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Background
The Center for Health Equity (CHE) at the Indiana Institute on Disability and Community, with
support from the Indiana Governor’s Council for People with Disabilities, has been conducting
the Oral Health for Hoosiers with Disabilities Project since October 2018. The long-term goal of
this project is to improve oral and general health and well-being for Hoosiers with disabilities
and to advance quality of life for those with disabilities and their caregivers. There was an
absence of comprehensive and up-to-date information about the oral health needs of Hoosiers
with disabilities. To identify the current landscape for oral health and dental care for Hoosiers
with disabilities, CHE conducted the following research activities: a) literature reviews of oral
health needs and experience with dental care services for people with disabilities, as well as the
capacity and needs of the dental workforce regarding the delivery of dental care to patients with
disabilities; b) key informant interviews with adults with disabilities, family caregivers of
individuals with disabilities, and dental professionals in Indiana; and c) two online surveys (a
survey of family caregivers of Hoosiers with disabilities and a survey of dentists practicing in the
state of Indiana).
In this section, the results of our literature reviews are briefly summarized. In the Findings
section, we report the outcomes of our key informant interviews and two online surveys.
Literature Review of the Oral Health Needs of People with Disabilities
People with disabilities in the United States have greater oral health and dental care challenges
compared to the general population. They are more likely to be from lower socio-economic
groups and have more dental diseases and receive fewer dental services than the general
population.1,2 Individuals with disabilities have significantly higher rates of tooth decay and
dental care issues such as tooth extractions, fewer fillings, and tooth loss.3 Additionally, they
have less oral health knowledge and access to dental care.4
Working-age adults ages 18-64 with disabilities are more likely to experience delayed and
forgone needed dental care compared to their counterparts without disabilities.5 Such disparities
are more substantial for adults with multiple disabilities.5 Also, working-age adults with
disabilities, except for those who are deaf or hard of hearing, are less likely to have private dental
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insurance.5 Children with intellectual and developmental disabilities sometimes have trouble
accessing dentists because providers are reluctant to provide care for those with more complex
needs and behavior issues.6 People with disabilities often encounter difficulty accessing and
using dental care because of geographical distance,1 physical barriers (e.g., inaccessible dental
equipment and office including parking space and ramps),7-10 and communication barriers.8
Dental providers may not have ready access to appropriate forms of communication such as
American Sign Language interpretation or alternative formats of written documents for people
who are blind or have low vision.10
As facilitators of dental hygiene and dental care access, caregivers play an important role in the
dental care and oral health of people with disabilities. But they can encounter challenges.
Caregivers may lack knowledge about their child’s dental history and about available dental
services.11 Caregivers may face financial constraints because some dental providers are unwilling
to accept their child’s insurance due to reimbursement issues or because treatment is expensive.11
For caregivers supporting an individual with intellectual disabilities, some caregivers have
concerns that the person may be aggressive if the caregiver attempted to help clean their teeth.12
Negative prior experiences can make caregivers reluctant to help with oral care.12
Literature Review of the Capacity and Needs of the Oral Health Workforce Regarding Provision
of Dental Care to People with Disabilities
Many individuals with disabilities encounter challenges in finding a competent dentist
who can meet their oral health needs. Dentists are sometimes unfamiliar with the challenges that
people with disabilities experience in obtaining and receiving oral and dental care,13 or they do
not have adequate training and experience treating this group.7 Major barriers reported by
dentists and hygienists in seeing patients with disabilities include behavior management of a
patient, inadequate training/experience, the severity of a patient’s condition, inadequately trained
staff, accessibility of their facility, limited treatment time, and inadequate insurance
reimbursement.6,14-16
Efforts have been made to ensure that dental professionals address the oral health needs of
people with disabilities. In 2004, the Commission on Dental Accreditation (CODA) initiated a
requirement that dental students be competent in assessing the treatment needs of people with
special health care needs by January 1, 2006 (SHCN).17 Patients with SHCN include those with
developmental disabilities, cognitive impairment, complex medical problems, significant
physical limitations, as well as vulnerable older adults.18 Additionally, in 2018, the American
Dental Association (ADA) Principles of Ethics and Code of Professional Conduct was revised to
include the provision that “dentists shall not refuse to accept patients into their practice or deny
dental service to patients because of the patient’s race, creed, color, gender, sexual orientation,
gender identity, national origin or disability”.19 Dentists are also required to refer to or consult
with other dentists or medical professionals to meet a patient’s care needs, if necessary.19 As of
2020, predoctoral programs are required to train students to assess and manage the treatment of
patients with special needs; dental hygiene program students must be competent in providing
dental care to special needs patients; and dental assistant students must be familiar with patients
with SHCN whose conditions would modify normal dental routines.20
Despite education and training requirements, dental students do not gain necessary experience
treating patients with disabilities. Many dentists do not believe that their dental education
prepared them to treat patients with disabilities.6,21,22 Despite this lack of preparation, dental
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students have a strong desire and intention to treat individuals with special needs.23-25 Most
dental hygiene programs provide information about patients with special needs, but only 42% of
surveyed programs required students to gain clinical experience with patients with SHCN.26 A
survey of dental hygiene students and faculty found that the majority had not taken a formal
course in disabilities or special education.27
Findings from Key Informant Interviews and Online Surveys
Key Informant Interviews
The Center for Health Equity conducted interviews with people with disabilities, family
caregivers, and representatives of the dental workforce (dentists, university-level dental
educators, researchers) in Indiana, to examine the oral health needs of Hoosiers with disabilities
and the current capacity and needs of the Indiana dental workforce to meet those needs.

