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Comparing Hospital-Based Dental Care
Between Individuals with and Without
Developmental Disabilities in Manitoba:
A Population-Based Study

Abstract

The main objective of the present study was to compare the use
of hospital-based dental care between persons with and with-
out developmental disabilities (DD) in Manitoba. Five years of
linked administrative data were used to identify persons with
DD. Each DD case was matched with two controls based on
age, sex and place of residence. The procedures labelled as hos-
pital-based dental care included: surgical extraction of tooth,
restoration of tooth by filling or other, and dental scaling, pol-
ishing and debridement. We found that 1.78% of the matched
comparison group experienced at least one episode of hospi-
tal-based dental care over the study period. Among the group
with DD, 13.95% had such a history. There was a significant
difference in the average number of hospitalizations for dental
care between the two groups (t = -23.28, df = 5824, p<0.0001).
Oral health care for persons with DD should be considered as a
priority for training, practice and research.

Hospital-based dental care plays an important role in the pro-
vision of dental care in Canada. According to the Canadian
Dental Association (CDA), one of the main purposes of hos-
pital dentistry is to “meet the needs of special patient popu-
lations who face barriers to accessing oral health care in the
private dental office setting.”(Canadian Dental Association
(CDA), 2013). Among these “special patient populations” are
individuals with developmental disabilities (DD). Persons
with DD are those who have significantly greater difficul-
ty than most people with intellectual and adaptive func-
tioning and have had such difficulties from a very early age
(National Coalition on Dual Diagnosis, n.d.).

The oral health treatment needs of persons with DD have
been shown to be greater than those without disability. The
literature suggests that persons with DD experience sim-
ilar rates of dental caries compared to the general popula-
tion (Gabre & Gahnberg, 1997, Hennequin, Faulks, & Roux,
2000) but that the prevalence of untreated caries is higher,
making extractions a more common method of treatment
compared to restorative care (Allison, Hennequin, & Faulks,
2000; Allison & Lawrence, 2004;Tiller, Wilson, & Gallagher,
2001). Persons with DD are also less likely to receive preven-
tative care for caries (Allison & Lawrence, 2004; Kaye, Fiske,
Bower, Newton, & Fenlon, 2005). These discrepancies in oral
health have been attributed to many factors, including a lack
of manual dexterity to maintain oral hygiene among per-
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sons with disability, the attitudes of caregivers
and dental professionals and the availability
and affordability of dental services (Burtner
& Dicks, 1994; Casamassimo, Seale, & Ruehs,
2004; Fenton, Hood, Holder, May, & Mouradian,
2003; Koneru & Sigal, 2009)

Many persons with DD are treated in private
dental offices, but many also require the use
of hospital-based dental services. A 2004 study
from Ontario demonstrated that 40% of day
admissions to hospital among people with
intellectual disabilities were related to dental
disease (Balogh, Ouellette-Kuntz, & Hunter,
2004). Some studies suggest the high rates of
admissions can be attributed to the fact that
many patients with DD, especially those with
severe disability, can present with complex
underlying medical conditions or demonstrate
uncooperative behaviours, which often neces-
sitates the use of general anesthesia to manage
(Ananthanarayan, Sigal, & Godlewski, 1998;
Hulland & Sigal, 2000). Other studies have also
shown that dental care in private clinics can be
inaccessible to patients with DD, as many gen-
eral dentists may be reluctant to take on these
patients, citing issues related to loss of time and
poor remuneration, the potential for difficult
behavior, lack of specialized equipment and
facilities, and inadequate training (Ferguson,
Berentsen, & Richardson, 1991). Only those
dentists with training in providing care to
patients with disabilities, either through their
dental education or from specialized training,
are likely to be comfortable and willing to treat
such patients in private practice (Waldman,
Fenton, Perlman, & Cinotti, 2005). As a result,
seeking dental treatment through a hospital
dental service may be the only viable option
for these patients.

While hospital dental services may act as a
safety net for those whose needs cannot be met
in the community, there are caveats to seek-
ing these services. Due to reduced funding
in recent years, many hospital dental depart-
ments have experienced reductions in available
operating room time and resources, creating
longer wait lists for these services. This has
also resulted in a decrease in the number of
hospital dental residencies positions available,
with some programs reducing their positions
by as much as half (Park & Sigal. 2008). The
costs associated with providing hospital care

for routine dental procedures as compared to
the equivalent procedures in the dental office
setting are also much higher, placing further
stress on these departments (Griffin, Gooch,
Beltran, Sutherland, & Barsley, 2000; Schroth &
Morey, 2007).

