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I. Statement of the Problem:
Accountable and data-driven population-based public health interventions and strategies are increasingly
demanded in today’s healthcare environment. Because of this, coordinated, prioritized, timely and efficient
public health surveillance is being emphasized more than ever before (1).
The National Oral Health Surveillance System (NOHSS), within the framework of the National Public Health
Surveillance System (NPHSS), includes oral health surveillance efforts at national, state and local levels. A set
of NOHSS indicators, as the centerpiece of the NOHSS, includes indicators on the burden of oral disease, the
use of the oral health delivery system, and community level interventions, with focus on indicators with data
available for and comparable among all or most states (2). Development and maintenance of NOHSS
indicators are a collaborative effort of Association of State and Territorial Dental Directors (ASTDD), Centers
for Disease Control and Prevention (CDC), and Council of State and Territorial Epidemiologists (CSTE). CDC
hosts a web-based open data application that serves as a central repository of oral health surveillance
resources for all 50 states and the District of Columbia.
In 1998 and 1999, CSTE approved the first three position statements supporting indicators of oral health for
children and adults, and oral cancer indicators (3,4,5). These statements described nine indicators for oral
health with data available at the state level, or both state and national levels, to include in the NPHSS, and
address the lack of state-level oral health indicators. To this initial set of nine NOHSS indicators, a tenth
indicator – prevalence of the loss of six or more teeth among older adults (from Behavioral Risk Factor
Surveillance System (BRFSS)), was added after a Morbidity and Mortality Weekly Report (MMWR) special
issue on healthy aging (6).
Since 1998-1999, state-level oral health surveillance has evolved and expanded in scope, partially as a result
of collaborative oral health surveillance capacity building efforts among ASTDD, CDC and CSTE. In 2010, 43
of the 51 jurisdictions were identified as reaching the Healthy People (HP) 2010 goal of having an ―oral health
surveillance system‖, defined as states with surveillance data from at least six of nine possible surveillance
data sources with oral health information (i.e., BRFSS, Youth Risk Behavior Surveillance System (YRBSS),
Pregnancy Risk Assessment Monitoring System (PRAMS)/PRAMS-like systems, children’s oral health data
meeting NOHSS criteria, ASTDD Synopses of State Dental Public Health Programs (ASTDD Synopses), state
Cancer Registry/Surveillance, Epidemiology, and End Results Program (SEER), orofacial cleft data, Medicaid
dental claims data, and Water Fluoridation Reporting System (WFRS)) (7). Even though the HP 2010 goal was
not achieved by all the states, this represented significant progress, considering that the number of states
having an oral health surveillance system was zero (0) in 1999.
Upon release of the HP 2020 objectives in 2010, a NOHSS Workgroup was tasked with reviewing and revising
the existing set of 10 NOHSS indicators. The Workgroup, comprised of epidemiologists and surveillance
stakeholders representing ASTDD, CDC and CSTE, was asked to (1) identify newly available oral health data
sources and indicators at the state level and reflect changes in surveillance methodology, (2) align the NOHSS
indicators with HP 2020 oral health objectives or HP 2020-like measures, and their related priority populations,
(3) coordinate with state oral health programs to increase epidemiology capacity, and (4) plan for
implementation of provisions of the Patient Protection and Affordable Care Act. As a result, 24 new NOHSS
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indicators were added. The updated oral health status indicators expanded priority populations to young
children (attending Head Start and kindergarten) and older adults (residing in skilled nursing home facilities
and attending congregate meal sites). The additional dental care utilization indicators track more diverse
priority populations (e.g., children, Medicaid enrollees, low income populations, and pregnant women) and
address cross-cutting areas (e.g., dental care among adults with diabetes). New data sources were also added
(e.g., National Survey of Children's Health (NSCH), Centers for Medicare and Medicaid Services (CMS) Form416). Two CSTE position statements addressing the revised NOHSS indicators were approved by CSTE in
June 2012 (CD-12-01 and CD-12-02) (8,9).
In 2014, CSTE convened a new Oral Health Subcommittee. The subcommittee was tasked with responding to
the recommendations made in the 2012 NOHSS position statements, including an ongoing and periodic
evaluation of the indicators that should guide local, state and national dental public health programs and
partners to operate and implement up-to-date oral health surveillance activities. The Subcommittee convened
a NOHSS workgroup, including epidemiologists and stakeholders from state public health agencies, ASTDD
and CDC. The NOHSS workgroup reviewed the 2012 revision of NOHSS indicators, and proposed NOHSS
indicators that should be retained, modified, added, or dropped. In addition to the previously listed review
criteria used by the former NOHSS workgroup in 2010 - in particular, new state-level oral health data
availability and alignment with HP 2020 objectives - the indicators were reviewed for inclusion in NOHSS with
two further considerations: (1) indicators collected through established surveillance tools in a standardized way
by a majority or a growing number of the states during the recent 5-6 years, and (2) indicators for which statelevel estimates are publically available in the form of a data portal or repository to help state oral health
epidemiologists and other public health professionals overcome challenges in data processing and analysis.
Consensus was developed about which specific oral health outcomes, risk factors, dental services, and
preventive interventions should be under surveillance throughout the nation and states, and which indicators
and data sources should be included in NOHSS. Additionally, the NOHSS workgroup specified the indicators
with more detailed information including demographic group, numerator, denominator, measures of frequency,
period of case definitions, background, public health significance, limitation of indicators, data sources,
limitation of data sources, related HP 2020 objectives, and other related surveillance system indicators (tables
1.1–4.1), using an indicator measurement definition approach adapted from the 2012 revised Chronic Disease
Indicators (CDI) (10). The revision of NOHSS indicators also incorporated input from other surveillance and
program subject matter experts from ASTDD, CDC and CMS.
The names and affiliations of the NOHSS workgroup members are listed in Appendix 1.
II. Statement of the desired action(s) to be taken:
● CSTE recommends the adoption of the proposed revisions to the NOHSS indicators as standard case
definitions and encourages states, territories, and CDC to use the NOHSS indicators to guide
programmatic and surveillance efforts. State-based oral health programs are encouraged to use a
wide variety of indicators to address oral disease burden, access to oral health care and evidencebased prevention programs, and disparities among diverse target populations. The NOHSS indicators
provide a guiding framework for states and territories to expand their surveillance system, and
simultaneously maximize state’s informed decision making in oral health surveillance planning and
implementation, based on the priorities, needs and resources of the individual states.
● Further, CSTE recommends that CDC provide an online data portal or repository to support retrieval of
estimates for these NOHSS indicators by public health professionals and policymakers.
● CSTE recommends the formation of an ongoing joint workgroup that includes members of ASTDD,
CDC, CMS and CSTE to regularly review, evaluate, and update the NOHSS indicators. The Chronic
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Disease/Maternal and Child Health/Oral Health Committee of CSTE will work with ASTDD, CDC and
CMS on implementation of the newly revised NOHSS indicators. In the future, to improve coordinated
surveillance, this discussion will be expanded further, encompassing more relevant federal agencies
and professional organizations, public health epidemiologists from chronic disease and maternal and
child health areas and at local- as well as state- and national-level organizations.
The following indicators are newly added in this revision, having met the above criteria:
● Preventive Dental Visit Among Children Aged 1-17 Years (data source: NSCH): The NSCH has
included a question about preventive dental visits in every fourth year, beginning with the 2003 survey.
State and national data are publically accessible through the online portal developed by the Child and
Adolescent Health Measurement Initiative (CAHMI) where users can retrieve data by demographic
characteristics and risk factors. This indicator is also included in the revised CDIs released in 2014.
[See details in Table 1.1]
● Dental Visit Among Adolescents in Grades 9-12 (data source: YRBSS) – From 2015, a question on
adolescents’ self-reported dental visit in the previous year is included in the core High School Survey.
A majority of states use YRBSS for their statewide youth survey: 42 states conducted a High School
YRBSS in 2013 (11). [See details Table 1.5]
● Teeth Cleaning Among Women During Pregnancy (data source: PRAMS) - Concurring with the
Health Resources and Services Administration (HRSA) and professional provider organizations’
guideline to promote oral health services for women during the prenatal care period (12), the phase 7
PRAMS (2012–2015) includes a core question on having a preventive dental visit (teeth cleaning)
during pregnancy in all the PRAMS states (40 states and New York City). [See details Table 1.10]
● No Tooth Loss Among Adults Aged 18-64 Years (data source: BRFSS) – This indicator is derived
from the existing rotating oral health core question on tooth loss, providing data for all states every two
years. The 2013 CDI revision added this measurement as an oral health indicator. [See details Table
2.17]
● State-based Oral Health Surveillance System (data source: ASTDD State Synopses) – In 2013,
CSTE proposed an enhanced operational definition of a state oral health surveillance system with new
core elements of a state-based oral health surveillance system (13). The ASTDD State Synopses are
annually collected and reported from data provided by the dental public health programs of all 50
states. [See details Table 4.1]
The following indicators were modified from the 2012 NOHSS. The children’s age specification of each
indicator was changed (1) to measure children’s age-appropriate dental visit with more validity, and (2) to
concur with related NOHSS indicators and the revised 2014 CDIs:
● Preventive Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or Children’s
Health Insurance Programs (CHIP) Medicaid Expansion (data source: CMS-416) [See details
Table 1.2]
● Dental Visit Among Children Aged 1-17 Years (data source: NSCH) [See details Table 1.3]
● Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or CHIP Medicaid
Expansion (data source: CMS-416) [See details Table 1.4]
The following indicators were modified from the 2012 NOHSS. Caries measurement for children attending
Head Start was defined as caries presence and history in the primary dentition for children aged 3-5 years.
● Dental Caries Experience Among Children Aged 3-5 Years Attending Head Start (data source:
State Oral Health Screening Survey) [See details Table 2.1]
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●

Untreated Dental Caries Among Children Aged 3-5 Years Attending Head Start (data source:
State Oral Health Screening Survey) [See details Table 2.4]
The following three indicators to measure dental treatment need among children were modified from the 2012
NOHSS. The ASTDD Basic Screening Survey protocol for state Oral Health Screening Surveys categorizes
three different levels of dental treatment. ―Urgent dental treatment need‖ may be used by state and local
programs as a proxy measurement to indicate ―severe‖ oral disease among children.
● Urgent Dental Treatment Need Among Children Aged 3-5 Years Attending Head Start (data
source: State Oral Health Screening Survey) [See details Table 2.9]
● Urgent Dental Treatment Need Among Children Attending Kindergarten (data source: State Oral
Health Screening Survey) [See details Table 2.10]
● Urgent Dental Treatment Need Among 3rd Grade Children (data source: State Oral Health
Screening Survey) [See details Table 2.11]
Three indicators are deleted from the NOHSS due to no available data support, currently or within a year.
● Teeth Cleaning Among Adults Aged ≥18 Years (data source: BRFSS) - The BRFSS last asked the
dental cleaning question in 2010. The recently revised CDIs deleted this indicator for the same reason.
Preventive Dental Service for Children Aged 1-18 Years Enrolled in Separate CHIP; Treatment
Dental Service for Children Aged 1-18 Years Enrolled in Separate CHIP (data source: CARTS) –
The two indicators on children’s dental service utilization among children enrolled in separate
Children’s Health Insurance Programs (CHIP) are reported in the CHIP Annual Report Template
System (CARTS). Concerning quality, reliability and public availability of the data, no specifications
(data details) can be provided.
The following indicators are retained from the 2012 NOHSS indicators with no change:
●

●

Dental Visit Among Adults Aged ≥18 Years (data source: BRFSS) [See details Table 1.6]

●

Dental Visit Among Adults Aged ≥18 Years with Diabetes (data source: BRFSS) [See details Table

●
●
●
●
●
●
●

1.7]
Population Receiving Oral Health Services at Federally Qualified Health Centers (data source:
Uniform Data System (UDS)) [See details Table 1.8]
Teeth Cleaning Among Women Before Pregnancy (data source: PRAMS) [See details Table 1.9]
Dental Caries Experience Among Children Attending Kindergarten (data source: State Oral
Health Screening Survey) [See details Table 2.2]
Dental Caries Experience Among 3rd Grade Children (data source: State Oral Health Screening
Survey) [See details Table 2.3]
Untreated Dental Caries Among Children Attending Kindergarten (data source: State Oral Health
Screening Survey) [See details Table 2.5]
Untreated Dental Caries Among 3rd Grade Children (data source: State Oral Health Screening
Survey) [See details Table 2.6]
Untreated Dental Caries Among Adults Aged ≥65 Years Residing In Long-Term Care or Skilled
Nursing Facilities (data source: State Oral Health Screening Survey) [See details Table 2.7]

●

Untreated Dental Caries Among Adults Aged ≥65 Years Attending Congregate Meal Sites (data
source: State Oral Health Screening Survey) [See details Table 2.8]
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●

Dental Treatment Need Among Adults Aged ≥65 Years Residing In Long-Term Care or Skilled Nursing
Facilities (data source: State Oral Health Screening Survey) [See details Table 2.12]

●
●
●
●

Dental Treatment Need Among Adults Aged ≥65 Years Attending Congregate Meal Sites (data
source: State Oral Health Screening Survey) [See details Table 2.13]
Dental Sealant Among 3rd Grade Children (data source: State Oral Health Screening Survey) [See
details Table 2.14]
Dental Sealant Use Among Children Aged 6-9 Years Enrolled in Medicaid or CHIP Medicaid
Expansion (data source: CMS-416) [See details Table 2.15]
Dental Sealant Use Among Children Aged 10-14 Years Enrolled in Medicaid or CHIP Medicaid
Expansion (data source: CMS-416) [See details Table 2.16]

●

Six or More Teeth Lost Among Adults Aged ≥65 Years (data source: BRFSS) [See details Table 2.18]

●

All Teeth Lost Among Adults Aged ≥65 Years (data source: BRFSS) [See details Table 2.19]