Everybody is saying we can't do it for this reason or
that reason, and so nobody's doing anything. They
think, we'll just send her to somebody else, but then
you run out of somebody else's eventually and that's
where we're at. We've run out of somebody else's.

From the interviews with people with disabilities and family caregivers, the following themes
became apparent: 1) disability status presents obstacles in receiving quality dental care services
and maintaining at-home oral health care for people with disabilities; 2) people with disabilities
may delay or forgo dental care because of costs; 3) oral home care may be challenging for some
people with disabilities because of issues related to disability; 4) family caregivers experience
frustrations when not included in planning and treatment decisions; 5) people with disabilities
and families have found there is a lack of specialized dental services; and 6) the dental workforce
in Indiana generally lacks the training and capacity to provide respectful, person-centered care
and services to people with disabilities.28

Medicaid reimbursement is already less than
traditional insurance coverage and then these
individuals may require additional time and
resources making the already lower reimbursement
even lower to the dentist.
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The interviews with representatives of the dental workforce revealed the following themes: 1)
there is limited training on how to work with people with disabilities in educational programs; 2)
there is an overreliance on pediatric dentists to provide care for adults with disabilities; 3) there
is a need to increase Medicaid reimbursement and dispel misconceptions regarding Medicaid
programs and patients; 4) limited insurance coverage prevents people with disabilities from
obtaining necessary dental health services; and 5) dentists have difficulty navigating the
Medicaid system. Those themes indicate that insurance reforms are needed to improve access to
dental care for people with disabilities, and that the provision of care for Hoosiers with
disabilities is hindered by the lack of access to hospital-based services.29

I don't think that they get enough training, enough
lectures, enough background to really feel
comfortable working with patients with disabilities.
It's the lack of training, lack of courses, lack of
interaction between the students and the faculty and
the clinic.

Online Surveys
Survey of Family Caregivers of Hoosiers with Disabilities
The goal of this survey was to determine the oral health needs of people with disabilities in
Indiana as perceived by their caregivers. The analytic sample consisted of 599 family caregivers
who met the following inclusion criteria at the time of the survey: a) 18 years old and over, b)
live in Indiana, and c) have a family member with a disability in Indiana for whom they were the
primary caregiver. The following are highlights of the survey results30:
•