The extent by which hospital-based dental
care is used by persons with DD in Manitoba
(Canada) is not well understood. The purpose
of this study was to examine the use of hospi-
tal-based dental care among persons with DD in
Manitoba, compared to an age-and sex-matched
comparison group without DD. To date, no
other study has examined the use of hospital
dental services by Manitobans with DD.

Methods
Setting

The province of Manitoba has a population of
1.25 million, making it the 5" largest Canadian
province/territory (Statistics Canada, 2014).
Hospital services in Manitoba fall under the
jurisdiction of the provincial government,
which administers a universal health care
plan that covers medically necessary physi-
cian and hospital services, including certain
surgical-dental services. Dental services pro-
vided outside hospital settings are not includ-
ed under this plan and individuals must cover
the cost of these services, either through pri-
vate insurance or out-of-pocket payment. In
Manitoba, people who have a limited income
and no private dental insurance (e.g., persons
with DD), may access dental services offered
at several community clinics in Winnipeg. For
example, the University of Manitoba Faculty of
Dentistry provides dental community services
to meet the needs of the underserved popula-
tions including those with DD.

Data Sources

This study is based on data collected from five
fiscal years (from April 1, 1998, to March 31,
2003) from multiple administrative databases
contained in the Manitoba Population Health
Research Data Repository (hereafter, the
Repository). The Repository, housed and main-
tained by the Manitoba Centre for Health Policy
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(MCHP) at the University of Manitoba, contains
a comprehensive collection of anonymized but
linkable health and non-health administrative
databases covering all Manitoba residents. The
administrative data sets used included the
Manitoba Population Registry, Hospital Abstracts
database, Physician Claims database, Education
Enrolment database, and Social Assistance
Management Information Network (SAMIN) data-
base. All individuals registered in the provincial
health care program are assigned a nine digit
Personal Health Identification Number (PHIN).
MCHP uses an encrypted, scrambled version
of the PHIN as the consistent non-identifying
research number, which permits researchers
to link data across data files and track indi-
viduals over time while ensuring confidenti-
ality (MCHP, 2013). The clinical information
in the Hospital Abstracts uses the ICD-9-CM
(the International Classification of Diseases -
9th Revision - Clinical Modification), codes up
to 16 diagnoses and 12 surgical procedures
(World Health Organization, 1977). This study
searched all hospital discharge codes when
looking for a diagnosis, or procedure. The clin-
ical information on physician claims includes
only one diagnosis coded using ICD-9-CM.

Case Definition

Using data from the Repository, we identi-
fied all persons living with a DD (i.e., cases)
in Manitoba during the five-year study period
from April 1, 1998 to March 31, 2003. Individuals
who met at least one of the following three cri-
teria were classified as DD cases: (1) received
income assistance for reasons of 1D, or multiple
handicap from Manitoba Department of Family
Services and Labour; (2) received special edu-
cation funding from Manitoba Department of
Education for reasons of multiple handicaps,
usually defined as ID plus one or more physical
disabilities; (3) had at least one ICD diagnostic
code for ID and/or ASDs in either the physician
claims or the hospital abstracts database.

Study Population

Using the above criteria, we identified a total
of 5,378 individuals with DD (study cohort). Of
these, 3,280 (or 61%) were males and 2,098 (or
39%) were females.
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DD cases were then matched by sex, age (year of
birth) and three-digit postal code, using a ratio
of 1:2. We matched for age, since persons with
DDs are found to be a much younger population
than the non-DD population and we matched
for sex, as research shows that a higher propor-
tion of persons with DD are males than females
(Ouellette-Kuntz et al., 2009). We also matched
the two study groups based on place of resi-
dence, since research shows that this affects indi-
viduals’ access to health care services (Martens et
al,, 2003). The total number of individuals in the
comparison group was 10,756. The distribution
of study subjects by age group, sex, and health
region of residence is shown in Table 1.

We based the analyses presented in this paper
on data for those with DD (n = 5,378) and their
matched comparison group (n = 10,756).

Study Measures and Approach

We determined the use of hospital dental ser-
vices using ICD diagnostic codes from the
Hospital Abstracts database, using five years of
data - 1998/1999 to 2002/2003. The three proce-
dures of focus labeled as “hospital-based den-
tal care” in this study included the following:
(1) surgical extraction of tooth (ICD-9 of 23.09 &
23.19), (2) restoration of tooth by filling or other
(ICD-9 of 23.2), and (3) dental scaling, polishing
and debridement (ICD-9 of 96.54).

