionals acknowledge the systemic impacts of oral health on overall health but may face
challenges in integrating medical assessments into their routine dental practice. To address this, we weave
in studies evaluating the implementation and outcomes of oral medical care coordination in practice
which provide valuable insights into how integrated care models are operationalized and their impact on

patient care.

Programs that have implemented oral medical care coordination strategies typically aim to create a more
cohesive and collaborative approach to patient care by incorporating oral health assessments and services
into medical settings and vice versa. Various settings, including primary care clinics, dental offices,
community health centers, federally qualified health centers (FQHCs), and hospital systems, have
implemented these programs. There are two common models for implementing oral medical care

coordination.

1. Physical co-location of medical and dental services:

a. Allows direct collaboration and communication between providers which has proven to
improve patient access to comprehensive care and facilitate timely referrals and
consultations.

2. Interprofessional teams:

a. Involves medical and dental providers working together to address patients’ health needs
holistically. These teams may consist of any combination of physicians, dentists, dental
hygienists, nurse practitioners, physician assistants, and/or community health workers, all
collaborating to provide integrated care. For example, a pediatric or primary care practice
could employ a dental hygienist, ensuring that oral health assessments and preventive

care are seamlessly integrated into routine medical visits. Similarly, a dental office might

18



include a physician assistant, providing medical support and addressing systemic health

issues that may impact oral health.

The outcomes of implemented oral medical care coordination programs have been positive,
demonstrating improvements in patient health outcomes, increased access to preventive services, and
enhanced provider satisfaction. Studies have reported reductions in oral health disparities, better
management of chronic conditions such as diabetes, and overall improvements in patients’ oral and
systemic health. Integrated care models have been particularly effective in increasing access to preventive
services, such as fluoride varnish applications and oral health screenings, especially in underserved
populations. Both providers and patients have reported high levels of satisfaction with integrated care

models, citing the convenience and comprehensiveness of services provided.
DISCUSSION

Information Exchange, particularly through EHRs, is necessary to facilitate seamless communication
and coordination between medical and dental providers. The literature highlights significant barriers
related to technological interoperability and the need for standardized systems that can bridge the gap
between different healthcare domains. Specifically, the lack of interoperability between different EHR
systems, which hinders effective information exchange. Separate EHR systems for medical and dental
records prevent seamless communication and coordination between healthcare providers, which is
essential for comprehensive patient care. The need for standardized, interoperable EHR systems is
evident, but the development and implementation of such systems face significant logistical and financial
challenges. From a technological standpoint, the integration of medical and dental services will demand
significant advancements in health information technology. However, the development and
implementation of interoperable EHR systems are essential for facilitating seamless communication and
information sharing between medical and dental providers. Technological integration will facilitate
comprehensive patient care, streamline care coordination, reduce redundancies, and improve the overall
quality of care. Furthermore, leveraging data analytics and health IT can provide insights into patient care

patterns, helping to identify areas for improvement and optimize resource allocation.
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IX. PILLAR FOUR: PAYMENT

QPYMEN,

®

=2

DEFINITION
KEY THEMES

e Updated
reimbursement models

The Payment pillar is the component of integrated care that

focuses on establishing sustainable financial models and

reimbursement structures that incentivize and support the delivery e Adequate insurance

of coordinated medical and dental services. This pillar emphasizes coverage

the creation of payment systems that reward value and patient e Financial incentives
e Billing code

outcomes rather than the volume of services, while ensuring that .
standardization
providers are financially supported in offering comprehensive,

integrated care.
SUMMARY OF FINDINGS

The transformation into a cohesive system of oral medical care coordination presents unique challenges,
particularly concerning payment models and financial barriers. Existing payment structures
predominantly operate within a fee-for-service model, which often separates medical and dental care. This
segregation creates significant obstacles in reimbursing services that overlap both fields, such as
preventive oral health services performed in medical settings or medical screenings conducted in dental

offices.

