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The Burden of Disease —

“...total significance for society of a
disease beyond the immediate cost of
treatment...”

World Health Organization
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Chronic Disease Burden

® Heart Disease, Stroke, Cancer and
Diabetes in the U.S.

® Risk Factors and Use of Preventive
Services:
+ Cigarette Smoking
o Lack of Physical Activity
o Poor Nutrition
+ Overweight
¢ Lack of Mammography Screening...
o Lack of Health Insurance



Guidelines

® Based on Chronic Disease Model

® |ncludes syndemic factors

® Includes national data and text

® Provides context for comparisons of data



Goal: Create Useful State
Burden of Oral Disease Documents

A publicly available disease burden document
describing oral disease burden, oral disparities, and
unmet needs issued in the past 5 years using the

most recent data preferably no more than 5 years
old and...




Document includes oral health
status with indicators consistent
with the National Oral Health
Surveillance System (NOHSS),
Water Fluoridation Reporting
System (WFRS), and ASTDD
State Synopsis



Indicators of Oral Health

Status

Indicator NOHSS | CSTE HP2010 | Source
Dental visits T 21-10 | NHIS-BRFSS
Teeth cleaning T BRFSS

No tooth loss il 21-13 BRFSS
Complete tooth loss iy T 21-4 BRFSS
Fluoridation status il T 21-9 WFRS
Caries experience T T 21-1 BSS
Untreated caries il T 21-2 BSS
Sealants il il 21-8 BSS

Oral and pharyngeal - - 3.6 NCHS-

cancer

Registries




Burden of Oral Disease

A Reference and Tool
for Creating
State Documents
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The Burden of Oral Disease in Nevada-2003

Figure 1

Oral Health of 3rd Grade Students by Eligibility

In 1948, the World Health Orzanization defined for the Frea/Reduced Lunch Program

health as “a complete state of physical, mental, and
social well-being, and not just the absence of T3.5% = Eligitta

infirmity.” As new research continues to discover 61.3% B Hot Eligible
associations between chronic oral disease with heart 49.3%
and lung diseases, low birth-weight, and diabetes, it 43.0%
15 becoming clear that a person cannot attain a 29.2%
complete state of good health without good oral 23.8%
health. Although safe and effective methods exist for
preventing disease and improving oral health,
" o ’ ©ond
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80 When controlled for socioeconomic status, minority

n children have more untreated decay than their
70 599 counterparts, There is also a distinction between the
oral health of children having dental insurance and
60 1 1 those who do not. Compared to children wath dental
irden insurance, children without insurance were more
. likely to have untreated decay (35% vs. 47%) and
Sealed Teeth 3 less likely to have dental sealants (39% vs. 21%)
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Survey Metho

he survey mechod wsed was an epideminlogical survey
eriteris wnd equipmmeang
reenings of Wermona child

outlined in the Asunciation of Stare and Ten
% |99 Basie Sereeming Surveyi:An Appoach e
Manitering Communty Ol Health. Socio-demagraphic nforma-
3 obiaind from the survey form that was completed

by the panest/ puardian. Completion of the questions was
not required for the child Lo participate ir
parentipuardian had to

eaning. The
ide active consent fior their child's

also encouraged to returm the survey form whether or not

they gave condent for the oral soreenag.

Thee following data was collected during the so

» Child’s grade, date of birth, age and gende

= Carios sxcperience: numbsr of pr
testh

¥ Lintreated decay: namber of primarcy and permanent teeth

¥ Sealanis on permanent molars yesno

» Flucaosis: o obvicws, mild, mederate

and panmanent

® Treatment naeds {preventive dencall care only, meed for

early dervial treatmsent. reed for urgent dental trestment)

* Criteria for preventive dental care only: no obwious
probls

* Criteria for early dental trestment: canes without
Ay SN oF Sy R, dpdnlaneout bleeding
U, o sunpicioas white o red soft tssse areas

* Creria for urgent dental treatment: signs of Symptoms
that
tion of more than two wesls duration (determined by

]

These data iterns cormespond o the objectves outlined
the Heahly Feople 2000 and Healthy Vermentess 2010

donuments.