We examined three measures of hospital-based
dental care. First we analyzed the proportion of
each study group who had at least one episode
of hospital-based dental care. Second, we exam-
ined the average number of hospitalizations for
dental care per population. Third, we examined
the frequency of hospitalizations for dental care per
person in each study group.

Data Analysis

Descriptive analyses were conducted to com-
pare hospital-based dental care during the
study period for DD cases and the matched
comparison group. Moreover, we conducted
statistical tests including t-test and Chi-square
(X? tests to determine significant differences in
hospital-based dental care utilization between
DD cases and their matched comparison group.

Programming and data analyses were per-
formed using SAS ® software, version 9.1.
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Table 1. Distribution of Study Subjects by Age Group, Sex, and Health Region of Residence

Characteristics

Sex
Male 3,280
Female 2,098

Age
0-4 1,089
5-9 1,049
10-14 825
15-19 483
20-24 226
25-34 458
35-44 497
45-54 363
55-64 199
65+ 189

Health region of residence
Central 413
North Eastman 154
South Eastman 277
Interlake 325
Nor-Man 118
Parkland 217
Burntwood/ 266
Churchill 262
Brandon 245
Assiniboine 3,093
Winnipeg

Total 5,378

Ethics

The University of Manitoba Health Research
Ethics Board, the Health Information Privacy
Committee (HIPC) of Manitoba Health,
Department of Family Services and Labour,
and the Manitoba Department of Education
approved this research.

Results

We found that of the 10,756 in the non-DD group,
191 of them had at least one hospitalization for
dental care over the study period (1998/99-
2002/03). This translates into 1.78% of the pop-
ulation receiving hospital-based dental care. Of

DD group (%)

Matched comparison group (%)

(61.0) 6561  (61.0)
(39.0) 4195  (39.0)
(20.3) 2178  (20.3)
(19.5) 2,098 (195
(15.3) 1,650  (15.3)
(9.0) 96  (90)
@.2) 452 @42
(8.5) 916  (8.5)
9.2) 994 (9.2
6.8) 726 (6.8)
3.7) 398  (37)
(3.5) 378  (3.5)
(7.7) 834 (78
29) 22 (27)
(5.2) 561 (5.2)
6.0) 988  (9.2)
2.2) 246  (2.3)
4.0) 28 (40
(5.0) 560  (5.2)
4.9) 518 (4.8)
4.6) 490  (@46)
(57.5) 5829  (54.2)

10,756

the 5,378 individuals in the DD group, a much
higher number (750) of individuals received
hospital-based dental care over the same time
period. In other words, 13.95% of the population
with DD received hospital-based dental care
over the study period (see Table 2). The results of
the X? test indicated that the difference in pro-
portion of the DD cohort and the matched com-
parison group was statistically significant.

Data were further analyzed to examine the age
and sex distribution of those who received hos-
pital-based dental care among the DD and non-
DD populations. As shown in Table 3, there was
a statistically significant difference between the
cases and controls who received hospital-based
dental care in terms of their age [X? = 191.6289,
df = 9, p<.0001]. The majority of non-DD group
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Table 2. Hospital-Based Dental Care, 1998/1999-2002/2003

Number of individuals with at least one % of population with at least

Study population episode of hospital-based dental care  one episode of hospital-based dental care
DD group

(Total N = 5,378) 750 1395

Matched comparison 191 178

group (Total N = 10,756)

Table 3. Distribution of Study Subjects with at Least one Episode of Hospital-Based Dental Care
by Age Group, 1998/1999-2002/2003.

Matched comparison group

Age Group DD group (%) (no DD) (%)
0-4 25.10 77.50
5-9 19.70 12.00
10-19 21.20 5.80
20+ 33.50 4.60
Total 100.00 100.00

who received hospital-based dental care (77.5%)
were children under the age of five, 12% were
between the ages of 5 and 9, and the remain-
ing 10.5% were between the ages of 10 and
64. There was no one aged 65 or older who
received hospital-based dental care during the
study period among the Non-DD group. Of the
750 individuals with DD who received hospi-
tal-based dental care, 25.1% were under the age
of five; 19.7% were between the ages of 5 and
9; about 21% were between the ages of 10 and
19; and more than one third (33.5%) were adults
aged 20+.

