Academic and Community Partnerships:
Increasing Access Through Collaborative Care
Joseph F. West, Roderick K. King
Abstract: Access to quality dental care for many adults and children remains a serious concern. Many communities throughout
the U.S. are at great disadvantage for preventive care and treatment due to payment concerns, location and types of providers,
and poor communication between dental providers and primary care professionals. Voids in shared technology and information
also persist. Integrating primary care with oral health can boost both preventive care and interventions focused on increasing
efficacy and efficiency between dental and primary care professionals in addressing the onset and duration of disease. Academic
and community partnerships can help increase access to care and bring together the dental and medical communities for better
integration and care coordination. Academic and community partnerships promote the sharing of information, facilitate provision
of basic diagnostic services, and bring the bidirectional flow of knowledge, training, and skills to one another in a systematic and
sustained manner.
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O

ral health and overall health are wholly
linked together. Dental caries and periodontal diseases cause significant morbidity and,
when left untreated, may cause death.1 Acute and
chronic conditions flourish in the oral cavity, including inherited, infectious, neoplastic, and neuromuscular diseases and disorders. Children and adults
are both vulnerable. Dental caries is the single most
common chronic childhood disease in the U.S. and
can remain a chronic condition well into adulthood,
exacerbating heart disease, diabetes, and in some
cases mental health through low self-esteem, depression, and neurological influences.2,3 Economic status,
literacy, geography, transportation, community violence, and food availability are unequally distributed
across populations and are associated with patterns
of infrequent preventive dental care and high rates
of dental disease.4,5
A lack of access to dental care as a result of
payment concerns, insurance coverage limitations,
location of dental office, willingness of providers to
serve minority, immigrant, or disabled populations, or
other barriers remains a serious concern.6,7 In recent
years, the Patient Protection and Affordable Care
Act (ACA), efforts by the Centers for Medicare and
Medicaid Services (CMS), and the states’ expansion
of Medicaid and strengthening the Children’s Health
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Insurance Program (CHIP) have helped lower the
burden of income- and insurance-related disparities
in children’s utilization of dental services.8,9 However, because historically, Medicaid eligibility for
non-elderly adults has been very restrictive, adult
dental benefits lag far behind.
Moreover, bringing multiple health providers
from different professions together to provide comprehensive collaborative care models is a continued
priority. The best collaborative care practices integrate clinical and non-clinical services, including
diagnosis, treatment, surveillance, health education,
medication management, and support services.10,11
Aligning primary care, preventive medicine, and
dentistry to deliver the highest quality of care across
people, communities, and settings can improve oral
health outcomes. Academic and community partnerships can help bridge service provision and access
gaps by allowing partners to negotiate roles and
responsibilities, enhancing communication, sharing
resources, and facilitating the bidirectional flow of
knowledge, training, and skills.12,13

Access to Care
While the majority of the U.S. population routinely obtains oral health care in traditional dental

