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As the original inhabitants of this land, American Indian/Alaska Natives (AI/ANs) are unique among racial 

and ethnic groups in the United States. Hundreds of independent nations were flourishing in what is now 

the United States when Europeans first arrived. As the original inhabitants of this land, the effects of 

colonization have had profound impacts on their health.1,2

Accurate and reliable data describing the health of a community tells the story of where individuals, 

families, and the community have been; where they are now can suggest the future concerning a 

broad spectrum of social and environmental factors. The ability of a community to act efficiently and 

comprehensively in response to past, present and emerging health disparities and health threats depends 

on data collection, rigorous analysis, dissemination, planning, and purposeful action to address local 

needs. AI/ANs in the Bemidji Indian Health Service (IHS) Area (consisting of the States of Michigan, 

Minnesota, Wisconsin, and the City of Chicago) experience greater health disparities than the general 

population. Yet, Native communities are resilient, having survived through difficult times, with strengths 

rooted in language, culture, spirituality, and place.3,4 

The federal government is obligated to provide healthcare as part of its trust responsibility. However, 

the amount of funding for IHS users falls well below the amount spent on other federal healthcare users. 

The IHS Bemidji Area received the lowest amount of funding per user need compared to all IHS regions. 

Tribes in the Bemidji Area were some of the first to exercise Public Law (P.L.) 93-638 of the Indian Self 

Determination and Education Assistance Act. Thirty-one of the thirty-four federally recognized Tribes in 

the Bemidji Area administer healthcare services, not IHS.3,5 

Although it is known that AI/AN people in the Bemidji Area face sustained and persistent health 

disparities, meaningful community-level data are rarely existent, accessible, or of suitable quality 

for Tribes and urban Indian communities’ use. Challenges also occur with the existence, quality, or 

accessibility of state or Area-level data resulting from various issues, including the use of inadequate 

methods for including AI/ANs in surveys or racial misclassification. Since 1996, Tribal Epidemiology 

Centers (TECs) have made an effort to address issues with data and resolve public health disparities in 

cooperation with the AI/AN communities they serve.3

BACKGROUND
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DENTAL DISEASE IS A SERIOUS 
PUBLIC HEALTH PROBLEM
Poor oral health is a serious public health 

problem that can affect overall health and well-

being. It can lead to pain, infection, nutritional 

problems, speech difficulties, and sleep 

deprivation, which at work or school can result 

in lower performance and missed days.6,7 Studies 

show links between chronic gum infection 

(periodontitis), inflammation, heart and lung 

disease, diabetes, Alzheimer’s disease, preterm, 

and low-weight birth.8,9

Insufficient or underutilized primary prevention 

services such as annual dental cleanings, oral 

health education, community water fluoridation, 

fluoride varnish, and dental sealants, coupled 

with untreated dental disease costs the U.S. 

health care system $1.6 billion annually in visits to 

the emergency department with an average cost 

of $749 per visit.10 Disparities in oral health status 

guide program planning and help secure funding 

for targeted prevention projects.

In 2000, Surgeon General, David Satcher, called 

dental disease a “silent epidemic,” referencing a 

general lack of awareness of its importance and 

impact on the underserved.11 In 2003, Surgeon 

General, Richard Carmona issued a National 

Call to Action to Promote Oral Health,12 which 

highlighted oral health disparities (age, race/

ethnicity, and income) and encouraged a multi-

sector approach to promote oral health and 

reduce disparities.13

ORAL HEALTH DISPARITIES 
IN INDIAN COUNTRY
Compared to the general U.S. population and 

other racial/ethnic groups, American Indian/

Alaska Natives (AI/ANs) have a higher burden, 

earlier progression, and greater severity of dental 

disease. By the age of two, 40 percent of AI/

AN children have experienced dental decay 

and cavities (caries), and by the age of five, the 

prevalence of caries experience is 81 percent.14

Major drivers of early childhood caries among AI/

ANs include earlier exposure to the pathogenic 

dental bacteria, S. mutans,15 earlier tooth eruption 

patterns,16 inadequate parent/guardian oral 

hygiene knowledge, and access to dental care.17 

In 2016-2017, AI/AN elementary school children 

aged 6-9 years had a two and six-fold higher 

prevalence of untreated tooth decay in their 

primary (baby) and permanent (adult) teeth, 

respectively, compared to their non-AI/AN 

peers (Figure 1).18 In 2013-2014, over half of AI/

AN adolescents (13-15 years) seeking care at an 

Indian Health Service, Tribal or urban (I/T/U) 