Among the DD group who received hospi-
tal-based dental care, a significantly higher
proportion were females than the Non-DD
group who received hospital-based dental care
[X? =5.6789, df =1, p<.0172].

Next, we examined the hospital-based dental
care received by health region of residence. As
shown in Table 4, about 61% of DD cases who
received hospital-based dental care were resid-
ing in the urban health regions of Winnipeg and
Brandon. The remaining 39% were living in rural
health regions in Manitoba. Among the matched
non-DD group who received hospital-based den-
tal care, the majority (over 63%) resided in rural
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health regions in Manitoba. The observed differ-
ence between the two study groups was statisti-
cally significant [X? = 91.0526, df = 9, p<.0001].

Next, we examined the average number of den-
tal-related hospitalizations per study group.
The average number of hospitalizations for the
non-DD group was 0.0203. The average number
of hospitalizations for the DD group was 0.1487.
Results of t-test showed a significant difference
in the average number of hospitalizations for
dental care between the two groups [t = -23.28,
df = 5824, p<0.0001]. Another important finding
was the number of different hospital episodes
for dental care, which in the DD cohort ranged
between 0 and 6. For the matched comparison
group, the number of hospitalizations ranged
between 0 and 2 (see Table 5).

Discussion

The present study was the first popula-
tion-based comparative study to examine the
use of hospital-based dental care between per-
sons with and without DD in Manitoba. Using
linked data from multiple administrative data-
bases, we were able to identify a total of 5,378
individuals of all ages with DD, and those who
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Table 4. Distribution of Study Subjects, Who Had at Least One Episode of Hospital-Based Dental Care
by Health Region of Residence, 1998/1999-2002/2003

Health region of residence

DD group (%)

Central 770
N. Eastman 4.00
S. Eastman 5.70
Interlake 6.80
Nor-Man 2.70
Burntwood/Churchill 6.80
Brandon 3.90
Winnipeg 56.90
Total 94.5

Matched comparison group
(no DD) (%)

790
520
3.70
7.30
11.00
24.60
420
32.50
96.4

*Note: data from Parkland and Assiniboine suppressed due to small cell size

Table 5. Frequency of Hospital-Based Dental
Care per Person, 1998/1999-2002/2003

Matched
comparison group

Quintile DD group (no DD)
100% 6 2
99% 2 1
95% 1 0
90% 1 0
0-75% 0 0

received hospital-based dental care between
1998/1999 and 2002/2003. Proportion of the DD
population, who received hospital-based dental
care, was then compared with the proportion
of the population in the matched comparison
group, which consisted of 10,756 individuals.

One of the strengths of this study was the
use of population-based data from the MCHP
Population Health Research Data Repository.
Researchers have used the Repository exten-
sively for population-based research and the
quality of data has been evaluated as high,
based on criteria such as the completeness of
the data sets and the accuracy of the informa-
tion recorded (Brownell et al., 2002; Robinson &
Tataryn, 1997, Roos & Nicol, 1999; Roos, Nicol

& Cageorge, 1987, Roos & Shapiro, 1999). One
of the advantages of using these databases
was the ability to use unique identifiers to link
records, enabling the identification of a large
number of individuals with DD across several
data sets, as well as those who accessed hospi-
tal dental services, without duplication. Using
multiple databases, this study identified 5,378
Manitobans with a DD over the 5-year study
period. This represents 0.47% of the Manitoba
population (based on 2001 population), which
concurs with studies on the prevalence of DD
in other Canadian provinces (Morgan, Zahir, &
Kerr, 2000; Balogh, Hunter, & Ouellette-Kuntz,
2005). Another strength of this study was the
length of the study period (5 years), which pro-
vided a more representative account of hospi-
tal usage in the province. Finally, the DD cases
were matched with persons without DD based
on age, sex, and place of residence for a more
accurate and fair comparison.

Overall, we found a significantly higher rate of
hospital-based dental care for persons with DD
(13.95%) compared to the matched non-DD pop-
ulation (1.78%) over the five-year study period.
More specifically, we found that the prevalence
of hospital-based dental care (i.e., proportion of
population with at least one episode of hospital-
ization for dental care) was nearly 8 times higher
in the DD population than the matched non-DD
population. The average number of hospital epi-
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sodes for dental care per person in the DD group
was also significantly higher than the matched
comparison group (0.1487 vs. 0.0203). This
showed that in terms of hospital dental care,
persons with DD accessed services at a higher
rate, both as a population and as individuals.