S23

practice settings, oral health care eludes many vulnerable and underserved communities. Lack of access to
oral health care contributes to profound and enduring
oral health disparities in the U.S.14 Access to and
utilization of oral health care are often determined
by knowledge and availability of dental coverage.
Publicly funded programs, such as Medicaid and
CHIP, are the primary sources of coverage for vulnerable and underserved populations. Racial and ethnic
minorities, people with special health care needs,
older adults, populations below the poverty threshold, and many rural populations go without any oral
health care coverage. Poor children face persistent
and systemic barriers to accessing oral health care.
Currently, all states are required to provide dental
coverage for children enrolled in Medicaid and CHIP,
but these same benefits are not required for adults
on Medicaid.15 Some states with limited adult dental
benefits have taken steps to provide more expansive
access to services for selected groups. Other states
provide a more robust dental benefit package for
pregnant women, while a few Medicaid programs
have examined caps on covered services such as dentures, crowns, and endodontic and periodontal care
for pregnant women as well as for adults with serious
chronic or other conditions.16 The inability to pay for
preventive care and some advanced treatment is one
barrier; location and placement of dental services
in networks of providers used most by vulnerable
populations can be another hurdle.
Common types of safety net providers such as
Federally Qualified Health Centers (FQHCs), nonFQHC community health centers, dental schools,
school-based clinics, state and local health departments, and community hospitals exist to provide care
to indigent children and adults. Each type of provider
offers some type of oral health care. However, challenges often arise in the types of services provided,
availability of dentists and dental hygienists, number
of patients who can be served, and scheduling.17
Other concerns these providers encounter can include
the weight of the variety of need from patients, language issues, rapidly changing demographics, and
community safety issues. Facilities and providers
have sought to overcome many of these issues by
combining logistics to remove financial and capacity barriers to better facilitate accessing diagnostic,
preventive, and early intervention dental care. Many
have partnered with other social service and community programs such as Women, Infants, and Children
(WIC) clinics, long-term care facilities, public housing authorities, and safety net hospitals.10,18
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The oral health care system is built on independent and group practice business models in which
over 90% of dentists work in private dental practices.19
Many of these locations are in neighborhoods, towns,
or areas that can be difficult for travel or seem unfriendly to low-income patients. Dental locations where
patients require access to public transportation and
hours flexible with work schedules, child care, or
even other medical needs (e.g., dialysis, physical
therapy) can prove difficult. Also, the gap in regular
dental visits and effective utilization of oral health
providers persists in lower income communities and
cultures where routine oral health care is not the norm
or practiced with any consistency. Knowledge and
prioritization of preventive oral care are strongly associated with social, cultural, and geographic factors
that influence individual attitudes and behaviors.20
Grants for school-based health centers to connect to
proper billing systems for sustainability, enhance preventive care, and strengthen public education programs
build a strong knowledge base in children and adults.
Workforce grants supporting the development
of mid-level practitioners and Title VII grants for
dental resident and dental hygiene programs can help
expand access. Expanding the oral health workforce
to include more professionals who treat low-income
individuals and disparate populations can eliminate
barriers to care. Continued efforts to increase the
number of dentists, mid-level dental providers, allied
dental providers, or dental therapists from diverse
populations can create a groundswell. Training and
enabling dental teams, including dental assistants,
dental hygienists, and dentist specialists, to serve
vulnerable populations is yet another strategy.21,22
In addition, we have observed that many states
reimburse primary care medical providers for performing preventive oral health services. Collaborative care that begins in primary care or even some
emergency or urgent care settings can lead to new
payment and oral health coverage models that also
can address access issues.

Advancing Collaborative
Care
Collaborative care is integrated and comprehensive services delivered by several health providers
from different professions working with people, their
families, caregivers, and communities. The aim is to
deliver the highest quality of care across settings, to
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eliminate redundant costs, and to improve efficiencies in systems of care.23 Collaborative care models
include both clinical and non-clinical health-related
efforts, such as diagnosis, treatment, health communications, surveillance, management, and support
services. Improving chronic disease management and
prevention begins with dental and medical providers
working in collaboration. Bringing together health
providers from dentistry, medicine, and public health
to enhance promotion, prevention, and health management can close health equity gaps.24,25 Technology, social media platforms, and mobile applications
allow for stronger connections and collaboration.
Integrated medical and dental care requires
providers at every level of care to take advantage of
advancements in technology that allow for ease of
electronic medical records exchange. Interoperability
is the capacity for different information technology
systems and software applications to communicate,
exchange data, and use the information that has
been disclosed. Tested data sharing agreements and
patient summary standards permitting data to be
shared across clinician, lab, hospital, pharmacy, and
patient regardless of the application or application
vendor strengthen interoperable requirements.26,27
Caregivers and authorized parties can connect disparate electronic health record (EHR) systems and
other systems to improve quality, safety, efficiency,
and efficacy of health care delivery. Better use of
technology also elevates efforts to eliminate health
inequities. Technological innovations in data capture,
epidemiologic profiling, and clinical translation can
be scaled and deployed in ways directly benefitting
poor communities, uninsured, children, elderly, and
disadvantaged. Collaborative care can be advanced
in vulnerable populations through patient-centered
interventions and care coordination using mobile and
wireless devices, such as smartphones, Bluetoothenabled patient monitoring devices, tablets, and
cloud-based software applications.28
Integrated patient health records and clinical
decision-support tools can improve patient care.
These tools can prompt dental providers when their
patients are due for a routine medical check, cardiovascular screen, or generating oral health messages
to physicians for their patients with diabetes. For
example, dentists and hygienists can receive text
alerts, push notifications, and reminders in electronic
charts to screen for hypertension. Physicians could
receive similar messages to screen for history or risks
for oral disease. Both providers would appropriately
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connect the information, making it readily available
for clinical decision making.29
Another potential means for advancing collaborative care could be teledentistry. Teledentistry
refers to the use of telehealth systems and mobile
platforms to deliver patient care through live video,
remote patient monitoring, and store-and-forward
modalities.30 Care models such as virtual dental
homes create community-based oral health delivery
in which patients receive preventive and modest
therapeutic services in community settings. Teledentistry sites are often set up in schools, churches,
community centers, hospitals, or community clinics.
Services provided in these settings include health
promotion and prevention education, dental disease
risk assessment, and preventive procedures such
as application of fluoride varnish, dental sealants,
and, for dental hygienists, dental prophylaxis and
periodontal scaling.31 Utilizing the latest technology
to link medical practitioners in the community with
dentists and dental hygienists at remote office sites
can significantly reduce the risk due to miscommunication, a common problem in health care.