●

Incidence of Invasive Cancer of the Oral Cavity or Pharynx (data source: Cancer Registries) [See
details Table 2.20]
● Mortality from Invasive Cancer of the Oral Cavity or Pharynx (data sources: Cancer Registries)
[See details Table 2.21]
● School-Based Health Centers that Provide Dental Sealants (data source: Census of School-Based
Health Centers (CSBHC)) [See details Table 3.1]
● School-Based Health Centers that Provide Dental Care (data source: CSBHC) [See details Table
3.2]
● School-Based Health Centers that Provide Topical Fluoride (data source: CSBHC) [See details
Table 3.3]
● Population Served by Community Water Fluoridation (data source: WFRS) [See details Table 4.1]
Detailed indicators’ definitions and specifications are included in Tables 1.1–4.1. In addition, the recommended
NOHSS indicators are listed by indicator group (Appendix 2), priority population (Appendix 3), data source
(Appendix 4), and related indicator set at national level (Appendix 5).
III. Public health Impact:
Although the oral health of the U.S. population has improved for most groups over recent decades, the
prevalence of tooth decay among young children has not improved, and older adults face declines in oral
health status (14). Significant disparities by income, race and ethnicity persist in oral health status and
utilization of preventive services, such as dental sealants (14). Lack of access to basic dental care remains a
significant barrier to better oral health. For children, the impact of poor access was highlighted in a 2008
Government Accountability Office report (15) and in the 2011 Institute of Medicine report, which states that
―persistent and systemic‖ barriers limit access to oral health care for millions of vulnerable Americans (16).
Changes in the oral health care system required by the Patient Protection and Affordable Care Act, and
emerging innovations in oral health care for children and older adults suggest that surveillance of oral health
will be especially important in monitoring trends in oral health status and access to care in this decade. By
integrating data from many sources, the NOHSS can provide a focus on oral health that is useful for planning
oral health programs and monitoring the impact of health care system changes on oral health status and
access to oral health care and preventive interventions.
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The revisions of the NOHSS indicators provide additional information for program planning, and for monitoring
the impact of interventions designed to improve access to oral health preventive and treatment interventions
and the oral health status of the most vulnerable populations in each state.
This position statement proposes frequent review and evaluation of the NOHSS indicators to keep pace with
the rapid changes to the public health system and surveillance needs to guide data-driven oral health
programs and policies. The specific definition along with limitations for each indicator aims to facilitate
standardization in surveillance data reporting among states and improve interpretation of data.
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Appendix 2. Summary of NOHSS indicator revision, by indicator group
Indicator
group

Indicator Indicator
number

Access to
care

1.1

Preventive Dental Visit Among Children Aged 1-17
Years

1.2

Preventive Dental Service for Children Aged 1-20 Years CMS-416
Enrolled in Medicaid or CHIP Medicaid Expansion

Revised

1.3

Dental Visit Among Children Aged 1-17 Years

NSCH

Revised

1.4

Any Dental Service for Children Aged 1-20 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Revised

1.5

Dental Visit Among Adolescents in Grades 9-12

YRBSS

New

1.6

Dental Visit Among Adults Aged ≥18 Years

BRFSS

Existing

1.7

Dental Visit Among Adults Aged ≥18 Years with
Diabetes

BRFSS

Existing

1.8

Population Receiving Oral Health Services at Federally
Qualified Health Centers

UDS

Existing

1.9

Teeth Cleaning Among Women Before Pregnancy

PRAMS

Existing

1.10

Teeth Cleaning Among Women During Pregnancy

PRAMS

New

2.1

Dental Caries Experience Among Children Aged 3-5
Years Attending Head Start

State Oral Health
Screening
Surveys

Revised

2.2

Dental Caries Experience Among Children Attending
Kindergarten

State Oral Health
Screening
Surveys

Existing

2.3

Dental Caries Experience Among 3rd Grade Children

State Oral Health
Screening
Surveys

Existing

2.4

Untreated Dental Caries Among Children Aged 3-5
Years Attending Head Start

State Oral Health
Screening
Surveys

Revised

2.5

Untreated Dental Caries Among Children Attending
Kindergarten

State Oral Health
Screening
Surveys

Existing

2.6

Untreated Dental Caries Among 3rd Grade Children

State Oral Health
Screening
Surveys

Existing

2.7

Untreated Dental Caries Among Adults Aged ≥65
Years Residing In Long-Term Care or Skilled Nursing
Facilities

State Oral Health
Screening
Surveys

Existing

2.8

Untreated Dental Caries Among Adults Aged ≥65

State Oral Health

Existing

Oral health
outcome

Data source

Existing,
revised, new or
developmental

NSCH

New

Years Attending Congregate Meal Sites

Community
intervention

Screening
Surveys

2.9

Urgent Dental Treatment Need Among Children Aged 3- State Oral Health
5 Years Attending Head Start
Screening
Surveys

Revised

2.10

Urgent Dental Treatment Need Among Children
Attending Kindergarten

State Oral Health
Screening
Surveys

Revised

2.11

Urgent Dental Treatment Need Among 3rd Grade
Children

State Oral Health
Screening
Surveys

Revised

2.12

Dental Treatment Need Among Adults Aged ≥65 Years
Residing In Long-Term Care or Skilled Nursing
Facilities

State Oral Health
Screening
Surveys

Existing

2.13

Dental Treatment Need Among Adults Aged ≥65 Years
Attending Congregate Meal Sites

State Oral Health
Screening
Surveys

Existing

2.14

Dental Sealant Among Children 3rd Grade Children

State Oral Health
Screening
Surveys

Existing

2.15

Dental Sealant Use Among Children Aged 6-9 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Existing

2.16

Dental Sealant Use Among Children Aged 10-14 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Existing

2.17

No Tooth Loss Among Adults Aged 18-64 Years

BRFSS

New

2.18

Six or More Teeth Lost Among Adults Aged ≥65 Years

BRFSS

Existing

2.19

All Teeth Lost Among Adults Aged ≥65 Years

BRFSS

Existing

2.20

Incidence of Invasive Cancer of the Oral Cavity or
Pharynx

Cancer Registries Existing

2.21

Mortality from Invasive Cancer of the Oral Cavity or
Pharynx

Cancer Registries Existing

3.1

School-Based Health Centers that Provide Dental
Sealants

CSBHC

Existing

3.2

School-Based Health Centers that Provide Dental Care

CSBHC

Existing

3.3

School-Based Health Centers that Provide Topical
Fluoride

CSBHC

Existing

3.4

Population Served by Community Water Fluoridation

WFRS

Existing

State-based Oral Health Surveillance System

ASTDD State
Synopses

New

Infrastructure 4.1

Appendix 3. Summary of NOHSS indicator revision, by priority population
Population Indicator Indicator
number

All Children
<18 years

Existing,
revised, new,
or
developmental

1.1

Preventive Dental Visit Among Children Aged 1-17 Years

NSCH

New

1.3

Dental Visit Among Children Aged 1-17 Years

NSCH

Revised

Preventive Dental Service for Children Aged 1-20 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Revised

Any Dental Service for Children Aged 1-20 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Revised

2.15

Dental Sealant Use Among Children Aged 6-9 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Existing

2.16

Dental Sealant Use Among Children Aged 10-14 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

CMS-416

Existing

2.1

Dental Caries Experience Among Children Aged 3-5
Years Attending Head Start

State Oral Health Revised
Screening Surveys

2.4

Untreated Dental Caries Among Children Aged 3-5 Years
Attending Head Start

State Oral Health Revised
Screening Surveys

2.9

Urgent Dental Treatment Need Among Children Aged 3-5 State Oral Health Revised
Years Attending Head Start
Screening Surveys

Children
1.2
enrolled in
Medicaid or
1.4
CHIP

Children
attending
Head Start

Data source

Dental Caries Experience Among Children Attending
Kindergarten

State Oral Health Existing
Screening Surveys

Untreated Dental Caries Among Children Attending
Kindergarten

State Oral Health Existing
Screening Surveys

2.10

Urgent Dental Treatment Need Among Children
Attending Kindergarten

State Oral Health Revised
Screening Surveys

2.3

Dental Caries Experience Among 3rd Grade Children

State Oral Health Existing
Screening Surveys

2.6

Untreated Dental Caries Among 3rd Grade Children

State Oral Health Existing
Screening Surveys

2.11

Urgent Dental Treatment Need Among 3rd Grade
Children

State Oral Health Revised
Screening Surveys

2.14

Dental Sealant Among Children 3rd Grade Children

State Oral Health Existing
Screening Surveys

Adolescents 1.5

Dental Visit Among Adolescents in Grades 9-12

YRBSS

New

School3.1
based health
centers
3.2

School-Based Health Centers that Provide Dental
Sealants

CSBHC

Existing

School-Based Health Centers that Provide Dental Care

CSBHC

Existing

School-Based Health Centers that Provide Topical

CSBHC

Existing

Children
2.2
attending
Kindergarten
2.5

rd

3 grade
children

3.3

Fluoride
1.6

Dental Visit Among Adults Aged ≥18 Years

BRFSS

Existing

1.7

Dental Visit Among Adults Aged ≥18 Years with Diabetes BRFSS

Existing

Adults 18-64 2.17
years

No Tooth Loss Among Adults Aged 18-64 Years

BRFSS

New

Adults ≥65
years

2.18

Six or More Teeth Lost Among Adults Aged ≥65 Years

BRFSS

Existing

2.19

All Teeth Lost Among Adults Aged ≥65 Years

BRFSS

Existing

Adults ≥65
years in
LTC/SNF

2.7

Untreated Dental Caries Among Adults Aged ≥65 Years
Residing In Long-Term Care or Skilled Nursing Facilities

State Oral Health
Survey

Existing

2.12

Dental Treatment Need Among Adults Aged ≥65 Years
Residing In Long-Term Care or Skilled Nursing Facilities

State Oral Health
Survey

Existing

Adults ≥65
years
attending
congregate
meal site

2.8

Untreated Dental Caries Among Adults Aged ≥65 Years
Attending Congregate Meal Sites

State Oral Health
Survey

Existing

2.13

Dental Treatment Need Among Adults Aged ≥65 Years
Attending Congregate Meal Sites

State Oral Health
Survey

Existing

FQHC

1.8

Population Receiving Oral Health Services at Federally
Qualified Health Centers

UDS

Existing

Pregnant
Women

1.9

Teeth Cleaning Among Women Before Pregnancy

PRAMS

Existing

1.10

Teeth Cleaning Among Women During Pregnancy

PRAMS

New

All state
population

2.20

Incidence of Invasive Cancer of the Oral Cavity or
Pharynx

Cancer Registries

Existing

2.21

Mortality from Invasive Cancer of the Oral Cavity or
Pharynx

Cancer Registries

Existing

3.4

Population Served by Community Water Fluoridation

WFRS

Existing

4.1

State-based Oral Health Surveillance System

ASTDD State
Synopses

New

All adults
≥18 years

Abbreviations:
FQHC = Federally qualified health centers; LTC/SNF = Long-term care/skilled nursing facilities

Appendix 4. Summary of NOHSS indicator revision, by data source
Data source

Indicator Indicator
number

ASTDD State
Synopses

4.1

State-based Oral Health Surveillance System

New

BRFSS

1.8

Dental Visit Among Adults Aged ≥18 Years

Existing

1.9

Dental Visit Among Adults Aged ≥18 Years with Diabetes

Existing

2.17

No Tooth Loss Among Adults Aged 18-64 Years

New

2.18

Six or More Teeth Lost Among Adults Aged ≥65 Years

Existing

2.19

All Teeth Lost Among Adults Aged ≥65 Years

Existing

2.20

Incidence of Invasive Cancer of the Oral Cavity or Pharynx

Existing

2.21

Mortality from Invasive Cancer of the Oral Cavity or Pharynx Existing

1.2

Preventive Dental Service for Children Aged 1-20 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

1.4

Any Dental Service for Children Aged 1-20 Years Enrolled in Revised
Medicaid or CHIP Medicaid Expansion

2.15

Dental Sealant Use Among Children Aged 6-9 Years Enrolled Existing
in Medicaid or CHIP Medicaid Expansion

2.16

Dental Sealant Use Among Children Aged 10-14 Years
Enrolled in Medicaid or CHIP Medicaid Expansion

Existing

3.1

School-Based Health Centers that Provide Dental Sealants

Existing

3.2

School-Based Health Centers that Provide Dental Care

Existing

3.3

School-Based Health Centers that Provide Topical Fluoride

Existing

1.1

Preventive Dental Visit Among Children Aged 1-17 Years

New

1.3

Dental Visit Among Children Aged 1-17 Years

Revised

2.1

Dental Caries Experience Among Children Aged 3-5 Years
Attending Head Start

Revised

2.2

Dental Caries Experience Among Children Attending
Kindergarten

Existing

2.3

Dental Caries Experience Among 3rd Grade Children

Existing

2.4

Untreated Dental Caries Among Children Aged 3-5 Years
Attending Head Start

Revised

2.5

Untreated Dental Caries Among Children Attending
Kindergarten

Existing

2.6

Untreated Dental Caries Among 3rd Grade Children

Existing

2.7

Untreated Dental Caries Among Adults Aged ≥65 Years

Existing

Cancer Registries

CMS-416

CSBHC

NSCH

State Oral Health
Screening Surveys

Existing,
revised, or
new

Revised

Residing In Long-Term Care or Skilled Nursing Facilities
2.8

Untreated Dental Caries Among Adults Aged ≥65 Years
Attending Congregate Meal Sites

Existing

2.9

Urgent Dental Treatment Need Among Children Aged 3-5
Years Attending Head Start

Revised

2.10

Urgent Dental Treatment Need Among Children Attending
Kindergarten

Existing

2.11

Urgent Dental Treatment Need Among 3rd Grade Children

Revised

2.12

Dental Treatment Need Among Adults Aged ≥65 Years
Residing In Long-Term Care or Skilled Nursing Facilities

Existing

2.13

Dental Treatment Need Among Adults Aged ≥65 Years
Attending Congregate Meal Sites

Existing

2.14

Dental Sealant Among Children 3rd Grade Children

Existing

1.9

Teeth Cleaning Among Women Before Pregnancy

PRAMS

1.10

Teeth Cleaning Among Women During Pregnancy

PRAMS

UDS

1.9

Population Receiving Oral Health Services at Federally
Qualified Health Centers

Existing

YRBSS

1.5

Dental Visit Among Adolescents in Grades 9-12

New

WFRS

3.4

Population Served by Community Water Fluoridation

Existing

PRAMS

Abbreviations:
ASTDD = Association of State and Territorial Dental Directors; ASTDD State Synopses = ASTDD
Synopsis Surveys of State and Territorial Dental Public Health Programs; BRFSS = Behavioral Risk
Factor Surveillance System; CHIP = Children’s Health Insurance Program; CMS = Centers for Medicare
& Medicaid Services; CMS-416 = Annual EPSDT Report (form CMS-416); CSBHC = Census of SchoolBased Health Centers; FQHC = Federally qualified health centers; LTC/SNF = Long-term care/skilled
nursing facilities; NSCH = National Survey of Children's Health; NVSS = National Vital Statistics System;
PRAMS = Pregnancy Risk Assessment Monitoring System; UDS = Uniform Data System; WFRS = Water
Fluoridation Reporting System; YRBSS = Youth Risk Behavior Surveillance System

Appendix 5. Summary of NOHSS indicator alignment with other indicator sets or recommendations
Indicator Indicator
number

Healthy
People
2020
objectives1

CSTE
Proposed
Definition of
State-based
Oral Health
Surveillance
System2

Chronic
Disease
Indicators
(CDIs)3

1.1

Preventive Dental Visit Among Children
Aged 1-17 Years

OH-7

√

1.2

Preventive Dental Service for Children
Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion

OH-8

√

1.3

Dental Visit Among Children Aged 1-17
Years

OH-7

√

1.4

Any Dental Service for Children Aged 1-20
Years Enrolled in Medicaid or CHIP
Medicaid Expansion

