Integrating Oral Healthcare into Primary Care Nurse-Managed Health Centers

Loretta J. Vece, DNP, FNP-BC

livece@Verizon.net; 703-209-9638
Committee: Dr. C. Sutter, DNP, FNP-BC, Dr. R. Sutter, DNP, FNP-BC; Dr. C. Toulouse, PhD, FNP-BC

Oral Health Delivery Framework: The Integration Process
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Background:

exam, education, and referral.
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Poor oral health leads to pain, caries, tooth loss, poor
academics, systemic illness, expensive procedures.'
Poor oral health affects 25% of children; poor minority

children have 2-4 times the risk of carries.® {
Patients with diabetes are at risk for periodontitis, poor o
glycemic control, and decreases quality of life. 78 T ‘

Setting:
g ;Ia\ﬁg:::rsgrteh(r)tesceiu:]((e)ss;j;ste::ilga|n, and expenses. 3 NMHCs serving as bridge clinics in Northern Virginia. * 66.7% of provides increased number of oral exams.

* 77.3% of providers increased number of dental referrals.

Methods:

* Integration was structured and evaluated using the Oral
Health Delivery Framework.

* Smiles for Life was used for educational materials.

* Questionnaires: demographic data, and evaluation of the
program and processes.

* Interprofessional collaboration with a local dental
hygiene school and local safety-net dental providers.

Recommendations:
* Tooth models for each station where education occurs.
* Simple teaching materials with pictures/low reading levels.
* Expand program to all adults with chronic disease.
* Incorporation of Smiles for Life curriculum into BSN and NP
assessment classes.
* Shared clinical experiences with dental hygienists and NPs
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