•
•

Regarding the type of disability of their family members with disabilities, the respondents
(family caregivers) reported independent living disability (57.3%) most commonly,
followed by cognitive disability (50.8%) and self-care disability (43.9%). The top four
conditions of those with disabilities were speech or language impairment (14.0%),
learning disability (13.9%), autism spectrum disorder (10.2%), and intellectual disability
(8.4%).
The large majority of the respondents reported having a regular dentist (usual source of
dental care [USDC]) which does not include a hospital emergency room, for the person
with a disability (83.8%).
For the respondents reporting no USDC, the top five common reasons were as follows:
o “Cannot find a dentist who is competent in working with individuals with
disabilities” (17.2%)
o “Family member’s (the person with a disability) fear, apprehension, nervousness,
or dislike of going to a dentist” (12.9%)
o “Concern that the person with a disability will have difficulty controlling his/her
behavior” (11.8%)
o “Cannot afford care” (10.8%)
o “Cannot find a dentist who accepts insurance plan” (10.8%)
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A large proportion of the respondents with a USDC for the person with a disability
reported that the facilities of USDC for the family member were not accessible. Only
40.1% reported their dental providers provided accommodations for communication;
46.1% of dental providers had accessible entrances; 45.3% dental equipment; 48% office
spaces; and 51.9% parking spaces.
Nearly two-thirds of all respondents reported that they had taken the person with a
disability to the hospital emergency room at least once in the past 12 months because of
dental care or dental pain (66.3%).
One in ten respondents reported that they primarily went to hospital emergency room for
the dental care of the person with a disability (9.6%).
More than one-third of the respondents (35.6%) reported that it took more than one hour
to take the person with a disability to the dental office: 14.2% for 61 minutes to 90
minutes; 9.6% for 91 minutes to 120 minutes; and 11.8% for more than 2 hours.
Half of the respondents reported a delayed dental care for their family member with a
disability in the past 12 months (50.1%). The five main reasons were as follows:
o “No accommodation available for communication with dentists or oral health
professionals” (13.3%)
o “COVID-19 pandemic” (13.3%)
o “Dentist too far away from where I live” (12.9%)
o “Family member’s (the person with a disability) fear, apprehension, nervousness,
or dislike of going to a dentist” (8.7%)
o “Dentist’s office/clinic or dental equipment (for example, dental chair) not
physically accessible” (7.2%)
A significant proportion of the respondents reported that their family member with a
disability had frequent or chronic difficulty in various oral health conditions during the
past 12 months:
o “Toothache or sensitive teeth” (51.8%)
o “Bleeding gums” (47.8%)
o “Cavities” (44.6%)
o “Difficulty eating or chewing” (36.1%)
Approximately one-third of the respondents reported that the person with a disability
could “sometimes” perform at-home oral care (e.g., tooth brushing or flossing) on their
own (31.1%). About one in seven respondents reported the person with a disability could
“never” do it on their own (13.6%).
More than half of the respondents reported that they needed education or training on
providing at-home oral care for family members with disabilities (54.6%).

Survey of Indiana Dentists
The goal of this survey was to determine the current capacity and needs of dentists practicing in
Indiana regarding the provision of dental care to patients with disabilities. The analytic sample
consisted of 142 dentists who met the following inclusion criteria at the time of the survey: a) 18
years old and over; b) currently hold an active dental license issued by Indiana; and c) currently
provide dental care to patients in Indiana. The following are highlights of the survey results31:
•

Approximately three-fourths of dentists reported general practice as their primary
practice (73.2% for general practice vs. 26.6% for specialty practice). The most common
specialty services routinely performed by dentists included: pediatric dentistry (16.5%),
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prosthodontics (14.7%), oral and maxillofacial surgery (14.4%), periodontics (12.6%),
and endodontics (11.7%).
Only two in five dentists reported that they are currently enrolled as Indiana Medicaid
providers (40.9%). Of those dentists enrolled, nearly three-fourths currently accept new
Medicaid patients (74.1%).
The three most selected reasons for dentists not enrolled as Medicaid providers or not
accepting new Medicaid patients are as follows:
o “Low reimbursement rates” (27%)
o “Broken appointments (e.g., late cancellations/rescheduling or no-shows)”
(17.6%)
o “Complicated paperwork” (14.8%)
Three-fifths of the dentists reported that they planned to maintain their practice as is, in
the next five years (59.0%), and that more than a quarter planned to retire (26.9%). Of
those dentists planning to retire, 75% of them were enrolled as Medicaid providers.
Most of the dentists “somewhat” agreed or “definitely” agreed that they were prepared to
treat patients in various underserved population groups. The dentists reported that they
felt least prepared for providing dental care to children with developmental disabilities
(77.6%, “somewhat” agreed and “definitely” agreed combined), followed by children
with sensory disabilities (80.3%), children with physical disabilities (83.2%), and adults
with sensory disabilities (84.0%).
The dentists reported their experience in special care dentistry through the following
educational activities: academic training including didactic or clinical education (16.0%);
residency training (15.6%); or continuing education (19.3%). Approximately 40 percent
of the dentists reported their involvement in special care dentistry through clinical
practice (37.9%).
The dentists selected the following three as the most common barriers to their provision
of dental care to individuals with disabilities:
o “Patient behavior” (23.0%)
o “Severity of disability” (22.6%)
o “Care is more time consuming” (10.3%)
The dentists reported the following topics as most important for dental professionals to
know regarding patients with disabilities:
o “Behavior management” (23.5%)
o “Effective strategies for communicating with patients” (15.1%)
o “How to reduce patients’ anxiety” (13.0%)
o “Effective preparation for treating patients with disabilities in practice” (10.5%)
These four topics were also selected most frequently as training topics in which the
dentists expressed interest if trainings were made available.