Value of Academic and
Community Partnerships
Interprofessional education in health occurs
when academics, medical professionals, or students
from two or more professions or disciplines learn
about, from, and with one another, enabling effective collaboration that improves health outcomes.
Academic and community partnerships build on
these relationships, specifically when universities,
professional academic associations, and communitybased organizations come together in a formal manner to address unique health concerns. Academic
and community partnerships open opportunities for
cross-profession collaboration through preventive
care initiatives and treatment services to underserved
areas, grants, and research affiliations. Often such
collaborations start with negotiations of roles and
responsibilities, delineation of expertise, and establishing goals and motivation of each participant.32
Accomplishment between academic and community
partners is determined by time constraints, financial
resources, human and social capital, and trust. The
bidirectional flow of information, consistent data
sharing, and transfer of skills are also essential to
success or failure of these partnerships.33
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The implicit promise of collaboration between
academic and community partners is that each group
has the opportunity and authority to exercise agency.
Agreements and the procedures that follow lead
to each participant’s opportunity to provide input
regarding the course of the project, predetermined
weight given to each agency, and how decisions will
be made. Although the partners’ primary interests
may not be completely congruent, they are compatible in that specific goals for individual participants
and the collaborative as a whole have been clearly
defined (e.g., improving oral health in low-income
and rural children).34,35 Service-learning programs,
for example, extend institutional commitments to
engage with the local community to improve quality
of life and represent viable and sustainable models.
Some solutions may increase access to oral health
care, while others connect providers through technology and innovative strategies. Service-learning
programs provide students and faculty with a framework to develop, plan, and implement communitybased initiatives that may be required components
of academic coursework, independent research, or a
culminating learning experience.36,37
Academic and community partnerships can
help address fundamental deficiencies and service
gaps in the health care system that lead to limited access to care. Shortages in the primary care workforce,
poor training, and lack of committed care facilities
spur health inequality and widen disparities. For
example, community health centers are frequently
underused preventive care resources where people
in the communities served often opt for emergency
room care instead of primary care.38 These choices
are driven by individual concerns regarding wait
time and treatment. Partnerships between community health centers and teaching hospitals can bring
much-needed resources and capabilities to areas
threatened by seeping holes in the health care safety
net. School and community linked programs and
facilities broaden dental service delivery sites and
expand interprofessional learning, greatly benefitting
vulnerable and low-income populations in need of
oral health services.39
Dentistry is the first line of defense for prevention, diagnosis, and treatment of diseases and
disorders of the oral cavity and related systems.
Eliminating barriers that contribute to oral health
disparities will require connected teams and sustainable models. Extending learning opportunities and
communication among dentists, dental hygienists,
primary care providers, school nurses, mental health
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specialists, social workers, community-based care
coordinators, and academic centers, for example,
sets a foundation towards this aim.40,41

Conclusion
Oral health care in neglected populations can
be improved by increasing the utilization of dental
professionals for prevention and health promotion.
Building stronger collaborative care will require
medical providers across the health care system to
take greater advantage of technology and innovative care models. Interprofessional education and
strong partnerships with community entities foster
learning, skill building, and resource sharing. These
approaches together provide oral health services in a
variety of settings, increase outreach and education,
and can lead to better health outcomes.