Public insurances may offer some reimbursement for integrated care services, such as fluoride varnish
application and oral health risk assessments. However, these reimbursements vary widely by state, with
differing policies on eligibility, service coverage, and reimbursement rates. This variability can deter
healthcare providers from offering integrated services due to uncertainties about reimbursement and the

administrative burden of navigating complex billing systems.

Private medical insurance plans do not always cover dental services, further exacerbating the financial
barrier to integrated oral medical care coordination. Those that do cover dental services may limit
coverage and fail to structure it to support comprehensive integrated care. This limitation leads to
underutilization of preventive services that could be beneficial in a primary care setting, thereby missing

opportunities for early detection and management of oral-systemic health conditions.
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Another significant limitation of the current system is the lack of uniform billing codes and procedures
that are used across medical and dental fields. Current Procedural Terminology codes® and dental billing
codes are not always compatible, complicating the billing process for integrated services which may
discourage healthcare providers from adopting integrated care practices because it adds to their

administrative workload without clear financial benefits.
DISCUSSION

The pillar presents multifaceted challenges to oral medical care coordination with differing
payment models and complex reimbursement structures. Fee-for-service models face limitations and
significant intricacies for navigating varying reimbursement policies for medical and dental services
which often deters providers from adopting such integrated care. The literature suggests that value-based
care models, which align financial incentives with patient outcomes, could offer a viable solution to these
financial barriers, promoting more widespread adoption of integrated care practices by shifting the focus
from volume to value. This model would incentivize healthcare providers to deliver high-quality,
coordinated care that addresses both medical and dental health, leading to better patient outcomes and
potential long-term cost savings. This model further emphasizes coordinated care and shared savings by
rewarding healthcare providers for meeting specific health outcomes and efficiency metrics. Healthcare
systems can promote comprehensive care that encompasses both oral and systemic health through these

frameworks.

While the initial investment into training, technology, and restructuring may appear significant, the long-
term benefits include reduced healthcare costs through preventive care, better management of chronic
conditions, more sustainable healthcare financing, improved patient satisfaction, and overall system

efficiency.
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X. RECOMMENDATIONS

Our review highlights several future directions in the pursuit of oral medical care coordination. We have
identified key next steps in the graphic on page 23. However, while each of the pillar areas have distinct
activities associated with promoting oral medical care coordination, we cannot ignore the intersection of
each of these pillars. While the integration of any of these recommendations alone provides a necessary

first step, complete oral medical care coordination cannot be achieved without addressing all of them.

While noting continued overlap, the recommendations within each pillar cannot be accomplished without

significant health policy shifts, including:

e Expanding insurance coverage options:
o Include payment for more preventive dental services by medical plans
o Increase reimbursement rates for chronic disease risk factor screenings and preventive
services by dental plans
o Broaden and improve payment structures for oral health services (e.g., oral health
screenings) provided in medical settings. While the American Medical Association
(AMA) has established a standardized billing code for fluoride varnish, which Medicaid
reimburses, private insurers often do not. Similar billing codes should be adopted across
all oral health services and insurance plans.
¢ Standardize billing codes and procedures across medical and dental services:
o Simplify the reimbursement process and reduce administrative burdens
o Ensure both consistency and quality in integrated care delivery
o Further allow for seamless financial transactions between medical and dental practices
e Promote value-based care models:
o Align financial incentives with patient outcomes
o Encourage providers to adopt integrated care practices
e Encourage collaboration between policymakers and dental/medical care professionals:
o Incorporate experts in the creation of legislation which funds integrated care initiatives
o Create insurance coverage mandates for preventive dental services in medical settings to
create a sustainable environment for integrated care
e Expand the scope of practice through state practice acts:
o Enable dental hygienists and other mid-level providers to deliver preventive services in
non-dental settings

o Broaden access to integrated care, particularly in underserved populations
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AWARENESS

Public Awareness Campaigns:
Implement targeted education and
communication strategies to inform
the public about the connection

between oral and systemic health,
emphasizing the benefits of integrated
care.

Professional Education: Develop and
[Jrr_amcrte training Jarograms for
1ealthcare providers to enhance their
understanding of the oral-systemic
health connection, encouraging
interdisciplinary collaboration.
Institutional Support: Address
institutional and systemic barriers to
improve awareness and acceptance of
integrated care among healthcare
professionals.