dental program (53%) and over a third of AI/AN 

adolescent students in grades 7-9 (38%) had 

untreated dental decay, compared to 11% in the 

general U.S. 13-15-year-old population (Figure 2).19 

In 2015, AI/AN adults aged 35 and older at I/T/U 

dental programs had a higher prevalence of 

untreated dental decay, severe gum (periodontal) 

disease, and tooth loss, compared to other 

racial/ethnic groups (Figure 3).20 In the same 

study, AI/AN patients were also more likely to 

report poor oral health (50%), oral pain (43%), 

and food avoidance (40%) than the general U.S. 

population (33%, 21%, and 19%, respectively).20  
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AI/AN, 2016-2017

Hispanic, 2009-2010

Black, 2009-2010

White, 2009-2010
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Percent of 6-9-year-old children
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AI/AN children are three
times more likely to have
untreated dental caries
than white children.

Figure 1. Percent of Children 6-9 Years of Age with Untreated Dental Caries in Primary or 
Permanent Teeth by Race/Ethnicity

Data Sources: 2016-2017 IHS oral health survey of AI/AN elementary school children, NHANES 2009-2010
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Figure 3. Percent of Adults with Untreated Dental Caries by Age Group U.S. Overall (NHANES 
2011-2012) vs. AI/AN Dental Patients (IHS 2015)

Data Sources: The IHS 2015 Oral Health Survey of AI/AN Adolescents, NHANES 2011-2012
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Figure 2. Prevalence of Untreated Decay in the Permanent Teeth of AI/AN Dental Clinic 
Patients and Students Compared to the General U.S. Population and the Healthy People 2020 
Target, 13-15 Years of Age

Data Sources: The IHS 2013-2014 Oral Health Survey of AI/AN Adolescents, NHANES 2009-2010
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PUBLIC HEALTH SURVEILLANCE 
MONITORS POPULATION HEALTH
The Centers for Disease Control and Prevention 

(CDC) recommends that health events be 

considered for ongoing surveillance if they 

affect many people, require large expenditures 

of resources, are largely preventable, and are 

of public health importance.21 Meeting these 

criteria, surveillance systems for oral health exist 

at the federal and state levels and primarily 

include data from population-based oral health 

screenings, self-report surveys, and community 

water fluoridation.

Bernard Choi’s (2012) definition of public health 

surveillance is, “a systematic, ongoing and 

population-based system for the collection, 

analysis, interpretation of data on health 

outcomes, risk factors, and intervention 

strategies for the monitoring and early warning 

of health events and for the development and 

evaluation of public health interventions and 

programs, closely integrated with the timely 

dissemination of the information to those who 

need to know.”22 

The purpose of public health surveillance is to:

• Monitor disease or health behavior trends of 
a population.

• Detect disease clusters, outbreaks, 
epidemics, or new health concerns.

• Measure the burden of disease, risk factors 
(e.g., no yearly dental visit), and protective 
factors (e.g., dental sealants to prevent 
cavities), populations affected, and health or 
resource disparities.

• Plan, guide, and evaluate public health policy, 
programs, services, and activities.

• Prioritize the distribution of staff and 
resources.

• Provide the basis for population health 

(epidemiologic) research.

FEDERAL, STATE, AND TRIBAL ORAL 
HEALTH DATA COLLABORATIVE 
A robust public health surveillance system is 

paramount to understanding trends in oral 

diseases, disparities, risk, and protective factors of 

oral disease and oral-systemic linkages. Surveillance 

systems are most effective when coordinated 

across federal, state, and Tribal entities. Data 

measures or indicators provide meaningful 

information for communities to take action.

The purpose of this report is to identify existing 

datasets and surveillance systems that capture 

information on AI/AN oral health; determine 

what oral health indicators mutually exist across 

federal, state, and Tribal entities, and make 

recommendations for coordinated AI/AN oral 

health data activities and surveillance.