Conclusion
The findings of our project research provide valuable information about the oral health needs of
Hoosiers with disabilities, as well as the capacity and needs of the Indiana dental workforce in
providing dental care to those with disabilities. The results of the key informant interviews and
online surveys reinforce the findings of previous research indicating that people with disabilities
face significant difficulties in obtaining dental care services and maintaining oral health at home;
and that the dental workforce lacks the training and capacity to provide quality dental care to
people with disabilities.
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Oral health is integral to one’s general health and well-being. Access to appropriate dental care
and good oral hygiene are critical for achieving optimal health for Hoosiers with disabilities.
Changes in multiple areas are necessary for Hoosiers with disabilities to obtain equitable oral
health outcomes and receive person-centered, quality dental care. Below are our
recommendations to improve the oral and dental care experiences of this group.
Recommendations
On the basis of the findings of comprehensive literature reviews, key informant interviews and
online surveys, we make the following policy and practice recommendations:
Policy Recommendations
1) Increase the number of Medicaid providers and reimbursement rates in Indiana.
Roughly 60% of adults with intellectual and developmental disabilities (IDD) have
Medicaid coverage.8 However, many states face a shortage of dental providers willing to
enroll in their Medicaid programs.32 In 2019, about 12.9% of Hoosiers were identified as
having a cognitive disability.33 Low reimbursement rates are frequently cited as the main
reason for not accepting patients insured by Medicaid.29,31,6,34
2) Increase education, including experiential education opportunities working with
underserved populations, during dental and dental hygiene school. Research has
shown that dental providers who received hands-on experience have a greater likelihood
of treating patients with disabilities, greater satisfaction working with people with
disabilities, and the perception of fewer barriers to providing care to this population.23,35
3) Expand the definition of medically underserved populations (MUP) for student loan
forgiveness and repayment programs.8,36,37 The majority of health professional
doctorate program graduates have student loan debt. The average educational debt for
dental school graduates in 2019 was $292,169,38 and the debt-to-income ratio has
increased over the past decade.39 Reducing education debt by encouraging the provision
of care to individuals with special needs should be the number one priority of public
health, dentistry, and medicine.40 The MUP designation also provides for special research
grants, and Medicaid reimbursements can be enhanced under specific programs.41 In
2006, the Health Resources and Services Administration (HRSA) Advisory Committee
on Training in Primary Care Medicine and Dentistry recommended that the definition of
MUP be expanded to include people with intellectual disabilities.42 However, the federal
government has yet to designate people with disabilities as a MUP.
4) Increase integration of oral health and primary health care. The delivery of
preventive oral health services (POHS) in medical settings allows for dental services in
communities without a sufficient dental workforce.43 The majority of patients, dentists,
physicians, and Medicaid dental administers believe that oral health and overall health
are connected, and that collaborative care can improve patient outcomes.44 Dentists are
also interested in expanding dental care to non-traditional dental care locations such as
community health centers, primary care offices, or community centers.44 State Medicaid
policies that allow for POHS in medical offices have been shown to be an effective
strategy to increase access to dental care and thus improve oral health for this high-needs
population, specifically young children with IDD.43 Medical providers can monitor
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children’s oral health, provide referrals, and facilitate dental visits for the highest-risk
children until they have a dental home.45 The Centers for Disease Control and Prevention
is currently developing a national framework to integrate medical and dental care to
support populations with unmet oral health needs.46
5) Provide “virtual dental homes” for adults with disabilities who cannot easily access
the nearest dental provider. A virtual dental home is a type of telehealth service that
provides ongoing, year-round access to preventive oral health services in community
settings (e.g., schools, group homes, and adult daycare) and delivers evidence-based
preventive care aimed at sustainable oral health.47 Dental hygienists and assistants collect
dental information, conduct exams, and collaborate with dentists to create treatment
plans. This type of intervention is less expensive and allows for greater access to dental
care for children, seniors, and people with disabilities because it provides dental care in