The high use of hospital-based dental care by
the DD population, as compared to the matched
comparison group, is consistent with prior
research, which suggests that in general, the
population with DD uses hospital resources at a
higher rate than the general population (Balogh
et al., 2005; Morgan et al.,, 2000). Canadian
research on hospital dental care is scarce. One
study from the Canadian province of Ontario
examined day surgery visits to hospitals for
dental problems among the entire Ontario
population (i.e., not limited to persons with
disability). Using fiscal data from 2003/2004 to
2005/2006, the study found 79,133 day surgery
visits were made in Ontario for dental prob-
lems (Quinonez, Gibson, Jokovic, & Locker,
2009). Another study conducted in Ontario in
2004 was a retrospective analysis, which exam-
ined regional variations in dental procedures
among persons with ID. The study found that
40% of day admissions to hospital among peo-
ple with ID were related to dental care (Balogh
et al,, 2004). More specially, they found that the
most common dental procedures were surgical
extraction of tooth, followed by tooth filling and
surgical scaling, polishing and debridement.

There are a number of possible explanations for
the high use of hospital-based dental services
among the DD population in our study. General
dentists have limited training in providing den-
tal care to persons with special needs including
those with DD (Norwood & Slayton, 2013). In
addition, approximately 10-15% of persons with
DD have challenging behaviours (Emerson et
al,, 2001) which makes it difficult for dentists to
provide dental care in a regular dental clinic.
As a result, the population with DD is found to
be at a greater risk for unmet dental care needs.
For example, in a survey of families who had
children with special needs, 24% reported that
their children needed dental care in the past 12
months; about 9% reported that they were not
able to obtain the needed dental care (Lewis,
2009). Prior studies have shown that individ-
uals with DD living at home with family or
friends have a significantly lower number of
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decayed, missing and filled teeth (DMFT) index
than those living independently or in care facil-
ities (Lindemann, Zaschel-Grob, Opp, Lewis,
& Lewis, 2001). In Manitoba, a large propor-
tion of the DD population lives in community
group homes, where their oral and dental care
may not be as high (Leanne Fenez, Director of
St.Amant Community Residential Program;
personal communication, 2006).

In the present study we examined age distri-
bution of those who experienced hospital-based
dental care in our study period. We found that
in both study groups, the majority of hospi-
tal-based dental care users were children under
the age of 20 (66% of the DD group and 95%
of the non-DD group). This finding is consis-
tent with the existing literature. Prior studies
have shown that pediatric dental surgery is the
most common day surgery procedure at pedi-
atric hospitals in Canada (Canadian Paediatric
Decision Support Network, 2004). We also
found that a much greater proportion of adults
in the DD group compared to the adults in
the matched comparison group received hos-
pital-based dental care. This finding warrants
further research as for underlying factors.

The observed significant difference in urban/
rural distribution of hospital-based dental care
between the two study groups is an important
finding. Our analyses showed that the majority
of hospital-based dental care among the non-
DD population was for those living in rural and
northern regions of Manitoba (63%). This find-
ing could potentially be explained by the rela-
tive shortage of dental clinics in rural Manitoba,
necessitating the use of hospital-based services.
The majority of hospital-based dental care in
the DD group was for those under the age of 20
residing in urban health regions in Manitoba
(including Winnipeg and Brandon). Given the
higher availability of dental services in urban
regions compared with the rural and northern
regions of Manitoba, lack of access to commu-
nity-based services is unlikely the reason for
the higher use of hospital-based dental services
in the urban-dwelling DD population. A con-
tributing factor may be the lack of appropriate
training for providing dental care to patients
with special needs.

The findings of the present study should be
interpreted in the light of several limitations.
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First, we used population-based administrative
data to identify cases with DD. We acknowl-
edge that although we used several adminis-
trative databases, we very likely failed to iden-
tify all DD cases living in Manitoba, since some
people with DD may never have used the exist-
ing health services or social support systems
or may not have been diagnosed as having a
DD. Second, we used only five years of admin-
istrative data to identify DD. A person with DD
might not have had that particular diagnosis
noted in their medical records within the five
years of the study. As a result, we might have
missed identifying some Manitobans with DD
in this study.

Our study examined the experience of persons
with DD, including those classified with intel-
lectual disability and autism spectrum disor-
ders. As the experiences of these latter two pop-
ulations may differ, further research on these
two specific populations would be valuable.
Furthermore, as the data in this study is now
over 10 years old, more recent data needs to be
analyzed to determine if the trends described
here have continued.