“Good surveillance does not necessarily ensure the making of 
the right decisions, but it reduces the chance of wrong ones.” 
– Alexander D. Langmuir, M.D., MPH, Founder of the Epidemic Intelligence Service
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METHODS
Oral health surveillance systems, datasets, and indicators were identified by literature review and web-based 

search. Key informant interviews were conducted with data analysts, epidemiologists, and surveillance 

system coordinators at the Association of State and Territorial Dental Directors (ASTDD), Centers for 

Disease Control and Prevention (CDC), Indian Health Service (IHS), and State Departments of Health and 

Human Services in Michigan, Minnesota, and Wisconsin. The purpose of these interviews was to understand 

what oral health data is collected, whether these data include American Indian/Alaska Native (AI/AN) 

representation, and the strengths and limitations of existing surveillance systems.

Oral health datasets and indicators collected in the National Oral Health Surveillance System (NOHSS), 

Indian Health Service Oral Health Surveillance System, Michigan Oral Health Surveillance System (MIOHSS), 

Minnesota Oral Health Statistics System (MNOHSS), and Wisconsin Oral Health Surveillance System 

(WIOHSS) were compared.

RESULTS

NATIONAL ORAL HEALTH SURVEILLANCE SYSTEM
In 1998 and 1999, the Council on State and Territorial Epidemiologists (CSTE) recommended nine oral health 

indicators (dental visits, teeth cleaning, complete tooth loss, community fluoridation status, dental sealants, 

caries history, obvious signs of tooth decay, incidence of and mortality from oral and pharyngeal cancer) 

to be included in the National Oral Health Surveillance System.23 Since then, new state data sources have 

become available to monitor these and other oral health indicators. These are included in the CSTE/ASTDD 

White Paper on State-Based Oral Health Surveillance Systems (October 2013).   

In January 2001, the Centers for Disease Control and Prevention (CDC) and the Association of State and 

Territorial Dental Directors (ASTDD) established the National Oral Health Surveillance System (NOHSS).24 

Indicators selected for inclusion in NOHSS were based on guidance from CSTE and ASTDD and included 

data that could be collected by states and used to monitor trends and progress towards achieving Healthy 

People goals and objectives (see Healthy People 2020 metrics Table 1). NOHSS has 35 indicators from 14 

datasets (Table 2). However, only adult indicators (past year dental visit and tooth loss in adults 65 years 

and older) from the Behavioral Risk Factor Surveillance System (BRFSS), state oral health surveys (Basic 

Screening Survey), water fluoridation (Water Fluoridation Reporting System), and ASTDD’s Annual State 

Synopsis of State Oral Health Programs are publicly available on the CDC’s Division of Oral Health website 

Oral Health Data.

The datasets used to track oral health trends in NOHSS are not all the same as those used to track progress 

towards Healthy People 2020 objectives. However, indicators are generally considered to be comparable, 

and national and state data are frequently compared to the Healthy People baseline and target measures.
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INDIAN HEALTH SERVICE ORAL 
HEALTH SURVEILLANCE SYSTEM
The largest source of oral health data on American 

Indian/Alaska Natives (AI/ANs) is the Indian Health 

Service (IHS) Oral Health Surveillance System. This 

data is representative of AI/ANs at a national level 

only and does not capture AI/ANs from Tribes, 

not reporting data into the national dental data 

warehouse or participating in the IHS Oral Health 

Surveys. AI/ANs who do not live on the reservation 

and do not seek care from Tribal or Indian Health 

Services are also not captured in these data.

In 2010, IHS established its oral health 

surveillance system designed to monitor trends 

in oral health among AI/AN populations.

Oral health data is collected from four different 
age cohorts:25

• Preschool children (2010, 2014, and 2018-
2019)

• Elementary school children (2011-2012 and 
2016-2017)

• Adolescents (2012-2013)

• Adults (2015)

In addition, IHS tracks community water 

fluoridation, dental service use, and oral health 

outcomes using electronic dental records data 

from the Resource and Patient Management 

System (RPMS) and the Dental Data 

Warehouse. Starting in 2014, data is aggregated 

to the national level only.25 

IHS follows national guidelines and standards 

from NOHSS, CSTE, and Healthy People oral 

health goals and objectives. 

IHS Oral Health Surveys (Basic Screening 

Surveys) are routinely collected oral health 

data from the four age cohorts (listed 

above) across all IHS sites and select Tribal 

communities. The surveys are non-invasive 

open-mouth assessments conducted by dental 

professionals in dental clinics, schools, and the 

community. Also, the data collected assesses 

the prevalence of several indicators such as 

dental caries, sealants, tooth loss, and others, it 

is based on the age-cohort being sampled. Data 

from the IHS Oral Health Surveys are publicly 

available on the CDC’s Division of Oral Health 

website: Oral Health Data. In total, IHS tracks 17 

indicators from 3 datasets (Table 3).