Data ltems: Obj

Caries Experfonce: Reduce the propantion of children aped

-8 pears with dertol cories experience in their primany and

permanent testh,

Untroated Decay: Aeduce the pro gcdren aged

b8 poars with untresed dental decdy in Bheir Brimary and

paranent feeth,

Soalants prosent: inceote the proporton of childen oped

& years who fhme recelved dentil sealanen on ther molir teeth

Pas pmrdien tha survey

{chis information incudes both those parentpuardiars who

F o el L] child 10 be soreened wnd thode who

only completed the survey guestionnaine|:

* Ragular dencsl visit by the parent/puardian: 73 percent

® Mosr imposrtant reasons cthat che child was not mken o
the dentint in the last year: No relson o go and Cost




Figure X: Percentage of Adults That Yisited
the Dentist Within the Last Year by Education
Level, 2002
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Figure X: Percentage of Adults with Chronic Disease Who Have
Lost Teeth Due to D ecay or GumDisease - BRFSS 2002
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The iraportance of good oral health is not being discussed with pregnant wornen. While 69.2%
of preghant womer were counseled by their prenatal provider on smoking and 7240 were
counseled on aloohol use, less than 40%, recefved counseling on dental care ®

Figure ¥: Coun==ling Recsived by = Health Care
Professional During Pregnancy

TiF

Spokien to abodt Tpokento dhodt Spokento sboathoarta
kg drking care for teeth and gomre

SO0UECE: Preghuty Ficki Sececaneat blondoring Surrey Comhined Snabecic 2000-2001.
Ceriters for Drisease Corirol srd Prewerdior: Drivision of Oral Health

The PRANS analysis also revealed that pefeately insured pregnant wornen accessed dental care
tnore frecuently than Medicaid elighle womer, and over 40% of hledicaid eligible women had
not recefved dertal care n more than 24 months ®  Addtionally, mothers who recefved their
prenatal care from a cormgeanity health center were 66% less likely than wornen in a HWO or
provate plisician to seek dental care; this is likely due to the exclustrely poor population served
by corarrondty health centers, a group at higher risk for not accessing dental services ®

& dditional maternal risk factors for not seeking dental care that the PRAMS analysis revealed
were: mothers between the ages of 20-29 wears old, rmothers with incomes less than
$40, 0000 wear, wormen that had two or more offspring at one birth (twins, triplets), and those who
initiated prenatal care late (after the third trimester).

Adults

Mlarsy adults do not understand that good oral health is essential to general health and well-heing.
Grood oral health e ans being free of cheorde oral-facial pain, oral and pharymgeal (throat)
cancers, oral soft tissue lesions, hirth defects such as cleft lip and palate, and conditions that
affect the oral, dental, and cravdofacial tissues. Safe and effective preventve strategies for
rnaintaining oral health has lead to marked improverents i the oral health of Smericans in the
past 50 years, and as a result, most middle-aged and ounger Armericans can expect to retain




Oral Health In Maine - a Fact Sheet

Community water fluoridation

. s . . 1
*“...one of the great public health achievements of the twentieth century ™

What is the Public Health Issue?

Cral Health In Maine- a Fact Sheet

Children WHh SPECiOI HECI“'h NEEdS “Children with special health

Oral health is integral to general healtl’. Although
preventable, tooth decay 1s a chronic disease affecting all age

: 153
needs are at the greatest risk of inadequate access and poor oral health.”

In the U.S. tooth decay’ affects:
v' 1 in 4 elementary school children

Yt nf T adalescronte

Who has special needs?

Oral health is integral to general health *. Children with special health needs are defined as those “who have
or are at increased risk for a chronic physical, developmental, behavioral, or emotional condition who
require health and health-related services of a type or amount beyond that required by children generally.””
Conditions which engender special needs include, but are not limited to, Down syndrome, craniofacial
defects (cleft lip/palate), cerebral palsy, developmental disabilities, autism, vision or hearing deficits,
diabetes, asthma, and HIV. It has been reported that the number one unmet need for children with special

; 4
needs is dental care”.

What are the oral health issues for children
with special needs?