OH-8

√

1.5

Dental Visit Among Adolescents in Grades
9-12

OH-7

1.6

Dental Visit Among Adults Aged ≥18 Years

OH-7

√

√

1.7

Dental Visit Among Adults Aged ≥18 Years
with Diabetes

D-8

√

√

1.8

Population Receiving Oral Health Services
at Federally Qualified Health Centers

OH-11

1.9

Teeth Cleaning Among Women Before
Pregnancy

1.10

Teeth Cleaning Among Women During
Pregnancy

2.1

Dental Caries Experience Among Children
Aged 3-5 Years Attending Head Start

√

Title V MCH AMCHP Life
Block Grant Course
national
Metrics5
measures4

NPM-13.B

National
Quality
Forum
(NQF)endorsed
measures7

Healthcare
Effectiveness
Data and
Information
Set (HEDIS)8

America’s
Health
Rankings®
meausures9

√
√

√

√

√

√

√

√

√

√
√
NPM-13.A

OH-1.1

LC-41

ADA Dental
Quality
Alliance
(DQA)
measures6

NOM-14

2.2

Dental Caries Experience Among Children
Attending Kindergarten

OH-1.1,
OH-1.2

2.3

Dental Caries Experience Among 3rd Grade
Children

OH-1.2

2.4

Untreated Dental Caries Among Children
Aged 3-5 Years Attending Head Start

OH-2.1

NOM-14

2.5

Untreated Dental Caries Among Children
Attending Kindergarten

OH-2.1,
OH-2.2

NOM-14

2.6

Untreated Dental Caries Among 3rd Grade
Children

OH-2.2

2.7

Untreated Dental Caries Among Adults
Aged ≥65 Years Residing In Long-Term
Care or Skilled Nursing Facilities

OH-3.2,
OH-3.3

2.8

Untreated Dental Caries Among Adults
Aged ≥65 Years Attending Congregate Meal
Sites

OH-3.2,
OH-3.3

2.9

Urgent Dental Treatment Need Among
Children Aged 3-5 Years Attending Head
Start

2.10

Urgent Dental Treatment Need Among
Children Attending Kindergarten

2.11

Urgent Dental Treatment Need Among 3rd
Grade Children

2.12

Dental Treatment Need Among Adults Aged
≥65 Years Residing In Long-Term Care or
Skilled Nursing Facilities

2.13

Dental Treatment Need Among Adults Aged
≥65 Years Attending Congregate Meal Sites

2.14

Dental Sealant Among Children 3rd Grade
Children

NOM-14

√

√

√

OH-12.2

√

NOM-14

NOM-14

2.15

Dental Sealant Use Among Children Aged
6-9 Years Enrolled in Medicaid or CHIP
Medicaid Expansion

OH-12.2

√

√

2.16

Dental Sealant Use Among Children Aged
10-14 Years Enrolled in Medicaid or CHIP
Medicaid Expansion

OH-12.3

√

√

2.17

No Tooth Loss Among Adults Aged 18-64
Years

OH-4.1

2.18

Six or More Teeth Lost Among Adults Aged
≥65 Years

2.19

All Teeth Lost Among Adults Aged ≥65
Years

2.20

Incidence of Invasive Cancer of the Oral
Cavity or Pharynx

2.21

Mortality from Invasive Cancer of the Oral
Cavity or Pharynx

3.1

School-Based Health Centers that Provide
Dental Sealants

OH-9.1

3.2

School-Based Health Centers that Provide
Dental Care

OH-9.2

3.3

School-Based Health Centers that Provide
Topical Fluoride

OH-9.3

3.4

Population Served by Community Water
Fluoridation

4.1

State-based Oral Health Surveillance
System
1

√

√

√

√

OH-4.2

√

√

C-6

√

√

√

√

OH-13

√

√

OH-16

N/A

LC-05

Healthy People 2020 Topics and Objectives (http://www.healthypeople.gov/2020/topicsobjectives2020/default)
Phipps K, Kuthy R, Marianos D, Isman B. State-based oral health surveillance systems: conceptual framework and operational definition. CSTE,
Atlanta, GA, 2013. Available at: http://c.ymcdn.com/sites/www.cste.org/resource/resmgr/Chronic/StateBasedOralHealthSurveill.pdf.
3
Holt JB, Huston SL, Heidari KH, et al. Indicators for Chronic Disease Surveillance — United States, 2013. MMWR Recomm Rep 2015;64(No.
RR-1):1-252 (http://www.cdc.gov/mmwr/pdf/rr/rr6401.pdf)
2

4

Health Resources and Services Administration (HRSA) (2015). Title V Maternal and Child Health Services Block Grant to States Program.
th
Guidance and Forms for the Title V Application/Annual Report (7 Edition).
5
Association of Maternal and Child Health Programs (AMCHP). Life Course Metrics Project (http://www.amchp.org/programsandtopics/dataassessment/Pages/LifeCourseMetricsProject.aspx)
6
American Dental Association (ADA). Dental Quality Alliance® Measure Sets (http://www.ada.org/en/science-research/dental-quality-alliance/dqameasure-activities/measure-sets)
7
National Quality Forum (NQF)-endorsed measures (http://www.qualityforum.org/Measuring_Performance/Measuring_Performance.aspx)
8
Healthcare Effectiveness Data and Information Set (HEDIS) (http://www.ncqa.org/HEDISQualityMeasurement/HEDISMeasures.aspx)
9
United Health Foundation. America’s Health Rankings® Health Measures (http://www.americashealthrankings.org/measures)
NOM=National Outcome Measures; NPM=National Performance Measures; N/A=Not applicable

NOHSS INDICATOR DEFINITION and DETAILS
Indicator group

Access to care

Indicator 1.1
Demographic Group
Numerator

Preventive Dental Visit Among Children Aged 1-17 Years
Resident children and adolescents aged 1-17 years
Children and adolescents aged 1-17 years with at least one parent-reported
preventive dental visit, such as check-ups and dental cleanings, in the previous
year.
Children and adolescents aged 1-17 years (excluding those whose parent
refused to answer, had a missing answer, or answered ―don’t know/not sure‖)
Prevalence with 95% confidence intervals and by demographic characteristics
when feasible. Available every four years (NSCH is being redesigned and the
survey frequency may change (1)).

Denominator
Measures of Frequency

Period for Case
Definition
Data Resource
Background
Significance

Limitations of Indicator
Limitations of Data
Resource
Additional Data
Items

Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

Previous year
National Survey of Children's Health (NSCH); NSCH is being redesigned and
the survey methodology may change (1).
According to the NSCH 2011-12, 77.2% of children aged 1-17 years reported
having had at least one preventive dental visit in the past year (2).
Studies have shown the benefits of regular and age-appropriate preventive
dental visits. Children could avoid complex and expensive restorative and
emergency dental treatment in later years and these changes could ultimately
lead to significant savings in dental expenditures (3,4).
Indicator does not validate types of dental care children actually received.
NSCH is a parent-reported telephone survey and subject to limitations such as
recall bias and non-coverage bias.
Age, sex, race, ethnicity, language household income, insurance
Data Resource Center for Child and Adolescent Health
(http://www.childhealthdata.org/browse/survey); CDC. Chronic Disease
Indicators (http://www.cdc.gov/cdi/index.html)
OH-7: Increase the proportion of children, adolescents, and adults who used the
oral health care system in the past 12 months (Leading Health Indicator)
1.2. Preventive Dental Service for Children Aged 1-20 Years Enrolled in
Medicaid or CHIP Medicaid Expansion
1.3. Dental Visit Among Children Aged 1-17 Years
1.4. Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
References
1. HRSA. National surveys. Retrieved [2/12/2015] from:
http://mchb.hrsa.gov/researchdata/index.html
2. National Survey of Children's Health. NSCH 2011/12. Data query from the Child and Adolescent
Health Measurement Initiative, Data Resource Center for Child and Adolescent Health website.
Retrieved [11/18/2014] from: www.childhealthdata.org
3. Savage MF, Lee JY, Kotch JB, Vann WF. Early preventive dental visits: Effects on subsequent
utilization and costs. Pediatrics 2004;114(4):e418-e423.
4. Ramos-Gomez FJ, Shepard DS. Cost-effectiveness model for the prevention of early childhood
caries. J Calif Dent Assoc. 1999;27(7):539-544.

Indicator group
Indicator 1.2
Demographic Group

Numerator

Denominator

Measures of Frequency
Period for Case Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Access to care
Preventive Dental Service for Children Aged 1-20 Years Enrolled in
Medicaid or CHIP Medicaid Expansion
Children aged 1-20 years who are eligible for the Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT) benefit (categorically and medically
needy)
The unduplicated number of children receiving at least one preventive dental
service by or under the supervision of a dentist as defined by HCPCS codes
D1000 - D1999 (CDT codes D1000 - D1999): Form CMS-416: Line 12b
The total unduplicated number of children ages 1 to 20 who have been
continuously enrolled in Medicaid or CHIP Medicaid Expansion programs for at
least 90 days and are eligible to receive EPSDT services during federal fiscal
year: Form CMS-416: Line 1b
Annual percentage
Federal fiscal year
Centers for Medicare & Medicaid Services (CMS), Form CMS-416: Annual
EPSDT Participation Report. The Form CMS-416 is used by CMS to collect
basic information on State Medicaid and CHIP programs to assess the
effectiveness of EPSDT.
In 2013, 43.2% of children aged 1-20 years eligible for EPSDT for at least 90
continuous days received preventive dental services (1).
Studies have shown the benefits of regular and age-appropriate preventive
dental visits. Children could avoid complex and expensive restorative and
emergency dental treatment in later years, and these changes could ultimately
lead to significant savings in dental expenditures (2,3). Although dental care in
Medicaid is a mandatory service for children through the EPSDT benefit,
ensuring access to dental services remains a concern. Increasing use of
preventive dental services among children enrolled in Medicaid/CHIP is one of
the two performance goals established through the CMS Oral Health Strategy
released in 2011 (4). Besides, the Core Set of Children’s Health Care Quality
Measures (Child Core Set) monitors children’s preventive dental service
utilization using the CMS administrative data, and provides a national estimate
of the quality of health care for children (5).
The indicator does not quantify the number (intensity) of preventive dental
visits in a year or the appropriateness of the service provided. The Form CMS416 and the reporting instructions changed in FFY 2010. As defined by line
12b, "preventive dental service" does not count services provided by a medical
provider or a dental provider not under the supervision of dentist (e.g.,
independent dental hygienist). Data completeness varies widely from state to
state (6). Use caution in making comparisons between years or states.
Like other administrative data, data are subject to reporting error and data
completeness varies widely from state to state (5). Because of variation in state
policy, undercounting of services also occurs in states where health centers
report encounter-based data only. In general, data include services provided
under both fee-for-service and managed care delivery systems. Despite the
CMS requirement for complete reporting including services provided under
both fee-for-service and managed care delivery systems, under-counting of
dental service utilization may occur in states with large managed care
populations. The Form CMS-416 and the reporting instructions changed in FFY
2010. Use caution in making comparisons between years or states.
Age
CMS EPSDT Data (http://www.medicaid.gov/medicaid-chip-programinformation/by-topics/benefits/early-and-periodic-screening-diagnostic-andtreatment.html)

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

OH-8: Increase the proportion of low-income children and adolescents who
received any preventive dental service during the past year
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.4. Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
References
1. Centers for Medicare & Medicaid Services (CMS). EPSDT Data (National, FY 2013). Retrieved
[2/11/2015] from: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/ByTopics/Benefits/Early-and-Periodic-Screening-Diagnostic-and-Treatment.html
2. Savage MF, Lee JY, Kotch JB, Vann WF. Early preventive dental visits: Effects on subsequent
utilization and costs. Pediatrics 2004;114(4):e418-e423.
3. Ramos-Gomez FJ, Shepard DS. Cost-effectiveness model for the prevention of early childhood
caries. J Calif Dent Assoc. 1999;27(7):539-544.
4. CMS. CMS Oral Health Strategy. 2011. Retrieved [02/11/2015] from:
http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-ofCare/Downloads/CMS-Oral-Health-Strategy.pdf
5. CMS. CHIPRA Initial Core Set of Children's Health Care Quality Measures. Available at:
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/chipra-initialcore-set-of-childrens-health-care-quality-measures.html
6. Steinmetz E, Bruen B, Ku L. 2014. Children's use of dental care in Medicaid: Federal fiscal years
2000–2012. Washington, DC: George Washington University Milken Institute School of Public
Health, Department of Health Policy. October 2014. Available at:
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/benefits/downloads/dentaltrends-2000-to-2012.pdf

Indicator group
Indicator 1.3
Demographic Group
Numerator

Denominator

Measures of Frequency
Period for Case Definition
Data Resource
Background
Significance

Access to care
Dental Visit Among Children Aged 1-17 Years
Resident children and adolescents aged 1-17 years
Children and adolescents aged 1-17 years with at least one parent-reported
dental visit for any kind of dental care, including check-ups, dental cleanings, xrays, or filling cavities in the previous year.
Children and adolescents aged 1-17 years (excluding those whose parent
refused to answer, had a missing answer, or answered ―don’t know/not sure‖)
Prevalence with 95% confidence intervals and by demographic characteristics
when feasible. Available every four years (NSCH is being redesigned and the
survey frequency may change (1)).
Previous year
National Survey of Children's Health (NSCH); NSCH is being redesigned and the
survey methodology may change (1).
According to NSCH 2011-12, 77.5% of children aged 1-17 years reported having
had at least one dental visit in the past year (NSCH) (2).
Access to dental care is important to obtain prevention, education, and early
identification and treatment of oral diseases (3). The American Academy of
Pediatric Dentistry, the American Academy of Pediatrics, the American Dental
Association, and the American Association of Public Health Dentistry
recommend establishing a dental home and the first dental visit by age 1 year
(4–7). Referring a child for an oral health examination by a dentist who provides
care for infants and young children, after the first tooth erupts or by age 12
months, establishes the child’s dental home and provides an opportunity to
implement preventive dental health habits that meet each child’s unique needs
and keep the child free from dental or oral disease. Private and public funds are
spent each year for emergency department visits resulting from oral health
conditions and for providing restorations for the children that might have been

avoided with routine and optimal preventive and early dental care (8,9).
Limitations of Indicator
Additional Data
Items

Data Access
Limitations of Data
Resource
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Indicator does not validate types of dental care children actually received.
Age, sex, race, ethnicity, language, household income, insurance
Data Resource Center for Child and Adolescent Health
(http://www.childhealthdata.org/browse/survey); CDC. Chronic Disease
Indicators (http://www.cdc.gov/cdi/index.html)
NSCH is a parent-reported telephone survey, and subject to limitations such as
recall bias and non-coverage bias.
OH-7: Increase the proportion of children, adolescents, and adults who used the
oral health care system in the past 12 months (Leading Health Indicator)
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.2. Preventive Dental Service for Children Aged 1-20 Years Enrolled in
Medicaid or CHIP Medicaid Expansion
1.3. Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion

References
1. HRSA. National surveys. Retrieved [2/12/2015] from:
http://mchb.hrsa.gov/researchdata/index.html
2. National Survey of Children's Health. NSCH 2011/12. Data query from the Child and Adolescent
Health Measurement Initiative, Data Resource Center for Child and Adolescent Health website.
Retrieved [11/18/2014] from: www.childhealthdata.org.
3. Institute of Medicine, National Research Council. Improving access to oral health care for
vulnerable and underserved populations. Washington, DC: National Academies Press; 2011.
Available at http://www.nap.edu/catalog.php?record_id=13116.
4. American Academy of Pediatric Dentistry. Guideline on periodicity of examination, preventive
dental services, anticipatory guidance/counseling, and oral treatment for infants, children, and
adolescents. Chicago, IL: American Academy of Pediatric Dentistry. Available at
http://www.aapd.org/media/Policies_Guidelines/G_Periodicity.pdf.
5. Hale KJ; American Academy of Pediatrics Section on Pediatric Dentistry. Oral health risk
assessment timing and establishment of the dental home. Pediatrics 2003;111:1113–6.
6. American Dental Association. For the dental patient: baby’s first teeth. J Am Dent Assoc
2002;133:255.
7. American Association of Public Health Dentistry. First oral health assessment policy. Springfield,
IL: American Association of Public Health Dentistry; 2004. Available at http://aaphd.org.
8. Lee JY, Bouwens TJ, Savage MF, Vann WF Jr. Examining the cost-effectiveness of early dental
visits. Pediatr Dent 2006;28:102–5.
9. The Pew Center on the States. A costly dental destination—hospital care means states pay
dearly. Philadelphia, PA: The Pew Charitable Trusts; 2012. Available at http://www.
pewtrusts.org/en/topics/state-policy.