MICHIGAN ORAL HEALTH 
SURVEILLANCE SYSTEM
Established in 2009, the Michigan Oral Health 

Surveillance System now tracks 61 indicators 

from 13 datasets.26 The objectives of the oral 

health surveillance system are to:26

1. Estimate the magnitude of oral disease in 
Michigan.

2. Monitor trends in oral health indicators.

3. Evaluate the effectiveness of implemented 
programs and policy changes.

4. Identify vulnerable population groups.

5. Communicate and provide information for 

decision-making.

The Michigan Oral Health Surveillance System 

follows national guidelines and standards from 

the NOHSS and Healthy People oral health 

goals and objectives. Other national standards 

reviewed and used include recommendations 

from the chronic disease indicators established 

by the CSTE and the American Cancer Society.

See Table 4 for a full list of datasets and 

indicators.
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MINNESOTA ORAL HEALTH STATISTICS 
SYSTEM (MNOHSS)
The Minnesota Oral Health Statistics System 

(MNOHSS) is Minnesota’s oral health surveillance 

system. Established in February 2015, MNOHSS 

tracks 55 data indicators (child, adult, older 

adult, dental workforce, water fluoridation, and 

oral health service use) from 18 datasets.27

The goals and objectives of MNOHSS is to 

provide a scalable, sustainable state oral health 

surveillance system that:27

1. Creates awareness of the importance of oral 
health.

2. Supports evidence-based state and local 
program planning, evaluation, and policies.

3. Delivers timely, accurate, accessible, 
understandable, and actionable oral health 
data.

4. Allows data users to:

a. Track burden and trends in oral diseases 
and service use.

b. Identify risk and protective factors, 
health disparities, and high-need 
populations.

c. Ascertain unmet needs and target 

resources more efficiently.

MNOHSS follows national guidelines and 

standards from the NOHSS and Healthy 

People oral health goals and objectives. Other 

national standards reviewed and used include 

recommendations from the chronic disease 

indicators established by the CSTE and the 

American Cancer Society.

Data is publicly available on the MN Data 

Access Portal. See Table 5 for a full list of 

datasets and indicators.

WISCONSIN ORAL HEALTH 
SURVEILLANCE SYSTEM 
Established in 2012, the County Oral Health 

Wisconsin Surveillance System (COWSS) used 

to be Wisconsin’s oral health surveillance 

system and included County Reports. COWSS 

was created to provide oral health data (at 

the county level when possible) to local health 

departments and other partners. COWSS also 

helped to streamline data requests and was 

able to fulfill most of the requests that the 

health department received.28  

Now, data is publicly available on the Wisconsin 

Department of Health Services’ Environmental 

Public Health Tracking Portal. COWSS tracks 48 

data indicators (child, adolescent, adult, older 

adult, dental workforce, water fluoridation, 

emergency department use, and oral health 

service use) from 15 datasets.28

The objectives of COWSS is to provide a 

consistent source of updated, reliable, and valid 

information for use in developing, implementing, 

and evaluating programs to improve the oral 

health of Wisconsin residents.28

The surveillance system follows national 

guidelines and standards from the NOHSS and 

Healthy People oral health goals and objectives. 

Other national standards reviewed and used 

include recommendations from the chronic 

disease indicators established by CSTE and the 

American Cancer Society.

See Table 6 for a full list of datasets and 

indicators.
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DISCUSSION AND 
RECOMMENDATIONS 

COMMON INDICATORS ACROSS ORAL 
HEALTH SURVEILLANCE SYSTEMS
A major strength is that 74.5% of states have 

an oral health surveillance system, including 

Bemidji Area states (Michigan, Minnesota, and 

Wisconsin).29 Also, many states provide data to 

the National Oral Health Surveillance System 

(NOHSS). Of the surveillance systems investigated 

in this report, the most common indicators were 

caries experience, untreated tooth decay, dental 

sealants from the Basic Screening Survey (BSS) 

for Third Graders, smoking status, tooth loss, 

and percent population covered by community 

water fluoridation from the Water Fluoridation 

Reporting System. This means indicators can be 

compared by the general U.S. population, U.S. 

Indian Health Service population, and Bemidji 

Area states (Michigan, Minnesota, and Wisconsin).