community settings.48
Practice Recommendations
1) Dental providers need to provide patient-centered quality care to patients with
disabilities. Patient-centered care means that a person and their social well-being is at the
center of the decision-making process, with an understanding of the significant roles
played by individual behavior, context, and lifestyle.49 For patient-centered care to be
successful for people with disabilities, dental providers need more training to be
clinically competent to provide quality care to this population. This also includes
enhancing their disability cultural competence about how to work with people with
disabilities. Additionally, dental services need to be accessible to people with disabilities
in regard to access to the dentist’s office, office setup, dental equipment, and
communication with patients. Dental providers should provide behavioral, social, and
physical support to help patients with SHCN receive services.50
2) For the provision of quality dental care to people with disabilities, the dental
workforce needs to consider communication styles, accommodations, and accessible
care, in addition to clinical competence.
a. Good communication is essential to good clinical practice and reduces patient
anxiety.51 Examples of accommodations include the following: allow for extra
time for an individual to respond; minimize background noise; use pre-prepared
written responses; not shout or use jargon; know when and when not to use
gestures; and provide sign-language interpreters.51,52 It is also important to speak
to the patient with a disability directly.
b. Provide accommodation based on individual need.
i. For individuals with vision disability, dental providers should utilize the
individual’s other senses to facilitate a positive experience (e.g.,
descriptive explanation of every step of examinations [audio cues]).53
Dental providers should work with these individuals to accomplish oral
hygiene tasks independently and communicate ways to adapt their
routines.54
ii. For patients with mobility limitations, patients or caregivers should be
asked about their preferred method for transfer to the dental chair and
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receive help transferring if needed. Transfer steps should be practiced by
the dental team before a transfer is attempted, and, during transfer, a
patient’s anxiety can be addressed by announcing each step beforehand.53
iii. For individuals who are deaf or hard of hearing, communication is crucial.
Determine the patient’s preference for communication.52 Accommodations
include removing unnecessary background noise and music, using visual
clues, using clear face masks/shields to allow for lip reading, and
providing sign language interpreters.53
iv. For children with SHCN, such as those with autism spectrum disorder,
dental providers can provide educational and behavior guidance
techniques before and during appointments.55 Techniques include the use
of picture cards, instructional video clips, and virtual reality.55 This may
help patients feel less overwhelmed by the multiple forms of stimuli and
become comfortable with providers. Allow for flexibility when scheduling
appointments and minimize wait times.53,56 Pre-visits can aid in
desensitization, and use of social stories and pictures can also reduce
anxiety.53,56,57
c. To provide accessible dental care for patients with disabilities, the dental
workforce needs training on the concepts of access under disability civil rights
laws, such as the Americans with Disabilities Act and Section 504 0f the
Rehabilitation Act, including effective communication, barrier removal, and
modifications to practices and procedures to accommodate patients with
disabilities.58
3) Proper oral health education for people with disabilities and their caregivers is
integral to meeting the long-term oral health needs of people with disabilities. Both
caregivers and individuals with disabilities report that they need better education about
maintaining oral health and how to access dental services.30,28,59 For example, mothers of
children with Down syndrome reported being unaware of their children’s dental problems
and the benefits of a dental visit.11 Dental care providers can assist them by providing
oral health education that is practical and customizable to individuals’ and their
caregivers’ needs.60
4) For people with disabilities to achieve optimal oral health, paid and family
caregivers are encouraged to provide appropriate support to individuals with
disabilities to regularly engage in oral hygiene at home. The individuals with
disabilities should be encouraged to develop independent skills as well as being assisted
when necessary. Creating a daily oral care routine can help facilitate oral care for people
with intellectual disabilities.12 Scheduling oral care at set times can make it easier to
remember when to do it, and doing oral care in a relaxing environment can be helpful.12
Caregivers should provide verbal reminders and be models for people with disabilities on
how to properly clean teeth.12