Indicator group
Indicator 1.4
Demographic Group

Numerator

Denominator

Access to care
Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
Children aged 1-20 years who are eligible for the Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT) benefit (categorically and medically
needy)
The unduplicated number of individuals receiving at least one dental service by
or under the supervision of a dentist as defined by HCPCS codes D0100 –
D9999 (CDT codes D0100 – D9999): Form CMS-416: Line 12a
The total unduplicated number of individuals ages 1 to 20 who have been
continuously enrolled in Medicaid or CHIP Medicaid Expansion programs for at

least 90 days and are eligible to receive EPSDT services during federal fiscal
year: Form CMS-416: Line 1b
Measures of Frequency
Period for Case Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Annual percentage
Federal fiscal year
Centers for Medicare & Medicaid Services (CMS), Form CMS-416: Annual
EPSDT Participation Report. The Form CMS-416 is used by CMS to collect
basic information on State Medicaid and CHIP programs to assess the
effectiveness of EPSDT.
In 2013, 48.3% of children aged 1-20 years eligible for EPSDT for at least 90
continuous days received any dental services (1).
Access to dental care is important to obtain prevention, education, and early
identification and treatment of oral diseases (2). The American Academy of
Pediatric Dentistry, the American Academy of Pediatrics, the American Dental
Association, and the American Association of Public Health Dentistry
recommend establishing a dental home and the first dental visit by age 1 year
(3–6). Referring a child for an oral health examination by a dentist who
provides care for infants and young children, after the first tooth erupts or by
age 12 months, establishes the child’s dental home and provides an
opportunity to implement preventive dental health habits that meet each child’s
unique needs and keep the child free from dental or oral disease. Private and
public funds are spent each year for emergency department visits resulting
from oral health conditions and for providing restorations for the children that
might have been avoided with routine and optimal preventive and early dental
care (7,8). Although in Medicaid dental care is a mandatory service for children
through the EPSDT benefit, ensuring access to dental services remains a
concern. In 2011, CMS released its national Oral Health Strategy to improve
dental care access among children enrolled in Medicaid and CHIP (9).
The indicator does not provide information on the extent of services provided or
if all services needed are rendered. Data completeness varies widely from
state to state (10). The Form CMS-416 and the reporting instructions changed
in FFY 2010. As defined by line 12a, "any dental service" does not count
services provided by a medical provider, or a dental provider not under the
supervision of dentist (e.g., independent dental hygienist). Use caution in
making comparisons between years or states.
Like other administrative data, data are subject to reporting error and data
completeness varies widely from state to state (10). Because of variation in
state policy, undercounting of services also occurs in states where health
centers report encounter-based data only. In general, data include services
provided under both fee-for-service and managed care delivery systems.
Despite the CMS requirement for complete reporting including services
provided under both fee-for-service and managed care delivery systems,
under-counting of dental service utilization may occur in states with large
managed care populations. The Form CMS-416 and the reporting instructions
changed in FFY 2010. Use caution in making comparisons between years or
states.
Age
CMS EPSDT Data (http://www.medicaid.gov/medicaid-chip-programinformation/by-topics/benefits/early-and-periodic-screening-diagnostic-andtreatment.html)
OH-8: Increase the proportion of low-income children and adolescents who
received any preventive dental service during the past year
1.2. Preventive Dental Service for Children Aged 1-20 Years Enrolled in
Medicaid or CHIP Medicaid Expansion

1.3. Any Dental Visit Among Children Aged 1-17 Years
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Indicator group
Indicator 1.5
Demographic Group
Numerator

Denominator
Measures of Frequency
Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Access to care
Dental Visit Among Adolescents in Grades 9-12
High school students in grades 9-12
Respondents who self-reported at least one dental visit, including checkup/exam, teeth cleanings or other dental work, in the previous year
Respondents of high school students in grades 9-12 (excluding unknowns and
refusals)
Biennial (odd-numbered years from 2015) prevalence with 95% confidence
intervals and by demographic characteristics when feasible.
Previous year
Youth Risk Behavior Surveillance System (YRBSS)
The "dental visit" question is included on the 2015 National and State HighSchool YRBS core questionnaire (1). 2015 data from YRBSS are not currently
available.
Oral diseases and disorders occur throughout the lifespan and are associated
with other health problems. According to NHANES 2011-2012, among
adolescents aged 16-19 years, 67.1% had dental caries experience and 19.1%
had untreated tooth decay (2). Regular access to dental care is important to
obtain prevention, education, and early identification and treatment of oral
diseases (3). Private and public funds are spent each year for emergency
department visits for oral health conditions and providing restorations for the
children that could have potentially been avoided with routine and optimal
preventive and early dental care (4,5).
The dental visit indicator does not convey reasons for visit or whether dental

Limitations of Data Resource

Additional Data
Items

Data Access
Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

care was actually received.
As with all self-reported sample surveys, data might be subject to systematic
error, resulting from noncoverage (e.g., no participation by certain schools),
nonresponse (e.g., refusal to participate in the survey or to answer specific
questions), or measurement (e.g., social desirability or recall bias). YRBSS
data only apply to adolescents who are attending school, and thus may not be
representative of all adolescents in this age group.
Age, sex, race, ethnicity, health-risk behaviors (e.g., tobacco use)
Not currently available; the dental visit data from 2015 YRBSS when available
will be included in the Youth Online
(http://nccd.cdc.gov/youthonline/App/Default.aspx).
OH-7: Increase the proportion of children, adolescents, and adults who used
the oral health care system in the past 12 months (Leading Health Indicator)
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.3. Dental Visit Among Children Aged 1-17 Years
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Indicator group
Indicator 1.6
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource
Background

Significance

Access to care
Dental Visit Among Adults Aged ≥18 Years
Resident persons aged ≥18 years
Respondents aged ≥18 years who reported having visited a dentist or dental
clinic within the previous year
Respondents aged ≥18 years (excluding those who refused to answer, had a
missing answer, or answered ―don’t know/not sure‖).
Biennial (even-numbered years) prevalence with 95% confidence intervals and
by demographic characteristics when feasible.
Previous year
Behavioral Risk Factor Surveillance System (BRFSS)
According to 2012 BRFSS, among the 50 states, DC, and the U.S. territories,
the median estimated age-adjusted percentage of adults who had a dental visit
during the preceding 12 months was 67% (1).
Most of oral diseases are preventable in part with regular visits to the dentist.
Regular use of the oral health-care delivery system leads to better oral health
by providing an opportunity for clinical preventive services and early detection
and treatment of oral diseases (2). However, the prevalence of past-year
dental visit has remained essentially unchanged over the past decade, and is
associated with various sociodemographic characteristics and geographic
location. To address these determinants to reduce health disparities and
improve oral health outcomes, HP2020 chose use of oral health services as a
Leading Health Indicator.

Limitations of Indicator
Limitations of Data Resource

Additional Data
Items
Data Access

Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Indicator does not convey reasons for visiting a dentist or whether dental care
was actually received.
As with all self-reported sample surveys, BRFSS data might be subject to
systematic error resulting from noncoverage (e.g., on college campuses or in
the military), nonresponse (e.g., refusal to participate in the survey or to
answer specific questions), or measurement (e.g., social desirability or recall
bias). To address these concerns, BRFSS began including cellular telephone–
only users in the 2011 data collection. Because of changes in sampling and
weighting methods, 2012 for oral heath indicators is a new baseline for
BRFSS, and comparisons with previous years’ data are inappropriate (3).
Age, sex, race, ethnicity, education, marital status, employment
CDC Behavioral Risk Factor Surveillance System, Prevalence and Trends
Data (http://apps.nccd.cdc.gov/brfss/); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)
OH-7: Increase the proportion of children, adolescents, and adults who used
the oral health care system in the past 12 months (Leading Health Indicator)
1.8. Population Receiving Oral Health Services at Federally Qualified Health
Centers
References
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Indicator group
Indicator 1.7
Demographic Group
Numerator

Denominator

Measures of Frequency
Period for Case Definition
Data Resource
Background

Significance

Access to care
Dental Visit Among Adults Aged ≥18 Years with Diabetes
Resident persons aged ≥18 years
Respondents aged ≥18 years ever told by a doctor or health professional that
they have diabetes (excluding women who were told only when pregnant,
refusals, and unknown) who report having visited a dentist or dental clinic
within the previous year
Respondents aged ≥18 years ever told by a doctor or health professional that
they have diabetes (excluding women who were told only when pregnant,
refusals, and unknown).
Biennial (even-numbered years) prevalence with 95% confidence intervals and
by demographic characteristics when feasible.
Previous year
Behavioral Risk Factor Surveillance System (BRFSS)
According to 2012 BRFSS, among the 50 states, DC, and the U.S. territories,
the overall estimated age-adjusted percentage of adults with diabetes who had
a dental visit during the preceding 12 months was 58% (range: 40.4%--74.4%)
(1).
Periodontal disease is a major complication of diabetes (2). The American
Diabetes Association recommends a dental referral for a comprehensive
periodontal examination for persons with diabetes (3).

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items

Data Access
Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Approximately one fourth of case of diabetes are undiagnosed (2); this
indicator does not adjust for undiagnosed cases of diabetes. The dental visit
indicator does not convey reasons for visit or whether dental care was actually
received.
As with all self-reported sample surveys, BRFSS data might be subject to
systematic error resulting from noncoverage (e.g., on college campuses or in
the military), nonresponse (e.g., refusal to participate in the survey or to
answer specific questions), or measurement (e.g., social desirability or recall
bias). To address these concerns, BRFSS began including cellular telephone–
only users in the 2011 data collection. Because of changes in sampling and
weighting methods, 2012 for oral heath indicators is a new baseline for
BRFSS,and comparisons with previous years’ data are inappropriate (4).
Age, sex, race, ethnicity, education, marital status, employment
CDC Behavioral Risk Factor Surveillance System, Prevalence and Trends
Data (http://apps.nccd.cdc.gov/brfss/); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)
D-8: Increase the proportion of persons with diagnosed diabetes who have at
least an annual dental examination
1.6. Dental Visit Among Adults Aged ≥18 Years
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Indicator group
Indicator 1.8
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access

Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Access to care
Population Receiving Oral Health Services at Federally Qualified Health
Centers
Patients who received any services at Federally Qualified Health Centers
(FQHC) and FQHC look-alikes
Patients who received at least one oral health (dental) service at FQHC and
FQHC look-alikes in a year*
Patients who received any services at FQHC and FQHC look-alikes in a year
Annual prevalence
Calendar year
Uniform Data System (UDS): Each year Health Resources and Services
Administration (HRSA) Health Center Program grantees are required to report
core set of information for reviewing and improving operation and performance
of the health centers.
According to 2013 UDS, 20% of patients at FQHCs (reporting Health Center
Programs) received oral health services (1).
According to the 2011 Medical Expenditure Panel Survey, the prevalence of
having a dental visit during the year was 55% among persons from a high
income family (≥ 400% Federal Poverty Level), compared to only 26% among
persons from a family with low income (<100% Federal Poverty Level) (2).
FQHCs serve diverse patient populations with low income or who lack access
to health care and provide services and interventions, including dental care, to
improve the health of underserved communities and vulnerable populations.
Indicator does not convey what dental service(s) is(are) provided for each
dental visit, and whether dental services rendered at FQHCs actually meet the
dental needs of the patients. Denominator does not exclude patients of FQHCs
that do not have dental clinics.
Stratified dental patient characteristics by age, gender, race, ethnicity or
insurance status are not available. The data quality and accuracy may depend
on grantee health center programs' compliance in data collection and
reporting.
Type of dental services defined by American Dental Association (ADA) Current
Dental Terminology(CDT) codes: emergency, diagnostic, preventive,
restorative, surgical and rehabilitative dental services
HRSA Primary Care: The Health Center Program Health Center Data (Uniform
Data System)
(http://bphc.hrsa.gov/healthcenterdatastatistics/statedata/index.html); CDC.
Chronic Disease Indicators (http://www.cdc.gov/cdi/index.html)
OH-11: Increase the proportion of patients who receive oral health services at
Federally Qualified Health Centers each year
1.3. Dental Visit Among Children Aged 1-17 Years
1.4. Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
1.6. Dental Visit Among Adults Aged ≥18 Years
References
*A patient visit for a dental service is defined in the UDS as "a patient visit between a dentist or
dental hygienist and for the purpose of prevention, assessment, or treatment of a dental problem".
To be included as a visit, services rendered must be documented by grantees in a chart in written
or electronic form in a system which permits ready retrieval of current data for the patient (2014
UDS Reporting Manual:
http://bphc.hrsa.gov/healthcenterdatastatistics/reporting/2014udsmanual.pdf).
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Indicator group
Indicator 1.9
Demographic Group
Numerator
Denominator

Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator
Limitations of Data Resource