PREDOMINANT SOURCES OF ORAL 
HEALTH DATA ARE NATIONAL 
SELF-REPORT SURVEYS AND 
ADMINISTRATIVE DATA 
The most common data sources across states 

are self-reported surveys such as the Adult 

and Youth Behavioral Risk Factor Surveillance 

System, National Survey of Children’s Health, 

and Pregnancy Risk Factor Surveillance System. 

National or state-based registries/tracking 

systems were also common across surveillance 

systems such as Cancer Program Registries/

Surveillance, Epidemiology, and End Results 

(SEER), Water Fluoridation Reporting systems, 

and Immunization Program reporting systems. 

All systems have access to oral health service 

utilization data from state Medicaid dental 

claims (also tracked nationally in the Centers for 

Medicaid & Medicare Services (CMS) data files).

OUTCOMES-BASED DATA HELPS 
DETERMINE THE POPULATION 
BURDEN OF ORAL DISEASE
Health outcomes-based data provides the richest 

source of oral health data for tracking trends and 

the burden of oral disease across geographies 

(national, state, and Tribe). The main source of 

this data for surveillance purposes comes from 

the Basic Screening Survey (BSS), also called the 

Oral Health Survey is an open-mouth screening 

of different age cohorts (preschoolers in Head 

Start programs, kindergarteners, and third graders 

in public schools, adults in the community, and 

older adults in nursing homes/assisted living 

facilities or congregate meal sites). Data collection 

is recommended every five years to track the 

prevalence of untreated tooth decay, treated tooth 

decay, dental sealants (on primary or permanent 

molar teeth), functional dentition, tooth loss, and 

other key indicators specific to the population 

being surveyed.

All three states conduct the BSS for Third 

Graders and Older Adults. Only Wisconsin 

conducts a BSS for preschoolers in Head Start 

programs and conducts a unique annual Oral 

Health Survey of children and adults similar 

in nature to the National Health and Nutrition 

Examination Survey (NHANES). Indian Health 

Service tracks the oral health status of multiple 

cohorts (1-5 years, 6-9 years, 13-15 years, and 

35+ years).

NOHSS generates national estimates of the 

burden of oral disease based on aggregated 

state-level BSS data. The CDC conducts the 

NHANES every year, which assesses among many 

things, the oral health of children and adults 

based on interview and physical examination. 

Electronic dental records are another potential 

source of outcomes-based data for those 

currently served. Only the Indian Health Services 
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uses this type of data to track caries experience, 

untreated and treated tooth decay, tooth loss, 

dental sealants, and topical fluoride treatment.

ORAL HEALTH SURVEILLANCE 
SYSTEMS ARE INTERDEPENDENT 
National surveillance systems include the 

NOHSS and the Indian Health Service (IHS) Oral 

Health Surveillance System. All three states in 

the Bemidji Area (Michigan, Minnesota, and 

Wisconsin) have state-specific oral health 

surveillance systems. States rely on guidance 

from the Department of Health and Human 

Services, CDC, ASTDD, and CSTE on what 

key indicators to track that have clinical or 

public health significance and can be feasibly 

and systematically collected across states 

for comparison purposes. Priorities are set 

by individual state needs, available funding, 

and staff capacity. Several indicators tracked 

in NOHSS are nationally aggregated data 

from states. Therefore, data in NOHSS is also 

dependent on states and state capacity to 

collect and report on these data.

TRIBAL OR REGIONAL ORAL HEALTH 
SURVEILLANCE IS LACKING
Through this assessment, no Tribal level-specific 

oral health surveillance system is in existence.  

Since 2014, IHS has stopped reporting on 

region-specific indicators due to requests from 

area Indian Health Services and only reports on 

national estimates.29 This limits clinicians and 

public health practitioner’s ability to compare 

the trends and the burden of oral disease 

among American Indians/Alaska Natives (AI/

ANs) in the U.S. to regions and states. This 

information is key to prioritizing needs and 

effectively targeting limited resources and may 

even be a barrier to demonstrating need in 

grants and other funding opportunities.

ORAL HEALTH DATA ON AI/AN 
POPULATION IS LIMITED AT THE 
STATE LEVEL
Most oral health data collected by states that 

collectively generate national estimates (i.e. BSS, 

BRFSS, NSCH, YRBSS) have too small a sample 

size of AI/ANs to draw any information from 

or make comparisons. When included, they are 

frequently combined with other races to form an 

“other” category.