9

References
1. Hansen, C., Curl, C., & Geddis-Regan, A. (2021). Barriers to the provision of oral health care for
people with disabilities. BDJ In Practice, 34(3), 30-34.
2. Glassman, P., & Subar, P. (2009). Planning dental treatment for people with special needs. Dental
Clinics of North America, 53(2), 195-205.
3. Wilson, N. J., Lin, Z., Villarosa, A., & George, A. (2018). Oral health status and reported oral health
problems in people with intellectual disability: A literature review. Journal of Intellectual
Developmental Disability, 44(3), 292-304.
4. Khokhar, V., Kawatra, S., & Pathak, S. (2016). Dental Management of Children with Special
Health Care Needs (SHCN)–A Review. British Journal of Medicine & Medical Research, 17(7),
1-16.
5. Horner‐Johnson, W., & Dobbertin, K. (2016). Dental insurance and dental care among working‐age
adults: Differences by type and complexity of disability. Journal of Public Health Dentistry,
76(4), 330-339.
6. Byrappagari, D., Jung, Y., & Chen, K. (2018). Oral health care for patients with developmental
disabilities: A survey of Michigan general dentists. Special Care in Dentistry, 38(5), 281-290.
7. Fisher, K., (2012). Is there anything to smile about? A review of oral care for individuals with
intellectual and developmental disabilities. Nursing Research and Practice, 2012:860692.
doi: 10.1155/2012/860692.
8. National Council on Disability (2017). Issue Brief: Neglected for Too Long: Dental Care for People
with Intellectual and Developmental Disabilities. Washington, DC: National Council on
Disability.
9. Rashid-Kandvani, F., Nicolau, B., & Bedos, C. (2015). Access to dental services for people using a
wheelchair. American Journal of Public Health, 105(11), 2312-2317.
10. The Independence Center (n.d.). Creating disability-friendly dental practices. The Independence
Center Research Report. https://www.theindependencecenter.org/wpcontent/uploads/2019/07/Creating-Disability-Friendly-Dental-Practices_Final2.pdf
11. Ummer-Christian, R., Iacono, T., Grills, N., Pradhan, A., Hughes, N., & Gussy, M. (2018). Access to
dental services for children with intellectual and developmental disabilities–A scoping review.
Research in Developmental Disabilities, 74, 1-13.
12. Chadwick, D., Chapman, M., & Davies, G. (2018). Factors affecting access to daily oral and dental
care among adults with intellectual disabilities. Journal of Applied Research in Intellectual
Disabilities, 31(3), 379-394.
13. Ziegler, J., & Spivack, E. (2018). Nutritional and dental issues in patients with intellectual and
developmental disabilities. The Journal of the American Dental Association, 149(4), 317-321.
14. Salama, F. S., Kebriaei, A., & Durham, T. (2011). Oral care for special needs patients: A survey of
Nebraska general dentists. Pediatric Dentistry, 33(5), 409-414.
15. Reichard, A., Turnbull, H. R., & Turnbull, A. P. (2001). Perspectives of dentists, families, and
case managers on dental care for individuals with developmental disabilities in Kansas. Mental
Retardation, 39(4), 268-285.
16. Johnson, T. L. (2000). Pilot study of dental hygienists' comfort and confidence levels and care
planning for patients with disabilities. Journal of Dental Education, 64(12), 839-846.
17. Waldman, H. B., Fenton, S. J., Perlman, S. P., & Cinotti, D. A. (2005). Preparing dental graduates to
provide care to individuals with special needs. Journal of Dental Education, 69(2), 249-254.
18. Commission on Dental Accreditation (2019). Accreditation standards for dental education programs.
Chicago: American Dental Association.
https://www.ada.org/~/media/CODA/Files/2019_pde.pdf?la=en
19. American Dental Association (2018). Principles of Ethics & Code of Professional Conduct. Chicago:
American Dental Association, November 2018.
20. National Council on Disability (2019, August 14). At NCD's recommendation, all U.S. dental