Additional Data
Items
Data Access

Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Access to care
Teeth Cleaning Among Women Before Pregnancy
Women who have had a recent live birth
Respondents who reported that they had their teeth cleaned by a dentist or dental
hygienist in the 12 months before their most recent pregnancy.
Respondents who have had a recent live birth, within 2 to 4 months after delivery
(excluding those who refused to answer, had a missing answer, or answered
―don’t know/not sure‖).
Annual prevalence with 95% confidence intervals and by demographic
characteristics when feasible; weighted using the PRAMS methodology (to
compensate for oversampling or other differences between the sampled strata
and the population, as well as non-response and non-coverage).
During the 12 months before the pregnancy resulting in the most recent live birth.
Pregnancy Risk Assessment Monitoring System (PRAMS)
According to PRAMS 2009-2011, among women with a recent live birth in 29
PRAMS participating states, the estimated prevalence of having a teeth cleaning
in the 12 months before pregnancy was 53.9% (median), ranging from 39.5% to
66% (1)
The American College of Obstetricians and Gynecologists (ACOG) and the
American Dental Association (ADA) recommend all pregnant women obtain
counseling on oral healthcare and dental hygiene, preventive services, and
treatment needed before and during their prenatal care period (2).
Indicator does not convey reason for teeth cleaning or whether complete dental
care was actually received.
PRAMS data is only collected from women who delivered a live-born infant, not all
women of reproductive age. Women with fetal death or abortion are excluded in
the survey. Forty states and New York City currently participate in PRAMS,
representing approximately 78% of all U.S. live births; Six other states previously
participated (3). PRAMS data are self-reported and may be subject to recall bias
and under/over reporting of behaviors based on social desirability. While most
self-report surveys such as PRAMS might be subject to systematic error resulting
from non-coverage (e.g. lower landline telephone coverage due to transition to
cell phone only households or undeliverable addresses), nonresponse (e.g.
refusal to participate in the survey or to answer specific questions), or
measurement bias (e.g. recall bias), PRAMS attempts to contact potential
respondents by mail and landline/cell telephone to increase response
rates. Another limitation is that PRAMS estimates only cover the population of
residents in each state who also deliver in that state; therefore, residents who
delivered in a different state are not captured in their resident state.
Age, race, ethnicity, education, marital status, health insurance, prenatal care,
WIC participation
CDC PRAMS CPONDER—CDC’s PRAMS On-line Data for Epidemiologic
Research. Available from: http://apps.nccd.cdc.gov/cPONDER (The PRAMS
online data system is being redesigned and may change); CDC. Chronic Disease
Indicators (http://www.cdc.gov/cdi/index.html)
OH-7: Increase the proportion of children, adolescents, and adults who used the
oral health care system in the past 12 months (Leading Health Indicator)
1.6. Dental Visit Among Adults Aged ≥18 Years
1.10. Teeth Cleaning Among Women During Pregnancy

1. CDC. CPONDER V2.0 - CDC's PRAMS On-line Data for Epidemiologic Research. Retrieved
[09/24/2013] from: http://apps.nccd.cdc.gov/cPONDER/default.aspx?page=main.
2. Oral Health Care During Pregnancy Expert Workgroup. 2012. Oral Health Care During Pregnancy:
A National Consensus Statement. Washington, DC: National Maternal and Child Oral Health Resource
Center.
3. CDC PRAMS. PRAMS Participating States. http://www.cdc.gov/prams/states.htm

Indicator group
Indicator 1.10
Demographic Group
Numerator

Denominator

Measures of Frequency
Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator
Limitations of Data Resource

Additional Data
Items
Data Access

Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Access to care
Teeth Cleaning Among Women During Pregnancy
Women who have had a recent live birth
Respondents who reported that they had their teeth cleaned by a dentist or
dental hygienist during their most recent pregnancy.
Respondents who have had a recent live birth, within 2 to 4 months after
delivery (excluding those who refused to answer, had a missing answer, or
answered ―don’t know/not sure‖).
Annual prevalence with 95% confidence intervals and by demographic
characteristics when feasible; weighted using the PRAMS methodology (to
compensate for oversampling or other differences between the sampled strata
and the population, as well as non-response and non-coverage).
During the pregnancy resulting in the most recent live birth.
Pregnancy Risk Assessment Monitoring System (PRAMS)
According to the 2011 Pregnancy Risk Assessment Monitoring System, among
women with a recent live birth in eight participating states, the estimated
prevalence of having a teeth cleaning during pregnancy ranged from 31.5% to
48.9% (1).
The American College of Obstetricians and Gynecologists (ACOG) and the
American Dental Association (ADA) recommend all pregnant women obtain
counseling on oral healthcare and dental hygiene, preventive services, and
treatment needed before and during their prenatal care period (2).
Indicator does not convey reason for teeth cleaning or whether complete dental
care was actually received.
PRAMS data is only collected from women who delivered a live-born infant, not
all women of reproductive age. Women with fetal death or abortion are excluded
in the survey. Forty states and New York City currently participate in PRAMS,
representing approximately 78% of all U.S. live births; Six other states
previously participated (3). PRAMS data are self-reported and may be subject
to recall bias and under/over reporting of behaviors based on social
desirability. While most self-report surveys such as PRAMS might be subject to
systematic error resulting from non-coverage (e.g. lower landline telephone
coverage due to transition to cell phone only households or undeliverable
addresses), nonresponse (e.g. refusal to participate in the survey or to answer
specific questions), or measurement bias (e.g. recall bias), PRAMS attempts to
contact potential respondents by mail and landline/cell telephone to increase
response rates. Another limitation is that PRAMS estimates only cover the
population of residents in each state who also deliver in that state; therefore,
residents who delivered in a different state are not captured in their resident
state.
Age, race, ethnicity, education, marital status, health insurance, prenatal care,
WIC participation
CDC PRAMS CPONDER—CDC’s PRAMS On-line Data for Epidemiologic
Research. Available from: http://apps.nccd.cdc.gov/cPONDER (The PRAMS
online data system is being redesigned and may change).
OH-7: Increase the proportion of children, adolescents, and adults who used the
oral health care system in the past 12 months (Leading Health Indicator)
1.6. Dental Visit Among Adults Aged ≥18 Years

1.9. Teeth Cleaning Among Women Before Pregnancy
1. CDC. CPONDER V2.0 - CDC's PRAMS On-line Data for Epidemiologic Research. Retrieved
[02/18/2014] from: http://apps.nccd.cdc.gov/cPONDER/default.aspx?page=main.
2. Oral Health Care During Pregnancy Expert Workgroup. 2012. Oral Health Care During
Pregnancy: A National Consensus Statement. Washington, DC: National Maternal and Child Oral
Health Resource Center.
3. CDC PRAMS. PRAMS Participating States. http://www.cdc.gov/prams/states.htm

Indicator group
Indicator 2.1
Demographic Group
Numerator

Denominator

Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Oral health outcome
Dental Caries Experience Among Children Aged 3-5 Years Attending Head
Start
Children 3-5 years of age enrolled in Head Start, including Migrant and Seasonal
Head Start and American Indian and Alaska Native Head Start
Participant children 3-5 years of age with treated and/or untreated dental caries on
primary teeth, defined by the Basic Screening Survey, a tool for state oral health
screening surveys (1)
Participant children 3-5 years of age enrolled in Head Start including Migrant and
Seasonal Head Start and American Indian and Alaska Native Head Start (excluding
unknown and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted by
state's survey methodology. Data collection frequency varied by state. The minimum
recommended frequency for the state oral health screening survey data collection is
every five years, but some states may collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 1999-2004, for children 2-5 years of age, the prevalence of
dental caries experience among children living at <100% FPL was 41.8% compared
to 17.8% among children ≥200% FPL (3).
Oral health is essential to overall health. Good oral health improves a child’s ability
to speak, smile, smell, taste, touch, chew, swallow, and make facial expressions to
show feelings and emotions. Dental caries is one of the most common chronic
diseases of childhood (4). Minority children and children from low-income families
have higher prevalence of dental caries (3). Dental caries can be prevented through
receipt of effective interventions such as community water fluoridation, topical
fluoride, and sealant application (4).
An oral health screening is not a thorough clinical examination and does not involve
making a clinical diagnosis resulting in a treatment plan. The indicator is for a lowincome population group and is not representative of the entire population aged 3-5
years.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey). Nonresponse
may occur at the Head Start program and child level. Some states supplement Head
Start and may not be able to differentiate children funded by the federal Head Start
program. Not all states conduct statewide oral health screening surveys. States may
not field these surveys in the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-1.1: Reduce the proportion of children aged 3 to 5 years with dental caries
experience in their primary teeth.
2.4. Untreated Dental Caries Among Children Aged 3-5 Years Attending Head Start
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Indicator 2.2
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Data Resource
Background

Significance

Limitations of Indicator
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Related Healthy People
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Oral health outcome
Dental Caries Experience Among Children Attending Kindergarten
Children in public elementary school attending Kindergarten (excluding virtual
and home-based schools)
Participant Kindergarten children with treated and/or untreated dental caries on
primary or permanent teeth, defined by the Basic Screening Survey, a tool for
state oral health screening surveys (1)
Participant children in public elementary school attending Kindergarten
(excluding unknown and refusal)
Overall prevalence and by demographic characteristics when feasible,
weighted by state's survey methodology. Data collection frequency varied by
state. The minimum recommended frequency for the state oral health
screening survey data collection is every five years, but some states may
collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, approximately 56% and 14% of children 6-8
years of age had caries experience, in primary teeth and permanent teeth,
respectively (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental caries is one of the most
common chronic diseases of childhood (4). Minority children and children from
low-income families have higher prevalence of dental caries (3). Dental caries
can be prevented through receipt of effective interventions such as community
water fluoridation, topical fluoride, and sealant application (4).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator
is for children enrolled in public schools and may not be representative of the
entire kindergarten population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in
the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by
state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-1.2: Reduce the proportion of children aged 6 to 9 years with dental caries
experience in their primary and permanent teeth.

Related NOHSS Indicators

2.5. Untreated Dental Caries Among Children Attending Kindergarten
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Indicator group
Indicator 2.3
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Oral health outcome
Dental Caries Experience Among 3rd Grade Children
3rd grade children in public elementary school (excluding virtual and homebased schools).
Participant 3rd grade children with treated and/or untreated dental caries on
primary or permanent teeth, defined by the Basic Screening Survey, a tool for
state oral health screening surveys (1)
Participant 3rd grade children in public elementary school (excluding unknown
and refusal)
Overall prevalence and by demographic characteristics when feasible,
weighted by state's survey methodology. Data collection frequency varied by
state. The minimum recommended frequency for the state oral health
screening survey data collection is every five years, but some states may
collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, 56% of children 6-8 years of age had caries
experience, in primary teeth, and 21% of children 6-11 years of age had caries
experience, in permanent teeth (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental caries is one of the most
common chronic diseases of childhood (4). Minority children and children from
low-income families have higher prevalence of dental caries (3). Dental caries
can be prevented through receipt of effective interventions such as community
water fluoridation, topical fluoride, and sealant application (4).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator
is for children enrolled in public schools and may not be representative of the
entire 3rd grade children population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in
the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by
state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

OH-1.2: Reduce the proportion of children aged 6 to 9 years with dental caries
experience in their primary and permanent teeth.
2.6. Untreated Dental Caries Among 3rd Grade Children
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Indicator group
Indicator 2.4
Demographic Group
Numerator

Denominator

Measures of
Frequency

Period for Case
Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Oral health outcome
Untreated Dental Caries Among Children Aged 3-5 Years Attending Head
Start
Children 3-5 years of age enrolled in Head Start, including Migrant and
Seasonal Head Start and American Indian and Alaska Native Head Start
Participant children 3-5 years of age with untreated dental caries on primary
teeth, defined by the Basic Screening Survey, a tool for state oral health
screening surveys (1)
Participant children 3-5 years of age enrolled in Head Start including Migrant
and Seasonal Head Start and American Indian and Alaska Native Head Start
(excluding unknown and refusal)
Overall prevalence and by demographic characteristics when feasible,
weighted by state's survey methodology. Data collection frequency varied by
state. The minimum recommended frequency for the state oral health
screening survey data collection is every five years, but some states may
collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to 2009-2010 NHANES, approximately 14% of children 3-5 years of
age had untreated decay. The prevalence among children living at <100% FPL
was 25% compared to 11% among children ≥100% FPL (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental caries is one of the most
common chronic diseases of childhood (4). Minority children and children from
low-income families have higher prevalence of dental caries (3). Dental caries
can be prevented through receipt of effective interventions such as community
water fluoridation, topical fluoride, and sealant application (4).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator
is for a low-income population group and is not representative of the entire
population aged 3-5 years.
As with all surveys, state oral health survey data are subject to systematic
error resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the Head Start program and child level. Some
states supplement Head Start and may not be able to differentiate children

funded by the federal Head Start program. Not all states conduct statewide
oral health screening surveys. States may not field these surveys in the same
years.
Additional Data
Items
Data Access
Related Healthy
People 2020
Objectives (if
applicable)
Related NOHSS
Indicators

Age, sex, race, ethnicity, language, insurance, geographic area (varied by
state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)

OH-2.1: Reduce the proportion of children aged 3 to 5 years with untreated
dental decay in their primary teeth.
2.1. Dental Caries Experience Among Children Aged 3-5 Years Attending
Head Start
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Indicator group
Indicator 2.5
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case
Definition
Data Resource
Background
Significance

Oral health outcome
Untreated Dental Caries Among Children Attending Kindergarten
Children in public elementary school attending Kindergarten (excluding virtual
and home-based schools)
Participant Kindergarten children with untreated dental caries on primary or
permanent teeth, defined by the Basic Screening Survey, a tool for state oral
health screening surveys (1)
Participant children in public elementary school attending Kindergarten
(excluding unknown and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey
data collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, approximately 20% of children 6-8 years of
age had untreated dental caries in primary teeth (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental caries is one of the most
common chronic diseases of childhood (4). Minority children and children from
low-income families have higher prevalence of dental caries (3). Dental caries
can be prevented through receipt of effective interventions such as community
water fluoridation, topical fluoride, and sealant application (4).

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for children enrolled in public schools and may not be representative of the
entire kindergarten population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in
the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-2.2: Reduce the proportion of children aged 6 to 9 years with untreated
dental decay in their primary and permanent teeth.
2.2. Dental Caries Experience Among Children Attending Kindergarten
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Indicator group
Indicator 2.6
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case
Definition
Data Resource
Background

Oral health outcome
Untreated Dental Caries Among 3rd Grade Children
3rd grade children in public elementary school (excluding virtual and home-based
schools).
Participant 3rd grade children with untreated dental caries on primary or
permanent teeth, defined by the Basic Screening Survey, a tool for state oral
health screening surveys (1)
Participant 3rd grade children in public elementary school (excluding unknown
and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, 20% of children 6-8 years of age had
untreated dental caries, in primary teeth, and 6% of children 6-11 years of age
had untreated dental caries, in permanent teeth (3).

