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The purpose of this paper is to examine the demographics of dental service providers and
their relationship to the rural and underserved populations on a state and national level. The
2000 Surgeon General’s Report on America’s Oral Health states that while dental health for most
Americans has improved significantly since the 1960’s, access to care for many segments of the
population is a serious problem. According to the report, tooth decay is the single most common
chronic childhood disease as well as the most preventable. 1 Although the prevalence of tooth
decay has declined, it is still a problem among the low income and ethnic minority groups.
Nearly 80% of dental caries occur among 25% of children, most of whom are from lower income
families. 2 The CDC’s Division of Oral Health and the Association of State and Territorial
Dental Directors have developed the National Oral Health Surveillance System to monitor oral
disease, water fluoridation, and the delivery of oral health care on a national and state level.
With the assistance of the Council of State and Territorial Epidemiologists and Chronic Disease
Directors a list of surveillance indicators for oral health was determined. 3 These indicators allow
for standardized reporting and monitoring of dental conditions for equal comparisons of data. A
report from the General Accounting Office (GAO) shows that key dental health indicators of
untreated tooth decay, reduced work hours due to dental pain, and tooth loss are significantly
higher in the low income and rural populations. 4 The incidence of caries and untreated decay
varies among selected populations of children in the United States, ranging from 72% untreated
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decay in the American Indian population to 39% in the African American population, as
compared to 21% in the white population. (See appendix 1.) The adult population demonstrates
the same disparity in untreated dental caries as the children but at a much higher rate. (See
appendix 2.) For all age groups, the individuals from poor families are more likely to have
untreated caries than those living above the poverty level. People living in rural areas also have
a higher oral disease burden because of difficulties in accessing preventive and treatment
services. 5 Figures from 1996 show 28% of the rural population having a dental visit compared
to 56% in the higher income groups. 6
The data available shows access to oral health care in the State of Wisconsin is better than
the national averages. 7 Wisconsin is predominantly a rural state with a population of
approximately 5.3 million people. The estimated poverty rate is 9.2% for all ages and 14.3
percent for children 0-17 as compared to a national average of 19.9%. 8 In a report published by
the Wisconsin Dental Association Supply and Demand for Dental Services: Wisconsin, 20102020, the population statistics show that the smaller rural counties are poorer, have a much larger
percentage of people who are Medicaid eligible, have a much lower cost of living and are in poor
oral health relative to people in the larger counties. 9 A 2009 Wisconsin Department of Health
Services survey for the Head Start program indicates that of the children enrolled in the program,
36% had previous tooth decay, 26% had untreated decay, and 27% needed urgent dental care. 10
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The Northern counties in Wisconsin have higher rates of oral disease than other parts of the state
with 46.1% of children screened in Northern Wisconsin having untreated decay – a significantly
higher percentage than any other region. 11
The State of Wisconsin is progressive when it comes to programs promoting access to
dental care. Risk surveillance programs targeted for pregnant women, early childhood, school
screenings, sealant placement, fluoridation, and an active Medical Assistance (MA) program for
dental insurance coverage would seem to reduce the disparities that exist in dental health
delivery. While Wisconsin statistics show that 98% of the children 19 years and younger below
the federal poverty level are covered for dental insurance, they also show that fewer than one in
four saw a dentist in 2007, leaving more than 300,000 insurance covered children at risk. 12 New
initiatives to eliminate disparities will be explored along with factors associated with increased
access to dental care.
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Hepatitis B remains a significant public health problem. Although the US prevalence is
estimated at less than one percent, an estimate of infected individuals in the US ranges from 1.25
to 2 million people, with the highest rates of infection occurring in young adults ranging in age
from 25 to 39 years. i Approximately 43,000 new infections occur annually. Additionally, 3,000
deaths occur on a yearly basis as a result of disease associated with chronic hepatitis B
infection. ii

Medical personnel are commonly exposed to bodily fluids that are capable of carrying the
hepatitis virus; these workers can be at risk for infection from this accidental exposure, and 510% of these exposed workers become chronically infected. iii,iv,v The hepatitis B vaccine first
became available in 1981. However, it was not widely used until the introduction of the
recombinant form in 1986. This vaccine offers a significant opportunity to reduce the risk of
transmission to healthcare workers, and in fact has led to a marked reduction in new disease in
this population since its introduction, with the number of occupational hepatitis B infections in
the United States falling from 10,000 in 1983 to only 400 in 2002. vi

The hepatitis B vaccine immune response lasts for many years, even if a titer obtained by routine
laboratory methods is no longer measurable. No infection has ever been documented in known
exposures for persons with a history of immunity even if current measures do not document such
immunity. For this reason, a post-immunization titer should be drawn to determine if an immune

response has been elicited. This knowledge will help guide the clinical management in an
attempt to obtain an immune response as well as in the event of a future exposure. vii
Additionally, this information will help avoid unnecessary post-exposure treatment or testing.

The introduction of antibody testing for hepatitis B and the subsequent availability of vaccination
for the disease has created the opportunity to eliminate the risk of occupational illness resulting
from accidental exposure to this virus. The introduction of the OSHA Bloodborne Pathogens
Standard in 1991 led to a reduction in the risk of exposures to workers in the health care industry,
in general. viii Additional measures added in 2001 as a response to the Needlestick Safety and
Prevention Act have led to further reductions, with the medical field having a significant
decrease in new occupational hepatitis B infections. The American Dental Association and the
Centers for Disease Control and Prevention developed similar guidelines specifically for the
dental industry in 1993, with updated recommendations published in 2003. ix,x Many of these
recommendations and tools for implementing them are available online at the CDC and ADA
websites as well as through many state dental association websites, such as that of the California
Dental Association. The OSHA and state regulations attempting to address this risk have met
with variable success.

The number of exposures has successfully declined by requiring that the vaccine be offered to atrisk workers and requiring engineering controls to reduce the number of needle sticks that may
transmit the disease. xi The majority of medical workers in the United States are affiliated with a
hospital, and hospitals have the administrative infrastructure in place to assure appropriate
training and to offer the hepatitis B vaccine. As a result, most of these workers have received the

hepatitis B vaccine and are presumed to be immune.

Workers in dentistry, however, are usually located in smaller offices, and they are not closely
affiliated with any particular centralized medical system. Therefore, without the direct
institutional oversight enjoyed by many medical workers, dentists and oral surgeons have the
highest hepatitis B infection rate among health care workers. xii,xiii Although dental schools in
California have been required to offer the hepatitis B vaccine to all students (dentists and dental
assistants) since 1992 under the Cal OSHA Bloodborne Pathogens Standard, xiv there are many
current workers who either declined the vaccine at the time it was offered (approximately 5% in
a local hospital xv) or were in school prior to the requirement and remain susceptible to an
accidental exposure. xvi

Many physicians working in occupational medicine clinics have treated workers from dentists’
offices who have had needlestick injuries. Many of these dental workers have not known their
hepatitis B immune status and may not have been aware that preventive measures were available
or important. Treating these individuals is complicated by the lack of immune status
information, which has sometimes required administration of Hepatitis B Immune Globulin
(HBIG) to the exposed worker. HBIG is expensive and is not always readily available; it has a
much greater risk of adverse effects than does the hepatitis B vaccine. The purpose of this paper
is to determine the level of awareness of hepatitis B preventive measures in San Francisco dental
offices, with the goal of determining potential methods to improve awareness and promote
prevention practices.
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