Editor’s Disclosure

This article is one of five that were commissioned by ADEA staff for the ADEA Allied Dental
Education Leadership Convening and Training Meeting held May 31-June 1, 2018 in San Diego, CA. The
five articles are being published in a supplement to
the February 2019 Journal of Dental Education. The
manuscript was reviewed by the meeting staff and
was copyedited by the JDE staff.

REFERENCES

1. Institute of Medicine. Advancing oral health in America.
Washington, DC: National Academies Press, 2011.
2. Licata R, Paradise J. Oral health and low-income nonelderly adults: a review of coverage and access. Kaiser
Family Foundation’s Commission on Medicaid and the
Uninsured. June 2012. At: kaiserfamilyfoundation.files.
wordpress.com/2013/01/7798-02.pdf. Accessed 15 Nov.
2017.
3. Bersell CH. Access to oral health care: a national crisis
and call for reform. J Dent Hyg 2017;91(1):6-14.
4. Metcalf SS, Birenz SS, Kunzel C, et al. The impact of Medicaid expansion on oral health equity for older adults: a
systems perspective. J Calif Dent Assoc 2015;43(7):369-77.
5. Valachovic RW. Implications for the dental care of vulnerable populations if Medicaid is cut back. Acad Med
2018;93(5):687-9.
6. Vujicic M, Buchmueller T, Klein R. Dental care presents the highest level of financial barriers, compared to
other types of health care services. Health Aff (Millwood)
2016;35(12):2176-82.
7. Price CC, Eibner C. For states that opt out of Medicaid
expansion: 3.6 million fewer insured and $8.4 billion less in federal payments. Health Aff (Millwood)
2013;32(6):1030-6.

Journal of Dental Education

■

Volume 83, Number 2 Supplement

8. Centers for Medicare & Medicaid Services. Dental and
oral health services in Medicaid and CHIP. Feb. 2016. At:
www.medicaid.gov/medicaid/benefits/downloads/2015dental-and-oral-health-domain-specific-report.pdf. Accessed 21 March 2018.
9. Shane DM, Wehby GL. The impact of the Affordable Care
Act’s dependent coverage mandate on use of dental treatments and preventive services. Med Care 2017;55(9):841-7.
10. Pourat N, Choi MK, Chen X. Evidence of effectiveness
of preventive dental care in reducing dental treatment use
and related expenditures. J Public Health Dent, 6 Feb.
2018, epub ahead of print.
11. Douglass JM, Clark MB. Integrating oral health into
overall health care to prevent early childhood caries: need,
evidence, and solutions. Pediatr Dent 2015;37(3):266-74.
12. Rieselbach RE, Crouse BJ, Neuhausen K, et al. Academic
medicine: a key partner in strengthening the primary care
infrastructure via teaching health centers. Acad Med
2013;88(12):1835-43.
13. Sinkford JC, Valachovic RW, Weaver RG, West JF.
Minority dental faculty development: responsibility and
challenge. J Dent Educ 2010;74(12):1388-93.
14. Naughton DK. Expanding oral care opportunities: direct
access care provided by dental hygienists in the United
States. J Evid Based Dent Pract 2014;14(Suppl):171-82.
15. Paradise J. Improving access to oral health care for adults
in Medicaid: key themes from a policy roundtable. Kaiser
Family Foundation, 2016. At: www.kff.org/report-section/
improving-access-to-oral-health-care-for-adults-inmedicaid-key-themes-from-a-policy-roundtable-report/.
Accessed 21 March 2018.
16. Stohl HE, Chen A. Oral health coverage options for
pregnant adults and adolescents. Matern Child Health J
2018;22(1):24-31.
17. Edelstein BL. Disparities in oral health and access to care:
findings of national surveys. Ambul Pediatr 2002;2(2
Suppl):141-7.
18. Gambhir RS. Primary care in dentistry: an untapped
potential. J Fam Med Prim Care 2015;4(1):13-8.
19. Kullgren JT, McLaughlin CG, Mitra N, Armstrong K.
Nonfinancial barriers and access to care for U.S. adults.
Health Serv Res 2012;47(1 Pt 2):462-85.
20. Brems C, Johnson ME, Warner TD, Roberts LW. Barriers
to health care as reported by rural and urban interprofessional providers. J Interprof Care 2006;20(2):105-18.
21. Battrell A, Lynch A, Steinbach P. The American Dental
Hygienists’ Association leads the profession into 21st
century workforce opportunities. J Evid Based Dent Pract
2016;16(Suppl):4-10.
22. Health Resources and Services Administration, National
Center for Health Workforce Analysis. National and statelevel projections of dentists and dental hygienists in the
U.S., 2012-25. 2015. At: bhw.hrsa.gov/sites/default/files/
bhw/nchwa/projections/nationalstatelevelprojectionsdentists.pdf. Accessed 21 March 2018.
23. Cunha-Cruz J, Milgrom P, Shirtcliff RM, et al. Populationcentered risk- and evidence-based dental interprofessional
care team (PREDICT): study protocol for a randomized
controlled trial. Trials 2015;16:278.
24. Zwarenstein M, Goldman J, Reeves S. Interprofessional
collaboration: effects of practice-based interventions on
professional practice and health care outcomes. Cochrane
Database Syst Rev 2009;3:CD000072.