10

schools will train students to manage treatment of people with intellectual, developmental
disabilities. PR Newswire. https://www.prnewswire.com/news-releases/at-ncds-recommendationall-us-dental-schools-will-train-students-to-manage-treatment-of-people-with-intellectualdevelopmental-disabilities-300901897.html
21. Inglehart, M. R., Schneider, B. K., Bauer, P. A., Dharia, M. M., & McDonald, N. J. (2014). Providing
care for underserved patients: endodontic residents’, faculty members’, and endodontists’
educational experiences and professional attitudes and behavior. Journal of Dental Education,
78(5), 735-744.
22. Dao, L. P., Zwetchkenbaum, S., & Inglehart, M. R. (2005). General dentists and special needs
patients: Does dental education matter?. Journal of Dental Education, 69(10), 1107-1115.
23. Watters, A. L., Stabulas-Savage, J., Toppin, J. D., Janal, M. N., & Robbins, M. R. (2015).
Incorporating experiential learning techniques to improve self-efficacy in clinical special care
dentistry education. Journal of Dental Education, 79(9), 1016-1023.
24. Vainio, L., Krause, M., & Inglehart, M. R. (2011). Patients with special needs: dental students’
educational experiences, attitudes, and behavior. Journal of Dental Education, 75(1), 13-22.
25. Holder, M., Waldman, H. B., & Hood, H. (2009). Preparing health professionals to provide care to
individuals with disabilities. International Journal of Oral Science, 1(2), 66-71.
26. Dehaitem, M. J., Ridley, K., Kerschbaum, W. E., & Inglehart, M. R. (2008). Dental hygiene education
about patients with special needs: A survey of US programs. Journal of Dental Education, 72(9),
1010-1019.
27. Parker, S. S., & Hew, J. K. (2013). Attitudes towards treating individuals with disabilities: A survey
of dental hygiene students and dental hygiene faculty. Journal of Oral Hygiene & Health, 1-5.
28. Lee, J. C., Dumayas, D. D., Hamilton, L., & Norris, M. (2020a). Experiences in dental care access
among Hoosiers with disabilities: Summary of key informant interviews.
https://www.iidc.indiana.edu/che/doc/hoosiers-with-disabilities-and-their-family-caregivers_keyinformant-interview-themes_ff.pdf
29. Lee, J. C., Dumayas, D. D., Hamilton, L., & Norris, M. (2020b). Capacity and needs of Indiana dental
workforce to meet oral health needs of Hoosiers with disabilities: Summary of key informant
interviews. https://www.iidc.indiana.edu/che/doc/indiana-dental-workforce_key-informantinterview-themes_ff.pdf
30. Lee, J. C., Dumayas, D. D., Hamilton, L., & Norris, M. (2021). Oral health for Hoosiers with
disabilities: Family caregiver survey report. https://www.iidc.indiana.edu/che/doc/indiana-familycaregiver-survey.pdf
31. Lee, J. C., Dumayas, D. D., Norris, M., & Hamilton, L.(2020c). Oral health for Hoosiers with
disabilities: Indiana dentist survey report. https://www.iidc.indiana.edu/che/doc/indiana-dentistsurvey-project.pdf
32. Maxey, H. L., Norwood, C. W., Vaughn, S. X., Wang, Y., Marsh, S., & Williams, J. (2018). Dental
safety net capacity: An innovative use of existing data to measure dentists’ clinical engagement in
state Medicaid programs. Journal of Public Health Dentistry, 78(3), 266-274.
33. Centers for Disease Control and Prevention (CDC), National Center on Birth Defects and
Developmental Disabilities, Division of Human Development and Disability. (n.d.). Disability
and Health Data System (DHDS) Data [online]. https://dhds.cdc.gov
34. Okunseri, C., Bajorunaite, R., Abena, A., Self, K., Iacopino, A. M., & Flores, G. (2008). Racial/ethnic
disparities in the acceptance of Medicaid patients in dental practices. Journal of Public Health
Dentistry, 68(3), 149-153.
35. Keselyak, N. T., Simmer‐Beck, M., Bray, K. K., & Gadbury‐Amyot, C. C. (2007). Evaluation of an
academic service‐learning course on special needs patients for dental hygiene students: A
qualitative study. Journal of Dental Education, 71(3), 378-392.
36. Saman, D. M., Arevalo, O., & Johnson, A. O. (2010). The dental workforce in Kentucky: Current
status and future needs. Journal of Public Health Dentistry, 70(3), 188-196.

