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Background 
Oral medical care coordination seeks to improve public health outcomes by coordinating oral health 
and primary care (see research brief 34 in this series for more information). While the evidence base on 
the benefits of oral medical care coordination is robust, less is known about current levels of adoption 
of coordinated systems in the United States. The University of Iowa conducted the seminal 
comprehensive literature review on this topic in 2018,1 and, in 2021, KDHRC undertook a systematic 
effort to extend and update that research. We examined peer-reviewed articles, state oral health and 
chronic disease plans, and grey literature on oral medical care integration (see research brief 35 in this 
series).  

From the systematic review we further drilled down on key program characteristics that undergird 
success, replicability, or sustainability. These components are named as pillars in a framework of change 
required before oral medical care coordination can be meaningfully implemented on a broad scale. The 
pillars are Awareness, Workforce Development and Operations, Information Exchange, and 
Payment. This brief more deeply describes Pillar #3: Information Exchange. Additional briefs describe 
the other three pillars (see research briefs 36, 37, 39 in this series). 
 

Information exchange (pillar #3) defined 
Information Exchange is defined as the sharing and promotion of meaningful and actionable 
information (e.g., related to patient, practice, research, or population) to enable whole person 
coordinated care. This pillar emphasizes the importance of using technology and communication 
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strategies to facilitate seamless information flow between oral health care* and medical providers, 
improving the coordination and quality of care provided to patients. It also explores spatial organization 
of care to support information exchange. 
 

Key finding: Coordinated communication through 
electronic health records 

Technological integration, particularly through electronic 
health records (EHRs), plays a crucial role in facilitating oral 
medical care coordination. EHRs enable providers to share 
patient information efficiently, track health outcomes, and 
provide comprehensive care.2 The use of EHRs allows for 
documentation of patient health histories, including oral 
health information - essential for coordinated care. 
Coordinated EHRs can prompt health care providers to include 
oral health history during physical exams, document oral care, 
and use clinical decision support tools on medical and dental 
topics. Technological integration ensures that both oral and 
medical health care providers have access to comprehensive 
patient data, enabling better-informed clinical decisions.2 

EHRs can also support effective referrals that include comprehensive evaluation and follow-up and are 
bidirectional. Oral health care providers delivering coordinated care need a referral base that includes 
pain management doctors, addiction specialists, psychiatrists, dietitians, and diabetes teams. Likewise, 
medical providers need a referral base with oral surgeons, dentists, and other oral health care 
providers.2  

Effective communication among providers is fundamental to the success of oral medical care 
coordination to facilitate the referral process, ensure continuity of care, and enhance collaborative 
decision-making. The literature highlights that providers use EHRs not only for documentation but also 
for communication through shared oral and medical health notes and health histories, provider 
messaging, and referral mechanisms.2,3 Coordinated communication supports timely consultations and 
follow-ups, which are crucial for comprehensive patient care and optimal health outcomes. Robust EHRs 
are a tool to achieve this goal. 

 

Key finding: Coordinated communication through spatial 
organization 
Face-to-face communication in co-located clinics dramatically fosters collaboration among providers.4 
Telemedicine and teledentistry have also allowed providers to care for patients and provide oral and 
medical health care consultations despite physical distance.5 All coordinated care should ensure that 
patients receive the necessary follow-up and treatment. EHRs can support communication but shared 
space is a powerful approach to achieving oral medical care coordination visible to the patients. Indeed, 
programs that have implemented oral medical care coordination strategies typically aim to create a 

 
* In this brief, the term “oral health care” describes care of the teeth, gums, and soft tissue in the mouth, and 
“dental care” refers to care of teeth and gums. 

Key Themes 
• Technological integration 
• Communication 

mechanisms 
• Interoperability 

challenges 
• Standardized protocols 
• Best practices 
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more cohesive and collaborative approach to patient care by incorporating oral health assessments and 
services into medical settings and vice versa via standardized protocols and implementation of best 
practices.6 Various settings—including primary care clinics,7 dental offices,8 community health centers,9 
federally qualified health centers,10 and hospital systems11—have implemented these programs. 