OTHER LIMITATIONS
Besides the Basic Screening Survey/Oral Health 

Survey, electronic dental and health records 

are another rich source of outcomes-based 

data. Electronic dental and health records 

are not often integrated, even within the 

same health care system. Also, Indian Health 

Service facilities, Tribally-operated facilities, 

Federally Qualified Health Centers, and other 

health care systems accessed by AI/ANs use 

different software management programs. This 

technological challenge makes it difficult to 

share data across systems or retrieve data for 

surveillance or investigative purposes.

Oral health surveillance in the United States is 

relatively new (starting in 2000) compared to 

other surveillance systems in the United States. 

The ability to conduct and maintain surveillance 

is highly dependent on the continuation of 

funding, staffing, and other resources to track 

and report on up-to-date information on the 

oral health of the nation. Recent reductions 

in funding and funding restrictions have 

put a strain on coordinated national and 

state surveillance efforts. Also, Indian Health 

Service has the only surveillance system that 

captures oral health data specific to the AI/

AN population. However, data has limited 

scope due to the majority of AI/ANs receiving 

care outside of the IHS system in the Bemidji 
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Area. These factors make it difficult to track 

the trends and burden of oral disease in Indian 

Country and describe specific funding and 

resource needs for purposes of programming 

and policymaking.

RECOMMENDATIONS
An opportunity exists to leverage national, state, 

and Tribal resources to develop and improve 

American Indian/Alaska Native (AI/AN) oral 

health data collection and reporting. Based on 

this assessment, the following recommendations 

were developed on ways to improve oral health 

data surveillance:   

Recommendation 1. Support Basic Screening 
Surveys/Oral Health Surveys
Tribes could collect oral health outcomes data 

from cohort-specific (Preschool/Head Start, 

Kindergarten, Third Graders, and Older Adults) 

Basic Screening Surveys/Oral Health Surveys. 

Bemidji Area Tribes can request Tribe-specific 

sampling from IHS during their scheduled Oral 

Health Surveys. Collecting outcomes data will 

allow participating Tribes to have Tribe-specific 

data that is Tribally-owned and not shared 

publicly. The Tribes are then able to compare 

their data with aggregated data on AI/ANs in 

the region, state (if available), and the U.S. (if 

available). Indian Health Service (IHS) could train 

Tribal clinics to conduct Oral Health Surveys. 

However, Tribal clinics would need to fund their 

data collection if they choose to conduct oral 

health surveys. 

A second option is for Tribes is to collaborate 

with their state or Tribal Epidemiology Center to 

inquire about how their Tribe could be included 

in a Basic Screening Survey.

The third option for Tribes with respect to state 

collected data on child BSS cohorts (Head Start 

Programs, Kindergarten, and Third Grade) is 

that data could be collected from all Tribes (i.e. 

Bureau of Indian Education (BIE) schools or Head 

Start Programs) and state public schools or Head 

Start Programs with a higher percentage of AI/

ANs students (50% or greater AI/AN student 

body). Data from Tribal and state public schools 

with 50% or greater student body would allow 

for state-specific AI/AN oral health data. If all 

three Bemidji Area states (Michigan, Minnesota, 

and Wisconsin) conducted their basic screening 

surveys this way with the same methodology, 

Tribes could also have region-specific AI/AN oral 

health data.

Recommendation 2. Support Adult & Youth 
Behavioral Risk Factor Surveillance System 
surveys 
The Behavioral Risk Factor Surveillance System 

(BRFSS) is a telephone or web-based survey 

that tracks oral health indicators (i.e. past year 

dental visit, tooth loss), as well as chronic disease, 

disability, and health behaviors. This data helps 

researchers and public health practitioners 

understand associations between oral health and 

chronic diseases such as heart disease, diabetes, 

and cancer; and risk factors for or protective 

factors against oral diseases. For many BRFSS 

indicators, AI/ANs make up a very small number 

of participants, so making inferences about any 

Tribe or community is difficult. 

Tribes can collaborate with their local Tribal 

Epidemiology Center to conduct a Tribal BRFSS 

or participate in the annual BRFSS conducted 

by each state. If an oversample of AI/ANs at the 

state level were conducted, state estimates would 

then be closer to be representative of the AI/

AN population. There would be a large enough 

sample size of AI/ANs to draw results from and 

make comparisons to other racial/ethnic groups. 