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental caries is one of the most
common chronic diseases of childhood (4). Minority children and children from
low-income families have higher prevalence of dental caries (3). Dental caries can
be prevented through receipt of effective interventions such as community water
fluoridation, topical fluoride, and sealant application (4).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for children enrolled in public schools and may not be representative of the entire
3rd grade children population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in the
same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-2.2: Reduce the proportion of children aged 6 to 9 years with untreated dental
decay in their primary and permanent teeth.
2.3. Dental Caries Experience Among 3rd Grade Children
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Indicator group
Indicator 2.7
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case Definition
Data Resource

Oral health outcome
Untreated Dental Caries Among Adults Aged ≥65 Years Residing In LongTerm Care or Skilled Nursing Facilities
Adults aged ≥65 years residing in long-term care or skilled nursing facilities
Participant adults aged ≥65 years with untreated coronal or root dental caries,
defined by the Basic Screening Survey, a tool for state oral health screening
surveys (1)
Participant older adults with at least one natural tooth (excluding unknowns,
refusals and participants with no natural teeth)
Overall prevalence and by demographic characteristics when feasible, weighted by
state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more frequently
(2).
Current
State Oral Health Screening Surveys

Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)

According to NHANES 1999-2004, approximately 28% of adults 65 years and older
had untreated dental caries (3).
The U.S. population aged 65 and older is projected to be 83.7 million in 2050,
almost double the estimate of 43.1 million in 2012 (4). Oral health is essential to
overall health. Older adults remain at risk for dental caries. In the U.S., lack of
dental insurance is usually a major barrier for older adults to dental care access
(5).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is for
adults aged 65 years and older living in long-term care facilities and is not
representative of the entire population aged 65 years and older.
As with all surveys, state oral health survey data might be subject to systematic
error resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the site and individual level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in the
same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-3.2: Reduce the proportion of adults aged 65 to 74 years with untreated
coronal caries
OH-3.3: Reduce the proportion of adults aged 75 years and older with untreated
root surface caries

Related NOHSS
Indicators
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Indicator group
Indicator 2.8
Demographic Group
Numerator

Denominator

Oral health outcome
Untreated Dental Caries Among Adults Aged ≥65 Years Attending
Congregate Meal Sites
Adults aged ≥65 years attending congregate meal sites
Participant adults aged ≥65 years with untreated coronal or root dental caries,
defined by the Basic Screening Survey, a tool for state oral health screening
surveys (1)
Participant older adults with at least one natural tooth (excluding unknowns,
refusals and participants with no natural teeth)

Measures of Frequency

Period for Case Definition
Data Resource
Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)

Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 1999-2004, approximately 28% of adults 65 years and
older had untreated dental caries (3).
The U.S. population aged 65 and older is projected to be 83.7 million in 2050,
almost double the estimate of 43.1 million in 2012 (4). Oral health is essential to
overall health. Older adults remain at risk for dental caries. In the U.S., lack of
dental insurance is usually a major barrier for older adults to dental care access
(5).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for adults aged 65 years and older attending congregate meal programs and is
not representative of the entire population aged 65 years and older.
As with all surveys, state oral health survey data might be subject to systematic
error resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the site and individual level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in the
same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-3.2: Reduce the proportion of adults aged 65 to 74 years with untreated
coronal caries
OH-3.3: Reduce the proportion of adults aged 75 years and older with untreated
root surface caries

Related NOHSS Indicators
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Indicator group
Indicator 2.9
Demographic Group
Numerator

Oral health outcome
Urgent Dental Treatment Need Among Children Aged 3-5 Years Attending
Head Start
Children 3-5 years of age enrolled in Head Start, including Migrant and Seasonal
Head Start and American Indian and Alaska Native Head Start
Participant children 3-5 years of age with urgent dental treatment need, defined

Denominator

Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access
Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

by the Basic Screening Survey, a tool for state oral health screening surveys (1)
Participant children 3-5 years of age enrolled in Head Start including Migrant and
Seasonal Head Start and American Indian and Alaska Native Head Start
(excluding unknown and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to 2009-2010 NHANES, approximately 14% of children 3-5 years of
age had untreated decay. The prevalence among children living at <100% FPL
was 25% compared to 11% among children ≥100% FPL (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental care is one of the commonly
reported unmet health care needs among children. Access to dental care is
important to obtain prevention, education, and early identification and treatment of
oral diseases (4). Private and public funds are spent each year for emergency
department visits resulting from oral health conditions and for providing
restorations for the children that might have been avoided with routine and
optimal preventive and early dental care (5,6).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for a low-income population group and is not representative of the entire
population aged 3-5 years.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the Head Start program and child level. Some states
supplement Head Start and may not be able to differentiate children funded by
the federal Head Start program. Not all states conduct statewide oral health
screening surveys. States may not field these surveys in the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-2.1: Reduce the proportion of children aged 3 to 5 years with untreated dental
caries in their primary teeth.
2.4. Untreated Dental Caries Among Children Aged 3-5 Years Attending Head
Start
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Indicator group
Indicator 2.10
Demographic Group
Numerator
Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background
Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Oral health outcome
Urgent Dental Treatment Need Among Children Attending Kindergarten
Children in public elementary school attending Kindergarten (excluding virtual and
home-based schools)
Participant Kindergarten children with urgent dental treatment need, defined by the
Basic Screening Survey, a tool for state oral health screening surveys (1)
Participant children in public elementary school attending Kindergarten (excluding
unknown and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted by
state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more frequently
(2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, approximately 20% of children 6-8 years of age
had untreated dental caries in primary teeth (3).
Oral health is essential to overall health. Good oral health improves a child’s ability
to speak, smile, smell, taste, touch, chew, swallow, and make facial expressions to
show feelings and emotions. Dental care is one of the commonly reported unmet
health care needs among children. Access to dental care is important to obtain
prevention, education, and early identification and treatment of oral diseases (4).
Private and public funds are spent each year for emergency department visits
resulting from oral health conditions and for providing restorations for the children
that might have been avoided with routine and optimal preventive and early dental
care (5,6).
An oral health screening is not a thorough clinical examination and does not involve
making a clinical diagnosis resulting in a treatment plan. The indicator is for children
enrolled in public schools and may not be representative of the entire kindergarten
population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey). Nonresponse
may occur at the school and child level. Not all states conduct statewide oral health
screening surveys. States may not field these surveys in the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-2.2: Reduce the proportion of children aged 6 to 9 years with untreated dental
decay in their primary and permanent teeth.
2.5. Untreated Dental Caries Among Children Attending Kindergarten
References
1. ASTDD. ASTDD Basic Screening Surveys. Available: http://www.astdd.org/basic-screening-surveytool/. Accessed: 2/12/2015.
2. Phipps K, Kuthy R, Marianos D, Isman B. State-based oral health surveillance systems: conceptual
framework and operational definition. Council of State and Territorial Epidemiologists, Atlanta, GA, 2013.
Available at:
http://c.ymcdn.com/sites/www.cste.org/resource/resmgr/Chronic/StateBasedOralHealthSurveill.pdf.

Accessed 10-29-2014.
3. Dye BA, Thornton-Evans G, Li X, Iafolla TJ. Dental caries and sealant prevalence in children and
adolescents in the United States, 2011–2012. NCHS data brief, no 191. Hyattsville, MD: National Center
for Health Statistics. 2015.
4. Institute of Medicine. Improving access to oral health care for vulnerable and underserved populations.
Washington, DC: National Academy of Sciences; 2011. Available at
http://www.iom.edu/Reports/2011/Improving-Access-to-Oral-Health-Care-for-Vulnerable-andUnderserved-Populations.aspx .
5.Lee JY, Bouwens TJ, Savage MF, Vann WF Jr. Examining the cost-effectiveness of early dental visits.
Pediatr Dent 2006;28:102–5.
6.The Pew Center on the States. A costly dental destination—hospital care means states pay dearly.
Philadelphia, PA: The Pew Charitable Trusts; 2012. Available at http://www.pewtrusts.org/en/topics/statepolicy

Indicator group
Indicator 2.11
Demographic Group
Numerator
Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if

Oral health outcome
Urgent Dental Treatment Need Among 3rd Grade Children
3rd grade children in public elementary school (excluding virtual and homebased schools).
Participant 3rd grade children with urgent dental treatment need, defined by
the Basic Screening Survey, a tool for state oral health screening surveys (1)
Participant 3rd grade children in public elementary school (excluding unknown
and refusal)
Overall prevalence and by demographic characteristics when feasible,
weighted by state's survey methodology. Data collection frequency varied by
state. The minimum recommended frequency for the state oral health
screening survey data collection is every five years, but some states may
collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 2011-2012, 20% of children 6-8 years of age had
untreated dental caries, in primary teeth, and 6% of children 6-11 years of age
had untreated dental caries, in permanent teeth (3).
Oral health is essential to overall health. Good oral health improves a child’s
ability to speak, smile, smell, taste, touch, chew, swallow, and make facial
expressions to show feelings and emotions. Dental care is one of the
commonly reported unmet health care needs among children. Access to dental
care is important to obtain prevention, education, and early identification and
treatment of oral diseases (4). Private and public funds are spent each year for
emergency department visits resulting from oral health conditions and for
providing restorations for the children that might have been avoided with
routine and optimal preventive and early dental care (5,6).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator
is for children enrolled in public schools and may not be representative of the
entire 3rd grade children population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in
the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by
state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-2.2: Reduce the proportion of children aged 6 to 9 years with untreated
dental decay in their primary and permanent teeth.

applicable)
Related NOHSS
Indicators

2.6. Untreated Dental Caries Among 3rd Grade Children
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Indicator group
Indicator 2.12
Demographic Group
Numerator
Denominator
Measures of Frequency

Period for Case
Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Oral health outcome
Dental Treatment Need Among Adults Aged ≥65 Years Residing In LongTerm Care or Skilled Nursing Facilities
Adults aged ≥65 years residing in long-term care or skilled nursing facilities
Participant adults aged ≥65 years with any dental treatment need, defined by
the Basic Screening Survey, a tool for state oral health screening surveys (1)
Participant older adults (excluding unknowns and refusals)
Overall prevalence and by demographic characteristics when feasible,
weighted by state's survey methodology. Data collection frequency varied by
state. The minimum recommended frequency for the state oral health
screening survey data collection is every five years, but some states may
collect the data more frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 1999-2004, approximately 28% of adults 65 years and
older had untreated dental caries (3). Data are not available on the percent of
adults 65 years and older that needed dental treatment for reasons other than
caries.
The U.S. population aged 65 and older is projected to be 83.7 million in 2050,
almost double the estimate of 43.1 million in 2012 (4). Oral health is essential
to overall health. Older adults remain at risk for oral diseases. In the U.S., lack
of dental insurance is usually a major barrier for older adults to dental care
access (5).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator
is for adults aged 65 years and older living in long-term care facilities and is not
representative of the entire population aged 65 years and older.
As with all surveys, state oral health survey data might be subject to systematic
error resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the site and individual level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by
state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-3.2: Reduce the proportion of adults aged 65 to 74 years with untreated
coronal caries
OH-3.3: Reduce the proportion of adults aged 75 years and older with
untreated root surface caries
2.7. Untreated Dental Caries Among Adults Aged ≥65 Years Residing In LongTerm Care or Skilled Nursing Facilities
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Indicator group
Indicator 2.13
Demographic Group
Numerator
Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Oral health outcome
Dental Treatment Need Among Adults Aged ≥65 Years Attending
Congregate Meal Sites
Adults aged ≥65 years attending congregate meal sites
Participant adults aged ≥65 years with any dental treatment need, defined by the
Basic Screening Survey, a tool for state oral health screening surveys (1)
Participant older adults (excluding unknowns and refusals)
Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey data
collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to NHANES 1999-2004, approximately 28% of adults 65+ years had
untreated decay (3). Data are not available on the percent of adults 65 years and
older that needed dental treatment for reasons other than caries.
The U.S. population aged 65 and older is projected to be 83.7 million in 2050,
almost double the estimate of 43.1 million in 2012 (4). Oral health is essential to
overall health. Older adults remain at risk for oral diseases. In the U.S., lack of
dental insurance is usually a major barrier for older adults to dental care access
(5).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for adults aged 65 years and older attending congregate meal programs and is not
representative of the entire population aged 65 years and older.

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

As with all surveys, state oral health survey data might be subject to systematic
error resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the site and individual level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in the
same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-3.2: Reduce the proportion of adults aged 65 to 74 years with untreated
coronal caries
OH-3.3: Reduce the proportion of adults aged 75 years and older with untreated
root surface caries
2.8. Untreated Dental Caries Among Adults Aged ≥65 Years Attending
Congregate Meal Sites
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Indicator group
Indicator 2.14
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background
Significance

Oral health outcome
Dental Sealants Among 3rd Grade Children
3rd grade children in public elementary school (excluding virtual and homebased schools)
Participant 3rd grade children with at least one dental sealant on a first
permanent molar, defined by the Basic Screening Survey, a tool for state oral
health screening surveys (1)
Participant 3rd grade children in public elementary school (excluding unknown
and refusal)
Overall prevalence and by demographic characteristics when feasible, weighted
by state's survey methodology. Data collection frequency varied by state. The
minimum recommended frequency for the state oral health screening survey
data collection is every five years, but some states may collect the data more
frequently (2).
Current
State Oral Health Screening Surveys
According to 2011-2012 NHANES, approximately 40% of children 6-11 years of
age had at least one dental sealant on their permanent molar teeth (3).
Strong evidences are dental sealants are effective to reduce dental caries in
permanent molars (4). The American Dental Association (ADA) Council on
Scientific Affairs recommends the placement of dental sealants on primary and
permanent molars for children at risk for developing tooth decay (5). Disparities
in receipt of preventive dental care among children persist, and the prevalence of

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

dental sealants was lower among minority and low-income children (6).
An oral health screening is not a thorough clinical examination and does not
involve making a clinical diagnosis resulting in a treatment plan. The indicator is
for children enrolled in public schools and may not be representative of the entire
3rd grade children population.
As with all surveys, state oral health survey data are subject to systematic error
resulting from nonresponse (e.g., refusal to participate in the survey).
Nonresponse may occur at the school and child level. Not all states conduct
statewide oral health screening surveys. States may not field these surveys in
the same years.
Age, sex, race, ethnicity, language, insurance, geographic area (varied by state)
Data from State Oral Health Screening Surveys reported to NOHSS
(http://www.cdc.gov/nohss/ or http://www.cdc.gov/oralhealthdata)
OH-12.2: Increase the proportion of children aged 6 to 9 years who have
received dental sealants on one or more of their permanent first molar teeth.
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
2.15. Dental Sealant Use Among Children Aged 6-9 Years Enrolled in Medicaid
or CHIP Medicaid Expansion
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Indicator group
Indicator 2.15
Demographic Group
Numerator