As the CDA has noted, the role that hospi-
tal-based dental programs play in the delivery
of oral health care is increasing as demograph-
ics and disease patterns have increased the
number of people seeking care, including those
with concomitant medical problems (CDA,
2013). Indeed, the average life expectancy of
persons with DD is increasing and they are
expected to use a greater proportion of health
care resources in the future (Bittles et al., 2002).
However, there is a growing concern that hos-
pital dental services do not have the capacity
to meet the demands of the populations they
serve. Long wait times for general anesthesia
are a major issue for Canadian hospitals. In
many provinces, wait times for hospital den-
tal surgery are well in excess of four months
(Ontario Ministry of Health and Long-term
Care, 2014; Government of Saskatchewan, n.d.).
This is especially concerning for Canadians
with DD, as requiring general anesthesia for
routine dental treatment severely limits the
delivery of care to only a few providers at
selected facilities. The situation appears to be
worse for adults with DD, as children and ado-
lescents with DD can be treated by pediatric
dentists in both hospital and private settings,

allowing for another avenue of care. Pediatric
dentists receive extensive specialty training in
treating patients with special needs, but many
limit their scope of practice to patients under
18 years of age. A 2007 study on the treatment
of patients with special health care needs in
Ontario showed that of 83 pediatric dentists
surveyed, 60% limited their practice to only
patients 18 years old and under (Loeppky &
Sigal, 2006). In addition, hospital dental ser-
vices are usually limited to major care centers,
creating further access and transportation bar-
riers for patients with DD, especially those in
rural and remote communities.

The financial implications of providing routine
dental treatment in a hospital setting are also
important to consider. In the latest report by
MCHP on the direct costs of hospitalizations in
Manitoba, it reports the average cost of dental
extraction or restoration in hospital to be $1565
per case in Manitoba (MCHP, 2013). This does
not include the costs of the physician services
associated with the hospital stay or administra-
tive and support services costs. In addition, this
represents the cost for a typical case, whereas
some cases incur additional costs for manage-
ment of post-operative complications. Other
provinces have also reported similar costs for
routine dental procedures performed in hos-
pital (Alberta Health and Wellness, 2006). This
demonstrates not only the high costs associated
with these services, but also the need for pre-
vention and proper resource allocation.

It is clear that not all routine dental procedures
performed in hospital for persons with DD
require a hospital setting. A review of the lit-
erature suggests that only 5% of the population
with disability requires general anesthesia to
allow for dental treatment (Girgis, 1985; Milam,
1986). In contrast, of 1,010 individuals at a hos-
pital-based dental program in Ontario for peo-
ple with disabilities, over 50% received general
anesthesia as part of their treatment (Hulland
& Sigal, 2000). This same study demonstrated
that the main criteria for patient selection in
this hospital-based program were behavioral
problems, rather than physical or medical con-
ditions. While this may be seen as evidence
of inappropriate referrals for dental treatment
under general anesthesia on the part of general
dentists, there is also evidence that the current
undergraduate curriculum in most Canadian
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dental schools provides varying and general-
ly limited clinical experience in the treatment
and management of special needs patients
(Sherman & Anderson, 2010). This is of impor-
tance because studies have shown that the more
education dentists receive regarding care for
patients with special needs, the more likely they
are to provide these services to their patients
(Dao, Zwetchkenbaum, & Inglehart, 2005).

This study demonstrated that Manitobans
with DD use hospital-based dental services at
a higher rate than Manitobans without DD. It is
still not clear if hospitals are the ideal location
for all such patients, or if more efforts should
be made to treat these patients in community
clinics. Our findings are from the first popula-
tion-based study with a focus on hospital-based
dental care. More research is needed in this
area to learn about characteristics associates
with hospital-based dental care and to monitor
the progress of community-based dental ser-
vices in providing access to the underserved
population with DD.

Key Messages From This Article

People with disabilities: It isn’t necessary to go
to the hospital every time you get dental care.

Professionals: People with DD are hospitalized
for dental care more often than the rest of the
population. With specialized training for oral
healthcare providers, it may be possible to treat
routine problems in community-based clinics.

Policymakers: Individuals with DD use more
expensive healthcare services than those with-
out DD, yet have poorer oral health. Expensive
hospitalizations for routine dental problems
could be avoided with specialized training for
oral healthcare providers, and billing policies
that encourage treatment in community-based
clinics.
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