11

37. Waldman, H. B., & Perlman, S. P. (2006). Mandating education of dental graduates to provide care to
individuals with intellectual and developmental disabilities. Mental Retardation, 44(3), 184-188.
38. American Dental Education Association. (March 2020). ADEA Survey of Dental School Seniors, 2019
Graduating Class Tables Report. Washington, DC.
https://www.adea.org/ADEA_Survey_of_Dental_School_Seniors_2019_Tables_Report.pdf
39. Chisholm-Burns, M. A., Spivey, C. A., Stallworth, S., & Zivin, J. G. (2019). Analysis of educational
debt and income among pharmacists and other health professionals. American Journal of
Pharmaceutical Education, 83(9), 2029-2036.
40. Ackerman, M. B., Waldman, H. B., & Perlman, S. (2014). Indebted to the bank or the profession?
New doctor debt and its effect on access to care. Special Care Dentistry, 34(4), 161-163.
41. Ackerman, M. B. (2013). People with intellectual disabilities must be designated a medically
underserved population. Special Care Dentistry, 33(5), 207-208.
42. Health Resources & Services Administration. (2006). Advisory committee on training in primary care
medicine and dentistry: The role of Title VII, Section 747 in preparing primary care practicioners
to care for the underserved and other high-rish groups and vulnerable populations.
https://www.hrsa.gov/sites/default/files/hrsa/advisory-committees/primarycaredentist/reports/report-2006.pdf
43. Kranz, A. M., Preisser, J. S., & Rozier, R. G. (2015). Effects of physician-based preventive oral health
services on dental caries. Pediatrics, 136(1), 107-114.
44. DentaQuest. (2019). ). Reversible decay: Oral health is a public health problem we can solve. Boston,
MA. https://dentaquest.com/pdfs/reports/reversible-decay.pdf/
45. Kranz, A. M., Ross, R., Sorbero, M., Kofner, A., Stein, B. D., & Dick, A. W. (2020). Impact of a
Medicaid policy on preventive oral health services for children with intellectual disabilities,
developmental disabilities, or both. The Journal of the American Dental Association, 151(4), 255264.
46. Centers for Disease Control and Prevention (CDC), Division of Oral Health. (2020). CDC announces
medical-dental integration partnership. https://www.cdc.gov/oralhealth/about/mdintegration.html
47. Helgeson, M., & Glassman, P. (2013). Oral health delivery systems for older adults and people with
disabilities. Special Care in Dentistry, 33(4), 177-189.
48. Glassman, P., Harrington, M., & Namakian, M. (2013). The virtual dental home: Improving the oral
health of vulnerable and underserved populations using geographically distributed telehealthenabled teams. Pacific Center for Special Care, University of the Pacific, Arthur A. Dugoni
School of Dentistry.
https://dental.pacific.edu/sites/default/files/users/user244/VirtualDentalHome_PolicyBrief_Aug_
2014_HD_ForPrintOnly.pdf
49. Lee, H., Chalmers, N. I., Brow, A., Boynes, S., Monopoli, M., Doherty, M., Croom, O., & Engineer,
L. (2018). Person-centered care model in dentistry. BMC Oral Health, 18(1), 1-7.
50. Glassman, P., Caputo, A., Dougherty, N., Lyons, R., Messieha, Z., Miller, C., Peltier, B., & Romer,
M. (2009). Special Care Dentistry Association consensus statement on sedation, anesthesia, and
alternative techniques for people with special needs. Special Care in Dentistry, 29(1), 2-8.
51. Dougall, A., & Fiske, J. (2008). Access to special care dentistry, part 1. Access. British Dental
Journal, 204(11), 605-616.
52. Schniedewind, E., Lindsay, R., & Snow, S. (2020). Ask and ye shall not receive: Interpreter-related
access barriers reported by Deaf users of American sign language. Disability and Health
Journal, 13(4), 100932. https://doi.org/10.1016/j.dhjo.2020.100932
53. Devinsky, O., Boyce, D., Robbins, M., & Pressler, M. (2020). Dental health in persons with
disability. Epilepsy & Behavior, 110, 107174. https://doi.org/10.1016/j.yebeh.2020.107174
54. Mohan, R., Raju, R., Gubbihal, R., & Kousalya, P. S. (2016). Comprehensive dental care for the
visually impaired: A review. International Journal of Oral Health and Medical Research, 3(4),
97-101.

12

55. Elmore, J. L., Bruhn, A. M., & Bobzien, J. L. (2016). Interventions for the Reduction of Dental
Anxiety and Corresponding Behavioral Deficits in Children with Autism Spectrum Disorder.
American Dental Hygienists' Association, 90(2), 111-120.
56. Grant, E., Carlson, G., & Cullen‐Erickson, M. (2004). Oral health for people with intellectual
disability and high support needs: Positive outcomes. Special Care in Dentistry, 24(2), 70-79.
57. Jaccarino, J. (2009). Treating the special needs patient with a developmental disability: Cerebral
palsy, autism and Down syndrome. Dental Assistant, 78(6), 7-11, 34, 36.
58. Pacific ADA Center. (2020). Health care and the Americans with Disabilities Act. ADA National
Network. https://adata.org/factsheet/health-care-and-ada
59. Wilson, N. J., Lin, Z., Villarosa, A., Lewis, P., Philip, P., Sumar, B., & George, A. (2019). Countering
the poor oral health of people with intellectual and developmental disability: A scoping literature
review. BMC Public Health, 19(1), 1-16.
60. Phlypo, I., Palmers, E., Janssens, L., Marks, L., Jacquet, W., & Declerck, D. (2020). The perception of
oral health and oral care needs, barriers and current practices as perceived by managers and
caregivers in organizations for people with disabilities in Flanders, Belgium. Clinical Oral
Investigations, 24(6), 2061-2070.

13