February 2019

■

Journal of Dental Education

25. Reeves S, Pelone F, Harrison R, et al. Interprofessional collaboration to improve professional practice
and health care outcomes. Cochrane Database Syst Rev
2017;6:CD000072.
26. HIMSS. HIMSS dictionary of health care information
technology terms, acronyms, and organizations. 4th ed.
Chicago: HIMSS Publishing, 2017.
27. HIMSS. HIMSS dictionary of health care information
technology terms, acronyms, and organizations. 2nd ed.
Chicago: HIMSS Publishing, 2010.
28. West J. Advancing innovation to eliminate disparities.
Health Affairs Blog, 4 Sept. 2014. At: www.healthaffairs.
org/do/10.1377/hblog20140904.040973/full. Accessed 19
July 2018.
29. Martin J, Mills S, Foley ME. Innovative models of dental
care delivery and coverage: patient-centric dental benefits
based on digital oral health risk assessment. Dent Clin
North Am 2018;62(2):319-25.
30. American Dental Association. ADA guide to understanding and documenting teledentistry events. 2017.
At: www.ada.org/~/media/ADA/Publications/Files/
D9995andD9996_ADAGuidetoUnderstandingand
DocumentingTeledentistryEvents_v1_2017Jul17.
pdf?la=en. Accessed 19 March 2018.
31. Manchir M. Virtual dental homes offer way to get care to
the underserved. ADA News, 6 Sept. 2016. At: www.ada.
org/en/publications/ada-news/2016-archive/september/
virtual-dental-homes-offer. Accessed 19 March 2018.
32. Drahota A, Meza RD, Brikho B, et al. Communityacademic partnerships: a systematic review of the state
of the literature and recommendations for future research.
Milbank Q 2016;94(1):163-214.
33. Abdulrahim S, Shareef ME, Alameddine M, et al. The
potentials and challenges of an academic-community
partnership in a low‐trust urban context. J Urban Health
2010;87(6):1017‐20.
34. Arora PG, Krumholz LS, Guerra T, Leff SS. Measuring
community-based participatory research partnerships: the
initial development of an assessment instrument. Prog
Community Health Partnership 2015;9(4):549-60.
35. Caldwell WB, Reyes AG, Rowe Z, et al. Community
partner perspectives on benefits, challenges, facilitating factors, and lessons learned from community-based
participatory research partnerships in Detroit. Prog Community Health Partnership 2015;9(2):299-311.
36. Strauss RP, Stein MB, Edwards J, Nies KC. The impact
of community-based dental education on students. J Dent
Educ 2010;74(10 Suppl):S42-55.
37. Hood JG. Service-learning in dental education: meeting
needs and challenges. J Dent Educ 2009;73(4):454-63.
38. Naidoo S. Ethical considerations in community oral
health. J Dent Educ 2015;79(5 Suppl):S38-44.
39. Hood JG. Reflections on the dental pipeline program’s
efforts regarding community-based dental education. J
Dent Educ 2010;74(10 Suppl):S62-6.
40. Kim K, Choi JS, Choi E, et al. Effects of community-based
health worker interventions to improve chronic disease
management and care among vulnerable populations: a
systematic review. Am J Public Health 2016;106(4):e3-28.
41. Darling M, Gonzalez F, Graves K, et al. Practical tips for
establishing partnerships with academic researchers: a
resource guide for community-based organizations. Prog
Community Health Partnership 2015;9(2):203-12.

S27