If an oversample of AI/ANs at the state level were 

conducted, state estimates would more closely 

represent the AI/AN population.
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Recommendation 3. Support data projects that 
use electronic health and dental records 
Electronic health and dental records are a rich 

source of health outcome data. They allow 

Tribes to track a specific disease from diagnosis 

to treatment and outcome (i.e. symptom and 

disease management or resolution). It also 

permits the linkage of exposures (i.e. health 

behaviors such as smoking, immunizations, 

screenings, or other chronic or infectious 

disease) to health outcomes. Studying these 

associations helps to better understand risk 

factors for and protective factors of infectious 

and chronic diseases and ways programs and 

other interventions can improve AI/AN oral 

health and overall health.

As an example, suppose a possible link between 

vitamin deficiency and diabetes is found. Tribal 

Epidemiology Centers could assist communities in 

their endeavor to conduct a study to see if vitamin 

supplementation can prevent diabetes or improve 

diabetes management.

A major challenge with electronic health and 

dental records is that they frequently have different 

software management programs and are not 

integrated. Therefore, there may be technological 

challenges with pulling data for further study, 

program planning, or epidemiologic investigations. 

Opportunities exist for Tribes/urban Indian clinics 

to work with Tribal Epidemiology Centers to 

integrate dental and health records for surveillance 

and investigative purposes.

TABLES

Table 1. Healthy People 2020 Oral Health Metrics

HP Data Source/Type Population Indicators

ASTDD State Synopses of 
Dental Public Health Programs 
[self-report]

State Dental Public Health 
Programs

- Percent of local health departments 
with an oral health prevention or 
care component

- Percent of state with cleft lip and 
palate data recording system

- Percent of states with cleft lip and 
palate referral system

- Percent of states with oral and 
craniofacial surveillance system

- Percent of states serving districts 
of 250K or more people that have 
a dental public health program 
managed by a dental public health 
professional

Medical Expenditure Panel 
Survey (MEPS) [self-report]

Individuals and families, 
medical providers 
(doctors, hospitals, 
pharmacies, etc.) and 
employers in the United 
States

- Past year dental visit

- Past year preventive dental visit

- Ability to obtain dental care
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Table 1. Healthy People 2020 Oral Health Metrics (Con’t)

HP Data Source/Type Population Indicators

National Census of School-
Based Health Centers, School-
Based Health Alliance [self-
report]

School-Based Health 
Centers (SBHC)

- Percent that provide dental sealants

- Percent that provide dental care

- Percent that provide topical fluoride

National Health and Nutrition 
Examination Survey (NHANES) 
[self-report with screening 
component]

3-5 years

6-9 years

13-15 years

35-44 years

65-74 years

75+ years

Prevalence of:
- Caries experience

- Untreated tooth decay

- Permanent tooth extraction

- Permanent tooth loss

- Moderate or severe periodontitis

- Dental sealant on a permanent or 
primary molar tooth

- Preventive interventions in dental 
office (tobacco cessation, oral 
cancer screening, glycemic control)

National Health Interview 
Survey (NHIS) [self-report]

Non-institutionalized U.S. 
population

Prevalence of:

-  Past year dental visit

- Forgone dental care due to cost

- Diabetics with annual dental exam

- Persons with dental insurance

National Program of Cancer 
Registries/Surveillance, 
Epidemiology and End Results 
(SEER) Program [registry]

Cancer diagnoses from 
34% of the U.S. population

- Percent of oral and pharyngeal 
cancer diagnosed at the localized 
stage (Stage 1)

Uniform Data System (UDS), 
Health Resources and Services 
Administration (HRSA) 
[administrative data]

Federally Qualified Health 
Centers (FQHC) Population 
served by FQHCs

- Percent FQHCs with an oral health 
care program

- Percent of patients at FQHC 
receiving oral health services

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems
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Table 2. National Oral Health Surveillance System (NOHSS) Data

NOHSS Data Source/Type Population Indicators

ASTDD State Synopses of 
Dental Public Health Programs 
[self-report]

State Dental Public Health 
Programs

- Number of state-based oral health 
surveillance systems

Basic Screening Survey (BSS) 
for HeadStart [screening]

Preschool children aged 
3-5 years in a HeadStart 
program from 29 states

Prevalence of (median of states):

- Caries experience

- Untreated tooth decay

- Treatment need

- dental sealant on a primary molar 
tooth (optional)

Basic Screening Survey (BSS) 
for Kindergarten [screening]