I. Children with developmental disabilities: enamel
irregularities, gum and oral infections, delayed
tooth eruption, bite il'mgularitiﬁ.~;'q

2. Children with Down syndrome: gum disease, dry

mouth, fissures of tongue and lip, and bite
irrecularities’

Facts at a glance:

v 1in 8 children between 6 and 14
vears old have some sort of

disabi lin/

v' Number one unmet need for children
with special needs: dental care’

v’ One in four parents of children with
special needs report their child has

unmet dental need’
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What is the public health issue?

Oral health is integral to general health.” Although
preventable, tooth decay is a chronic disease affecting all
age groups. In fact, it is the most common chronic
disease of childhood.” The burden of disease is far worse
for those who have restricted access to prevention and
treatment services. Tooth decay, left untreated, can cause

Oral Health in Your State: 4 Fact Sheet

In the U.S., tooth decay’ affects:

¥ 18 percent of children 24 years
¥ 52 percent of children 6-8 years
¥ 61 percent of teenagers age 15

pain and tooth loss. Untreated tooth decay 1s associated with difficulty in eating and with being

1

underweight.” Untreated decay and tooth loss can have negative effects on an individual’s self-esteem

and employability.

What is the impact of sealants?

Sealants are a plastic material placed on the pits and fissures of the chewing surfaces of teeth where up
to 90 percent of decay occurs n school children. Sealants prevent tooth decay by creating a barrier




MISSISSIPPI HEALTH POLICY

RESEARCH CENTER

November 2003

HeattH PoLicy BRIEF

CHILDREN'S ORAL HEALTH IN MISSISSIPPI: Addressing a Silent Epidemic

Linda H Southward, Ph.D.
Nicholas G. Mosca, D.D.S.
Stephen L. Silberman, D.M.D.

A NATIONAL CALL TO ACTION

The first ever Report on Oral Health in America (2000),
issued by U.S. Surgeon General Dr. David Satcher,
served as a platform to increase public awareness on
the importance of oral health. Among the major
themes of the report are that oral health is essential to
general health and well-being and that profound and
consequential oral health disparities exist in the United
States. Dr. Satcher stated that what amounts to a
silent epidemic of dental and oral diseases is affecting
some population groups-restricting activities at
schools, work, and home-and often significantly
diminishing the quality of life. U.S. Surgeon General
Dr. Richard Carmona issued a National Call to Action
to Promote Oral Health (2003) as a wake-up call to
community and industry leaders, policymakers, health
professionals, the media, and the public on issues
regarding the nation's oral health.

So what are the major concerns that inspired this
national call to action?

The U.S. Surgeon General (2000) reported that:

@ Dental caries, or "tooth decay,” in childhood is
alarmingly pervasive, it is 5 times more
common than asthma.

& American children, particularly those in
poverty, receive too little dental care, which
results in unnecessary disease and discomfort
for the children as well as excessive school

Neva Penton Eklund, D.M.D.
David K. Curtis, D.M.D.
Connie Lane, B.S.W.

@ Oral diseases are progressive and cumulative
and become more complex and costly to treat
over time. Therefore, problems that were
preventable in early childhood can escalate to
irreversible damage over one's lifespan.

CAusgES OF CHILDHOOD DENTAL C_aillllih‘,

OR "TooTn DECAY"

Dental caries (tooth decay) is an infectious and
transmissible, yet preventable, disease. Among
infants and toddlers, the newer term "early childhood
caries" (ECC) has also been used interchangeably
with "baby bottle tooth decay," "bottle mouth," and
other similar names; however, research demonstrates
that ECC also occurs when bottles are not used (Platt
& Cabezas, 2000). Tooth decay is initiated by the
bacterium Streptococus mutans. Because ECC is
infectious, it can be easily spread to infants through
mothers' or caregivers' saliva during nurturing
activities such as feeding and using a pacifier
(Ettinger, 1999). As the bacteria accumulate in dental
plague over time and are nourished by sugar-laden
foods or drinks, tooth enamel deteriorates and cavities
form. Since tooth decay can be prevented even prior
to the formation of cavities, the American Academy of
Pediatrics, American Academy of Pediatric Dentistry,
and American Public Health Association all advise that
children should receive a dental check-up before their
first birthday. Effective measures for preventing and
treating childhood caries include fluoridating water
supplies, appropriately using fluoridated toothpaste.
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