S
Policy Changes: Policymakers should expand
insurance coverage plans to include more
preventive dental services and increase
reimbursement rates to make integrated care
ﬁnanciaE:Lly viable for providers.

Standardized Billing Codes: Standardize billing
codes and procedures across medical and
dental services to simplify the reimbursement
rocess and reduce administrative burdens.
alue-Based Care Models: Promote value-
based care models through policy initiatives
that align financial incentives with patient

outcomes, encouraging providers to adopt
integrated care practices (including models,
such as Accountable Care Organizations (ACOs)
and Patient-Centered Medical Homes (PCMHs))

PAYMENT

WORKFORGE DEVELOPMENT
& OPERATIONS

Interprofessional Education (IPE):
Incorporate IPE programs into health
professional curricula and promote
continuous professional development
Interprofessional Collaboration: Expand
ractice workflows to incorporate oral
1ealth ssments in routine medical
exams and establish referral networks.
Scope of Practice: Expand the scope of
practice for dental hygienists and other

nid-level providers through state practice
acts and licensing. '

/r—<% Organizational Support: Invest in

2 infrastructure and training to create a
" collaborative and innovative environment.

E « Integrated EHR Systems: Adopt integrated

EHR systems that enable healthcare
providers to share patient information
efficiently, track health outcomes, and
provide comprehensive care.
Communication Mechanisms: Improve

communication between medical and
dental professionals through shared
medical and dental notes, provider
messaging, and referral mechanisms within
EHR systems.

Referral Networks: Establish clear referral
networks and employ care coordinators to
bridge communication gaps, streamline
the referral process, and ensure patients
receive necessary follow-up and
treatment.

INFORMATION EXCHANGE
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XI. CONCLUSION

The coordination of medical and dental services has the potential to significantly reshape the landscape of
healthcare delivery. By breaking down the traditional barriers between these fields, integrated care models
can provide more comprehensive, patient-centered care. Systemic barriers to oral medical care
coordination for whole person integrated care are not insignificant, but the literature widely suggests that
it is possible to mitigate them with collective effort. Our literature review categorizes previous work into
five segments: education exploratory, education implemented, provider exploratory, provider
implemented, and informative, which we utilized to reflect four main themes, or pillars: Awareness,
Workforce Development and Operations, Information Exchange, and Payment. While addressing
any of these pillars individually may mitigate some barriers, implementing oral medical care coordination

will be most effective by addressing all four pillars collectively.

The interaction between the four pillars provides a deeper understanding of the dynamics of oral medical
care coordination. The Awareness and Workforce Development pillars are intrinsically linked: a well-
informed workforce is essential for effective implementation, and ongoing education is crucial to

maintaining professional understanding and acceptance of integrated care.

Information Exchange supports the operationalization of knowledge and skills acquired through
Workforce Development programs. Integrated EHRs and other technological tools facilitate the sharing
of patient information, which is crucial for coordinated care. The literature on health information uptake
by providers illustrates how healthcare professionals utilize information exchange to enhance patient care

and manage chronic diseases through integrated approaches.

Payment models and financial structures are foundational to the feasibility of all other pillars. Without
sustainable financing, even the most well-designed educational programs and technological systems
cannot be effectively maintained. The above recommendations, such as value-based care, can support oral

medical care coordination by aligning financial incentives with patient outcomes.

The interplay among these elements is complex yet integral to the success of oral medical care
coordination. Our review acknowledges the operational work that has begun within the field at the micro
level (i.e., one clinic at a time) and set the goal to assess that initial work from a macro level (i.e., the
entire oral medical system) to provide synthesized suggestions for a path forward to complete oral
medical care coordination. From this perspective, we find that this shift necessitates a reevaluation of
current clinical practices and workflows, emphasizing the importance of interprofessional collaboration.
The anticipated outcome is not just an improvement in individual patient outcomes but also enhanced

efficiency in the healthcare system overall.
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