Denominator

Measures of Frequency
Period for Case Definition

Oral health outcome
Dental Sealant Use Among Children Aged 6-9 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
Children aged 6-9 years who are eligible for the Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT) benefit (categorically and medically needy)
The unduplicated number of children in the age categories of 6-9 receiving a
sealant on a permanent molar tooth regardless of whether the sealant was
provided by a dentist or a non-dentist, as defined by HCPCS code D1351 (CDT
code D1351): Form CMS-416: Line 12d
The total unduplicated number of children in the age categories of 6-9 who have
been continuously enrolled in Medicaid or CHIP Medicaid Expansion programs for
at least 90 days and are eligible to receive EPSDT services during federal fiscal
year: Form CMS-416: Line 1b
Annual percentage
Federal fiscal year

Data Resource

Background

Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Centers for Medicare & Medicaid Services (CMS), Form CMS-416: Annual
EPSDT Participation Report. The Form CMS-416 is used by CMS to collect basic
information on State Medicaid and CHIP programs to assess the effectiveness of
EPSDT.
In 2013, approximately 16% of 6-9 year olds enrolled in Medicaid or CHIP
Medicaid Expansion for at least 90 continuous days during the federal fiscal year
received a dental sealant (1).
Strong evidence indicates that dental sealants are effective in reducing dental
caries in permanent molars (2). The American Dental Association (ADA) Council
on Scientific Affairs recommends the placement of dental sealants on primary and
permanent molars for children at risk for developing tooth decay (3). Disparities in
receipt of preventive dental care among children persist, and the prevalence of
dental sealants was lower among minority and low-income children (4). Although
in Medicaid dental care is a mandatory service for children through the EPSDT
benefit, ensuring access to dental services remains a concern. Increasing the
percentage of children 6-9 years enrolled in Medicaid/CHIP who received a
sealant on a permanent molar tooth is one of the two performance goals
established through the CMS Oral Health Strategy released in 2011 (5). Besides,
the Core Set of Children’s Health Care Quality Measures (Child Core Set)
monitors children’s receipt of dental sealant using the CMS administrative data,
and provides a national estimate of the quality of health care for children (6).
The indicator does not provide information on the extent of services provided, if all
services needed are rendered, or number of children with sealants in place during
the case definition period. Data completeness varies widely from state to state (7).
The Form CMS-416 and the reporting instructions changed in FFY 2010. Use
caution when making comparisons between years or states.
Like other administrative data, data are subject to reporting error and data
completeness varies widely from state to state (5). Because of variation in state
policy, undercounting of services also occurs in states where health centers report
encounter-based data only. In general, data include services provided under both
fee-for-service and managed care delivery systems. Despite the CMS
requirement for complete reporting including services provided under both fee-forservice and managed care delivery systems, under-counting of dental service
utilization may occur in states with large managed care populations. The Form
CMS-416 and the reporting instructions changed in FFY 2010. Use caution when
making comparisons between years or states.

CMS EPSDT Data (http://www.medicaid.gov/medicaid-chip-programinformation/by-topics/benefits/early-and-periodic-screening-diagnostic-andtreatment.html)
OH-12.2: Increase the proportion of children aged 6 to 9 years who have received
dental sealants on one or more of their permanent first molar teeth.
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
2.14. Dental Sealants Among 3rd Grade Children
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Indicator group
Indicator 2.16
Demographic Group
Numerator

Denominator

Measures of Frequency
Period for Case Definition
Data Resource

Background

Significance

Limitations of Indicator

Oral health outcome
Dental Sealant Use Among Children Aged 10-14 Years Enrolled in Medicaid
or CHIP Medicaid Expansion
Children aged 10-14 years who are eligible for the Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT) benefit (categorically and medically needy)
The unduplicated number of children in the age categories of 10-14 receiving a
sealant on a permanent molar tooth regardless of whether the sealant was
provided by a dentist or a non-dentist, as defined by HCPCS code D1351 (CDT
code D1351): Form CMS-416: Line 12d
The total unduplicated number of children in the age categories of 10-14 who
have been continuously enrolled in Medicaid or CHIP Medicaid Expansion
programs for at least 90 days and are eligible to receive EPSDT services during
federal fiscal year: Form CMS-416: Line 1b
Annual percentage
Federal fiscal year
Centers for Medicare & Medicaid Services (CMS), Form CMS-416: Annual
EPSDT Participation Report. The Form CMS-416 is used by CMS to collect
basic information on State Medicaid and CHIP programs to assess the
effectiveness of EPSDT.
In 2013, approximately 13% of 10-14 year olds enrolled in Medicaid or CHIP
Medicaid Expansion for at least 90 continuous days during federal fiscal year
received a dental sealant (1).
Strong evidence indicates that dental sealants are effective in reducing dental
caries in permanent molars (2). The American Dental Association (ADA) Council
on Scientific Affairs recommends the placement of dental sealants on primary
and permanent molars for children at risk for developing tooth decay (3).
Disparities in receipt of preventive dental care among children persist, and the
prevalence of dental sealants was lower among minority and low-income
children (4). Although in Medicaid dental care is a mandatory service for children
through the EPSDT benefit, ensuring access to dental services remains a
concern. Increasing the percentage of children 6-9 years enrolled in
Medicaid/CHIP who received a sealant on a permanent molar tooth is one of the
two performance goals established through the CMS Oral Health Strategy
released in 2011 (5).
The indicator does not provide information on the extent of services provided, if
all services needed are rendered, or number of children with sealants in place
during the case definition period. Data completeness varies widely from state to
state (7). The Form CMS-416 and the reporting instructions changed in FFY
2010. Use caution when making comparisons between years or states.

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Like other administrative data, data are subject to reporting error and data
completeness varies widely from state to state (5). Because of variation in state
policy, undercounting of services also occurs in states where health centers
report encounter-based data only. In general, data include services provided
under both fee-for-service and managed care delivery systems. Despite the
CMS requirement for complete reporting including services provided under both
fee-for-service and managed care delivery systems, under-counting of dental
service utilization may occur in states with large managed care populations. The
Form CMS-416 and the reporting instructions changed in FFY 2010. Use caution
when making comparisons between years or states.

CMS EPSDT Data (http://www.medicaid.gov/medicaid-chip-programinformation/by-topics/benefits/early-and-periodic-screening-diagnostic-andtreatment.html)
OH-12.3: Increase the proportion of adolescents aged 13 to 15 years who have
received dental sealants on one or more of their permanent molar teeth
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.7. Dental Visit Among Adolescents in Grades 9-12
References
1. Centers for Medicare & Medicaid Services (CMS). EPSDT Data (National, FY 2013). Retrieved
[2/11/2015] from: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/ByTopics/Benefits/Early-and-Periodic-Screening-Diagnostic-and-Treatment.html
2. Guide to community preventive services. Preventing dental caries: school-based dental sealant
delivery programs. Available: www.thecommunityguide.org/oral/schoolsealants.html
3. Beauchamp J, Caufield PW, Crall JJ, et al. Evidence-based clinical recommendations for the use
of pit-and-fissure sealants. A report of the American Dental Association Council on Scientific Affairs.
J Am Dent Assoc 2008;139:257–68.
4. Dye BA, Li X, Thorton-Evans G. Oral health disparities as determined by selected healthy people
2020 oral health objectives for the United States, 2009-2010. NCHS Data Brief. 2012;(104):1-8.
5. CMS. CMS Oral Health Strategy. 2011. Retrieved [02/11/2015] from:
http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMSOral-Health-Strategy.pdf
6. Steinmetz E, Bruen B, Ku L. 2014. Children's use of dental care in Medicaid: Federal fiscal years
2000–2012. Washington, DC: George Washington University Milken Institute School of Public
Health, Department of Health Policy. October 2014. Available at: http://www.medicaid.gov/medicaidchip-program-information/by-topics/benefits/downloads/dental-trends-2000-to-2012.pdf

Indicator group
Indicator 2.17
Demographic Group
Numerator

Denominator
Measures of Frequency
Period for Case Definition
Data Resource
Background

Oral health outcome
No Tooth Loss Among Adults Aged 18-64 Years
Resident persons aged 18-64 years
Respondents aged 18-64 years who report having no permanent teeth
extracted due to tooth decay or gum disease
Respondents aged 18-64 years (excluding those who refused to answer, had a
missing answer, or answered ―don’t know/not sure‖).
Biennial (even-numbered years) prevalence with 95% confidence intervals and
by demographic characteristics when feasible.
Current
Behavioral Risk Factor Surveillance System (BRFSS)
According to BRFSS 2012, among the 50 states and DC, the median estimated
age-adjusted percentage of adults age 18-64 years who had no permanent
teeth extracted due to tooth decay or gum diseases was 64.3% (1).

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Adequate personal, professional, and population-based preventive practices,
and advancements in dental treatment have helped ensure tooth retention
throughout life (2). Tooth loss affects a person’s ability to chew and speak and
can interfere with social functioning (2). The most common causes of tooth loss
in adults are tooth decay and periodontal (gum) disease. Despite an overall
declining trend in tooth loss in the US population, disparities remain across
some population groups, such as higher prevalence of tooth loss in adults with
lower family income and lower educational level, and current smokers (3).
Indicator does not differentiate causes of tooth loss and or include other
reasons for tooth loss. Health beliefs, societal attitudes and history of dental
treatment affect the levels of tooth loss. The indicator does not consider these
questions.
As with all self-reported sample surveys, BRFSS data might be subject to
systematic error resulting from noncoverage (e.g., on college campuses or in
the military), nonresponse (e.g., refusal to participate in the survey or to answer
specific questions), or measurement (e.g., social desirability or recall bias). To
address these concerns, BRFSS began including cellular telephone–only users
in the 2011 data collection. Because of changes in sampling and weighting
methods, 2012 for oral heath indicators is a new baseline for BRFSS, and
comparisons with previous years’ data are inappropriate (4).
Age, sex, race, ethnicity, education, marital status, employment
CDC Behavioral Risk Factor Surveillance System, Prevalence and Trends Data
(http://apps.nccd.cdc.gov/brfss/); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)
OH 4.1: Reduce the proportion of adults aged 45 to 64 years who have ever
had a permanent tooth extracted because of dental caries or periodontitis
2.18. Six or More Teeth Lost Among Adults Aged ≥65 Years
2.19. All Teeth Lost Among Adults Aged ≥65 Years
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Indicator group
Indicator 2.18
Demographic Group
Numerator

Denominator
Measures of Frequency
Period for Case

Oral health outcome
Six or More Teeth Lost Among Adults Aged ≥65 Years
Resident persons aged ≥65 years
Respondents aged ≥65 years who report having lost six or more teeth due to
tooth decay or gum disease
Respondents aged ≥65 years (excluding those who refused to answer, had a
missing answer, or answered ―don’t know/not sure‖).
Biennial (even-numbered years) prevalence with 95% confidence intervals and by
demographic characteristics when feasible.
Current

Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS
Indicators

Behavioral Risk Factor Surveillance System (BRFSS)
According to BRFSS 2012, among the 50 states and DC, the median estimated
age-adjusted percentage of adults aged ≥65 years reported having lost six or
more teeth due to tooth decay or gum disease was 39.5% (range: 26.1%-65.5%)(1).
The prevalence of edentulism among older adults decreased during 1999-2010,
as a result of better prevention and control of underlying causes of tooth loss,
dental caries and periodontal diseases (2,3). Because having 20 teeth is
considered necessary for functional dentition, even partial tooth loss can
compromise person's essential chewing and speech functions and diminish
quality of life (4).
Indicator does not differentiate causes of tooth loss and or include other reasons
for tooth loss. Health beliefs, societal attitudes and history of dental treatment
affect the levels of tooth loss. The indicator does not consider these questions.
As with all self-reported sample surveys, BRFSS data might be subject to
systematic error resulting from noncoverage (e.g., on college campuses or in the
military), nonresponse (e.g., refusal to participate in the survey or to answer
specific questions), or measurement (e.g., social desirability or recall bias). To
address some of these potential concerns, BRFSS began including cellular
telephone–only users in the 2011 data collection. Because of changes in
sampling and weighting methods, 2012 for oral heath indicators is a new baseline
for BRFSS, and comparisons with previous years’ data are inappropriate (5).
Age, sex, race, ethnicity, education, marital status
CDC Behavioral Risk Factor Surveillance System, Prevalence and Trends Data
(http://apps.nccd.cdc.gov/brfss/); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)

None
2.17. No Tooth Loss Among Adults Aged 18-64 Years
2.19. All Teeth Lost Among Adults Aged ≥65 Years
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Indicator group
Indicator 2.19
Demographic Group
Numerator
Denominator

Oral health outcome
All Teeth Lost Among Adults Aged ≥65 Years
Resident persons aged ≥65 years
Respondents aged ≥65 years who reported having lost all of their natural teeth
due to tooth decay or gum disease
Respondents aged ≥65 years (excluding those who refused to answer, had a

Measures of Frequency
Period for Case Definition
Data Resource
Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

missing answer, or answered ―don’t know/not sure‖).
Biennial (even-numbered years) prevalence with 95% confidence intervals and by
demographic characteristics when feasible.
Current
Behavioral Risk Factor Surveillance System (BRFSS)
According to BRFSS 2012, among the 50 states and DC, the median estimated
age-adjusted percentage of adults age ≥65 years who had lost all natural teeth
due to tooth decay or gum diseases was 16.2% (1).
The prevalence of edentulism among older adults decreased during 1999-2010,
as a result of better prevention and control of underlying causes of tooth loss,
dental caries and periodontal diseases (2,3). However, complete tooth loss is still
prevalent among low income or racial/ethnic minority older adults (4). Loss of all
natural permanent teeth (complete tooth loss) substantially reduces quality of life,
self-image, and daily functioning (5).
Indicator does not differentiate causes of tooth loss and or include other reasons
for tooth loss. Health beliefs, societal attitudes and history of dental treatment
affect the levels of tooth loss. The indicator does not consider these questions.
As with all self-reported sample surveys, BRFSS data might be subject to
systematic error resulting from noncoverage (e.g., on college campuses or in the
military), nonresponse (e.g., refusal to participate in the survey or to answer
specific questions), or measurement (e.g., social desirability or recall bias). To
address these concerns, BRFSS began including cellular telephone–only users in
the 2011 data collection. Because of changes in sampling and weighting methods,
2012 for oral heath indicators is a new baseline for BRFSS, and comparisons with
previous years’ data are inappropriate (6).
Age, sex, race, ethnicity, education, marital status
CDC Behavioral Risk Factor Surveillance System, Prevalence and Trends Data
(http://apps.nccd.cdc.gov/brfss/); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)
OH-4.2: Reduce the proportion of older adults aged 65 to 74 years who have lost
all of their natural teeth
2.18. Six or More Teeth Lost Among Adults Aged ≥65 Years
2.17. No Tooth Loss Among Adults Aged 18-64 Years
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Indicator group
Indicator 2.20
Demographic Group
Numerator