There are two common models for implementing oral medical care coordination: 

1. Physical co-location of oral and medical health care services: This allows for direct collaboration 
and communication among providers, which has been shown to improve patient access to 
comprehensive care and to facilitate timely referrals and consultations.12  

2. Interprofessional teams: This involves oral and medical health care providers working together to 
address patients’ health needs holistically. Teams may consist of any combination of physicians, 
dentists, dental hygienists, nurse practitioners, physician assistants, and/or community health 
workers, all collaborating to provide coordinated care. For example, a pediatric or primary care 
practice might employ a dental hygienist, ensuring that oral health assessments and preventive care 
are seamlessly coordinated into routine medical visits.13 Similarly, a dental office might include a 
physician assistant, providing medical support and addressing systemic health issues that impact 
oral health.14 

The outcomes of these implemented oral medical care coordination programs have been positive, 
demonstrating improvements in patient health outcomes, increased access to preventive services, and 
enhanced provider and patient satisfaction.15 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.16,17 Coordinated 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.15,18  
 

Recommendations 
The Information Exchange pillar is necessary to facilitate seamless communication and coordination 
between oral and medical health care providers. The literature highlighted significant barriers related to 
technological interoperability.2 Specifically, the lack of interoperability between different EHR systems 
hinders effective information exchange. Separate EHR systems for oral and medical health prevent 
seamless communication and coordination. As seen in our discussion of the Awareness and Workforce 
Development and Operations pillars (see research briefs 36 and 37 in this series), well-informed 
providers are better equipped to execute coordinated care practices, continuous education reinforces 
their understanding and commitment to these practices, and now we can see that seamless 
communication and coordination will streamline this effort. 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 coordination of oral and medical health services will demand 
significant advancements in health information technology. However, the development and 
implementation of interoperable EHR systems is essential. Technological integration will facilitate 
comprehensive patient care, streamline care coordination, decrease redundancies, and improve the 
overall quality of care. Furthermore, data analytics and health IT can provide insights into patient care 
patterns, helping to identify areas for improvement and optimizing resource allocation. 

Beyond collaboration in a virtual space through EHRs, however, the power and impact of shared physical 
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space for coordinated care cannot be overstated.  

To support the Information Exchange pillar, we recommend: 

• Coordinated EHR systems to enable providers to share patient information efficiently, track health 
outcomes, and provide comprehensive care. 

• Communication mechanisms to improve communication between oral and medical health care 
providers through shared oral and medical health care notes, provider messaging, and referral 
mechanisms within EHR systems. 

• Establishing clear referral networks and employing care coordinators to bridge communication 
gaps, streamline the referral process, and ensure that patients receive necessary follow-ups and 
treatments. 

• Continued exploration and evaluation of co-located oral medical care spaces where providers 
and patients can interact in real life to coordinate care. 

 

Conclusion 
The coordination of oral and medical health care services has the potential to significantly reshape the 
landscape of health care delivery. By breaking down traditional barriers, coordinated care models can 
provide more comprehensive, patient-centered care.  

The Information Exchange pillar supports the operationalization of knowledge and skills acquired 
through workforce development programs. Articles described information exchange through use of 
coordinated EHRs with clinical support tools, consultations via telecommunication, co‑location with 
warm handoffs, and referrals. Information exchange allows health care providers to communicate and 
work collaboratively in interdisciplinary teams, and to increase patient access to care. Coordinated EHRs 
were the greatest facilitators to integrated care: They allowed providers to review health histories, use 
counseling and treatment tools, make referrals and track referral outcomes, communicate with other 
providers, and track/bill for services. The promise of co-located care is vast and could greatly potentiate 
information exchange for lasting oral medical care coordination and substantial improvements to the 
patient care experience. 
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