Denominator
Measures of Frequency

Period for Case Definition
Data Resource

Background

Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Oral health outcome
Incidence of Invasive Cancer of the Oral Cavity or Pharynx
All resident persons
Incident cases of cancer with an International Classification of Diseases for
Oncology, Second Edition, or International Classification of Diseases for Oncology,
Third Edition (for cases diagnosed after January 1, 2001) code C00.0–C14.8 and a
behavior code of 3 (malignant, primary site, excluding histologic types M9590–
M9989) among residents during a calendar year.
Midyear resident population for the same calendar year
Average annual number of incident cases. Average annual incidence rate, crude
and age adjusted (standardized by the direct method to the year 2000 standard
U.S. population based on single years of age from the U.S. census P25–1130
series estimates, which are combined to form 5-year age groups) with 95%
confidence intervals and by demographic characteristics when feasible.
Five years
Cancer incidence data from statewide central cancer registries (numerator) and
population estimates from the U.S. Census Bureau or suitable alternative
(denominator)
In 2007-2011, the five-year average annual age-adjusted incidence rate (per
100,000 population) of invasive cancer of oral cavity or pharynx in the U.S. was
11.2, ranging from 8.8 to 13.2 for the 50 states and DC (1).
In 2010, approximately 36,300 people were diagnosed with cancer of the oral
cavity or pharynx, and approximately 8,500 people died from the disease (2). The
incidence of and mortality from cancer of the oral cavity and pharynx is more than
twice as high among men as among women (2). Cancer of the oral cavity and
pharynx is associated with use of tobacco products, excessive alcohol use and
human papillomavirus (HPV) infection (3,4) Together, alcohol and tobacco use
account for approximately 75% of oral and pharyngeal cancers in the United States
(3,4). A significant percentage (63%) of cancers primarily involving the base of the
tongue and tonsils (i.e., oropharynx) have been linked to HPV infection (5).
Cancer of the oral cavity and pharynx has a long latency period and years might
pass before changes in behavior or clinical practice patterns affect the incidence of
oral and pharyngeal cancer.
Data from some statewide central cancer registries may not meet standards for
data completeness and quality. Therefore, nationwide estimates calculated from
aggregated state data might not include data from each state. However, state
registry data should accurately represent state cancer incidence in the majority of
states, particularly where completeness and quality of registry data are high.
gender, race, ethnicity
CDC, National Program of Cancer Registries, United States Cancer Statistics
(http://apps.nccd.cdc.gov/uscs/cancersbystateandregion.aspx); CDC. Chronic
Disease Indicators (http://www.cdc.gov/cdi/index.html)

2.21. Mortality from Invasive Cancer of the Oral Cavity or Pharynx
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Indicator group
Indicator 2.21
Demographic Group
Numerator
Denominator
Measures of Frequency

Period for Case Definition
Data Resource
Background
Significance

Limitations of Indicator
Limitations of Data Resource
Additional Data
Items
Data Access

Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Oral health outcome
Mortality from Invasive Cancer of the Oral Cavity or Pharynx
All resident persons
Deaths with International Classification of Diseases (ICD)-10 codes C00 – C14 as the
underlying cause of death among residents during a calendar year.
Midyear resident population for the same calendar year
Average annual mortality rate – crude and age-adjusted (standardized by the direct
method to the year 2000 standard U.S. population based on single years of age from
the Census P25-1130 series estimates which are summed to form 5-year age groups)
–with 95% confidence intervals and by demographic characteristics when feasible.
Five years
Death certificate data from vital statistics agencies (numerator) and population
estimates from the U.S. Census Bureau or suitable alternative (denominator)
In 2006-2010, the five-year average annual age-adjusted mortality rate per 100,000
population in the US was 2.5, with range of 1.4--3.8 for the 50 states and DC (1).
In 2010, approximately 36,300 people were diagnosed with cancer of the oral cavity
or pharynx, and approximately 8,500 people died from the disease (2). The incidence
of and mortality from cancer of the oral cavity and pharynx is more than twice as high
among men compared to women (2). Cancer of the oral cavity and pharynx is
associated with use of tobacco products, excessive alcohol use and human
papillomavirus (HPV) infection (3,4) Together, alcohol and tobacco use account for
approximately 75% of oral and pharyngeal cancers in the United States (3,4). A
significant percentage (63%) of cancers primarily involving the base of the tongue and
tonsils (i.e., oropharynx) have been linked to HPV (5).
Cancer of the oral cavity and pharynx has a long latency period and years might pass
before changes in behavior or clinical practice patterns affect the population mortality.
Causes of death or other variables listed on the death certificate might be inaccurate.
gender, race, ethnicity
CDC, National Program of Cancer Registries, United States Cancer Statistics
(http://apps.nccd.cdc.gov/uscs/cancersbystateandregion.aspx); CDC. Chronic
Disease Indicators (http://www.cdc.gov/cdi/index.html)

C-6: Reduce the oral and pharyngeal cancer death rate
2.20. Incidence of Invasive Cancer of the Oral Cavity or Pharynx
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Indicator group
Indicator 3.1
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data
Resource

Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

Community intervention
School-Based Health Centers that Provide Dental Sealants
Students served at school-based health centers
Responding school-based health centers that provide dental sealants
Responding school-based health centers that provide primary care (excluding
unknowns and refusals)
Annual (every three years) percentage
School year
School-Based Health Alliance, Census of School-Based Health Centers (CSBHC):
Every three years, the School-Based Health Alliance conducts a national census of
the school-based health care field. The Census provides up-to-date information
about school-based health center demographics, staffing, health services and
prevention activities, policies, utilization, and financing (1).
The proportion of school-based health centers that provided dental sealants, on site
or through mobile unit, was 37%, in 2010-2011 (1).
Access to oral health care services can contribute significantly to improving health
among children and adolescents. School-based health centers across the nation
are adding and expanding oral health services both on-site and through mobile
units (1).
Due to the voluntary nature of the census, data are solely based on responding
SBHCs. For states with a small number of SBHCs or low response rates, the
reporting percentage may vary greatly by year and state and needs to be
interpreted with caution. Indicator does not provide information on the extent of
services provided or if all services needed are rendered.
The SBHA Census data are based on responding SBHCs and may not represent
data for all SBHCs. As with all self-reported surveys, CSBHC data are subject to
systematic error resulting from nonresponse (e.g., refusal to participate in the
survey or to answer specific questions) or measurement (e.g., social desirability,
recall bias, or respondents’ knowledge and interpretation of the questions).

School-Based Health Alliance, Census of School-Based Health Centers (CSBHC)
Annual Report
OH-9.1: Increase the proportion of school-based health centers with an oral health
component that includes dental sealants.
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.2. Preventive Dental Service For Children Aged 1-20 Years Enrolled in Medicaid
or CHIP Medicaid Expansion
2.15. Dental Sealant Use Among Children Aged 6-9 Years Enrolled in Medicaid or
CHIP Medicaid Expansion

References
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Indicator group
Indicator 3.2
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource

Background
Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access
Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Community intervention
School-Based Health Centers that Provide Dental Care
Students served at school-based health centers
Responding school-based health centers that provide general dental care
Responding school-based health centers that provide primary care (excluding
unknowns and refusals)
Annual (every three years) percentage
School year
School-Based Health Alliance, Census of School-Based Health Centers (CSBHC):
Every three years, the School-Based Health Alliance conducts a national census of
the school-based health care field. The Census provides up-to-date information
about school-based health center demographics, staffing, health services and
prevention activities, policies, utilization, and financing (1).
The proportion of school-based health centers that provided general dental care, on
site or through mobile unit, was 16%, in 2010-11 (1).
Access to oral health care services can contribute significantly to improving health
among children and adolescents. School-based health centers across the nation
are adding and expanding oral health services both on-site and through mobile
units (1).
Due to the voluntary nature of the census, data are solely based on responding
SBHCs. For states with a small number of SBHCs or low response rates, the
reporting percentage may vary greatly by year and state and needs to be
interpreted with caution. Indicator does not provide information on the extent of
services provided or if all services needed are rendered.
The SBHA Census data are based on responding SBHCs and may not represent
data for all SBHCs. As with all self-reported surveys, CSBHC data are subject to
systematic error resulting from nonresponse (e.g., refusal to participate in the
survey or to answer specific questions) or measurement (e.g., social desirability,
recall bias, or respondents’ knowledge and interpretation of the questions).

School-Based Health Alliance, Census of School-Based Health Centers (CSBHC)
Annual Report
OH-9.2: Increase the proportion of school-based health centers with an oral health
component that includes dental care.
1.3. Any Dental Visit Among Children Aged 1-17 Years
1.4. Any Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or CHIP
Medicaid Expansion
1.5. Dental Visit Among Adolescents in Grades 9-12
References
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Indicator group
Indicator 3.3
Demographic Group
Numerator
Denominator

Community intervention
School-Based Health Centers that Provide Topical Fluoride
Students served at school-based health centers
Responding school-based health centers that provide topical fluoride
Responding school-based health centers that provide primary care (excluding
unknowns and refusals)

Measures of Frequency
Period for Case Definition
Data Resources

Background

Significance

Limitations of Indicator

Limitations of Data Resource

Additional Data
Items
Data Access
Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

Annual (every three years) percentage
School year
School-Based Health Alliance, Census of School-Based Health Centers (CSBHC):
Every three years, the School-Based Health Alliance conducts a national census of
the school-based health care field. The Census provides up-to-date information
about school-based health center demographics, staffing, health services and
prevention activities, policies, utilization, and financing (1).
The proportions of school-based health centers that provided topical fluoride, on site
or through mobile unit, in 2010-11 were: 37% (fluoride varnish), 28% (fluoride
mouthrinse) and 23% (fluoride supplements) (1).
Access to oral health care services can contribute significantly to improving health
among children and adolescents. School-based health centers across the nation are
adding and expanding oral health services both on-site and through mobile units (1).
Due to the voluntary nature of the census, data are solely based on responding
SBHCs. For states with a small number of SBHCs or low response rates, the
reporting percentage may vary greatly by year and state and needs to be interpreted
with caution. Indicator does not provide information on the extent of services
provided or if all services needed are rendered.
The SBHA Census data are based on responding SBHCs and may not represent
data for all SBHCs. As with all self-reported surveys, CSBHC data are subject to
systematic error resulting from nonresponse (e.g., refusal to participate in the survey
or to answer specific questions) or measurement (e.g., social desirability, recall bias,
or respondents’ knowledge and interpretation of the questions).

School-Based Health Alliance, Census of School-Based Health Centers (CSBHC)
Annual Report
OH-9.3: Increase the proportion of school-based health centers with an oral health
component that includes topical fluoride.
1.1. Preventive Dental Visit Among Children Aged 1-17 Years
1.2. Preventive Dental Service for Children Aged 1-20 Years Enrolled in Medicaid or
CHIP Medicaid Expansion
References
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Indicator group
Indicator 3.4
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource

Background

Community intervention
Population Served by Community Water Fluoridation
Population on community water systems
Population on community water systems that received optimally fluoridated drinking
water in a year
Population on community water systems
Biennial (even-numbered years) annual percentage
Annual
Water Fluoridation Reporting System (WFRS): Water systems that adjust the
fluoride of their water to the optimal level for decay prevention collect data to
monitor fluoridation quality. State fluoridation managers enter all of these data into
WFRS and generate reports that can be used to assure program quality. All 50
states and the District of Columbia are participating in the WFRS.
In 2012, 74.6% of U.S. population on community water system received fluoridated
drinking water (1).

Significance

Limitations of Indicator

Limitations of Data Resource
Additional Data
Items
Data Access

Related Healthy People 2020
Objectives (if applicable)
Related NOHSS Indicators

In the United States, community water fluoridation has been the basis for the
primary prevention of dental caries (tooth decay) for 70 years. Fluoridation has
been recognized by CDC as one of ten public health achievements in the 20th
century (2). It is a safe and effective intervention that requires no behavior change
by individuals, and does not depend on access or availability of professional
services (3). Water fluoridation benefits all members of a community served by
community water supplies regardless of their socioeconomic status or
race/ethnicity(3). Fluoridation helps to lower the cost of dental care and helps
residents retain their teeth throughout life (4,5). It has been estimated that every $1
invested in community water fluoridation saves approximately $38 in prevented
dental treatment costs (4).
Some persons may have been counted twice. Water systems may report total persons
served, which could include persons with primary and secondary residences, such as
college students or recreational homes. Water systems base their estimates of
population served on the number of connections to the system multiplied by the
estimated number of people served at each connection. Because these are estimates,
perfect deduplication is not possible.
States' data collection/reporting standardization should be improved.

CDC Division of Oral Health Water Fluoridation Statistics
(http://www.cdc.gov/fluoridation/statistics.htm); CDC. Chronic Disease Indicators
(http://www.cdc.gov/cdi/index.html)
OH-13: Increase the proportion of the U.S. population served by community water
systems with optimally fluoridated water
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Indicator group
Indicator 4.1
Demographic Group
Numerator
Denominator
Measures of Frequency
Period for Case Definition
Data Resource

Infrastructure
State-based Oral Health Surveillance System
50 States and the District of Columbia
Number of States or the District of Columbia that meets the CSTE proposed
operational definition of state-based oral health surveillance system (1)
50 States and the District of Columbia
Annual number
Current
Annual Synopses of State and Territorial Dental Public Health Programs (ASTDD
State Synopses): The Association of State and Territorial Dental Directors
(ASTDD) fields the Synopses of State of Territorial Dental Public Health Programs
annually and asks state dental directors to report their use of a range of data
systems to monitor and report trends in oral health status, risk factors and

utilization of health care.

Background

Significance

Limitations of Indicator

Limitations of Data
Resource
Additional Data
Items
Data Access
Related Healthy People
2020 Objectives (if
applicable)
Related NOHSS Indicators

The current operational definition for HP 2020 Objective OH-16, developed
originally for HP2010, is the number of states with surveillance data for at least six
of the nine possible surveillance databases with oral health information. Since
Objective OH-16 was developed, however, public health surveillance framework
has been transformed by a variety of external factors: new information
technologies, new data sources, and an expanded view of what constitutes oral
health and adequate oral health surveillance The revised operational definition of
state-based oral health surveillance system proposed by CSTE is broad-based,
covering a variety of oral diseases and conditions, along with access to dental care
and community water fluoridation. Moreover, it includes an oral health surveillance
plan, a core or foundational set of surveillance elements for a state oral health
surveillance system, and timely, public availability of actionable data. The definition
will encourage states to expand their oral health surveillance systems to include a
wider variety of indicators, based on state needs and resources (1).
Public health leaders recognize that oral health surveillance should address a
variety of conditions, risk factors and external influences; employ a variety of
methods and data sources; and go beyond basic disease reporting. In addition, it
must address the overarching purpose of surveillance: providing actionable
information to guide public health policy and programs. (1).
Although having publicly available oral health data is one of the elements defined
for this indicator, data may not reflect the extent to which specific data are used to
guide public health programs and policies,
Like other self-reported administrative data, data are subject to reporting error
(e.g., recall bias, respondents’ knowledge and interpretation of the questions).

ASTDD State Synopses (http://apps.nccd.cdc.gov/synopses/index.asp)
OH-16. Increase the number of States and the District of Columbia that have an
oral and craniofacial health surveillance system
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