Kindergarten children from 
18 states

Prevalence of (median of states):

- Caries experience

- Untreated tooth decay

- Treatment need

- Dental sealant on a primary molar 
tooth (optional)

Basic Screening Survey (BSS) 
for Third Graders [screening]

Third graders in U.S. 
schools from 47 states

Prevalence of (median of states):

- Caries experience

- Untreated tooth decay

- Treatment need

- Dental sealants on a permanent 
molar tooth

Basic Screening Survey (BSS) 
for Older Adults [screening]

Adults aged 65 years 
and older in U.S. nursing 
facilities, assisted living 
facilities or congregate 
meal sites from 23 states

Prevalence of (median of states):

- Untreated tooth decay

Behavioral Risk Factor 
Surveillance System (BRFSS) 
[self-report]

Non-institutionalized 
adults 18 years and older 
from 50 U.S States, District 
of Columbia, Guam, Puerto 
Rico and Virgin Islands

Prevalence of:

- Past year dental visit

- Past year dental visit among those 
with a diabetes diagnosis

- No tooth loss among those aged 18-
64 years

- 6 or more teeth lost among those 
aged 65 years and older

- All teeth lost among those aged 65 
years and older



21

BEMIDJI AREA AMERICAN INDIAN/ALASKA NATIVE (AI/AN) REPORT 
ON ORAL HEALTH DATA & SURVEILLANCE SYSTEMS

Table 2. National Oral Health Surveillance System (NOHSS) Data (Con’t)

NOHSS Data Source/Type Population Indicators

Early Periodic Screening, 
Diagnosis and Treatment 
(EPSDT) (CMS-416) Report

Children aged 1-20 years 
enrolled in Medicaid or 
state Medicaid CHIP 
Expansion program

Percent of Medicaid eligible children 
with:

- Any dental service use

- Preventive dental service use

- Dental sealants (aged 6-14 years)

National Survey of Children’s 
Health (NSCH) [self-report]

Non-institutionalized U.S. 
children aged 1-17 years

Prevalence of:
- Past year dental visit

-  Past year preventive dental visit

Pregnancy Risk Assessment 
Monitoring System (PRAMS) 
[self-reported]

Non-institutionalized 
U.S. pregnant mothers or 
recently pregnant mothers 
from 40 states

Prevalence of:
- Dental cleaning before pregnancy

- Dental cleaning after pregnancy

National Program of Cancer 
Registries/Surveillance, 
Epidemiology and End Results 
(SEER) Program [registry]

Cancer diagnoses from 
34% of the U.S. population

- Incidence of invasive oral and 
pharyngeal cancer

- Mortality from invasive oral and 
pharyngeal cancer

National Census of School-
Based Health Centers, School-
Based Health Alliance [self-
report]

School-Based Health 
Centers (SBHC)

- Percent that provide dental sealants

- Percent that provide dental care

- Percent that provide topical fluoride

Uniform Data System (UDS), 
Health Resources and Services 
Administration (HRSA) 
[administrative data]

Population served by 
Federally Qualified Health 
Centers (FQHC)

- Percent oral health service use

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems

Youth Behavioral Risk Factor 
Surveillance System (YBRFSS)

Adolescents (grades 9-12) 
from 42 states - Past year dental visit
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Table 3. Indian Health Service (IHS) Oral Health Surveillance System Data

IHS Data Source/Type Population Indicators

Oral Health Surveys [screening 
and electronic dental records]

Different age cohorts 
sampled in dental clinic, 
school and community:
- 1-5 year olds

- 6-9 year olds

- 13-15 year olds

- 35 years and older

Prevalence of (across all IHS sites and 
select Tribal communities):
- Severe early childhood caries

- Caries experience

- Root caries

- Untreated tooth decay

- Severity (dmft/DMFT)

- Treatment need

- Dental sealants on a primary or 
permanent molar tooth

- Moderate or severe periodontitis

- Tooth loss

- Fluorosis

- Tobacco use

- Dental clinic utilization

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems.

Government Performance 
and Results Act (GPRA) 
Performance Report [electronic 
dental records from the Dental 
Data Warehouse and Resource 
and Patient Management 
System (RPMS)]

AI/AN service population

- Past year dental visit

- Children with at least one past year 
topical fluoride treatment

- Children with intact dental sealant

- Past year tobacco cessation services 
received by current smokers
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Table 4. Michigan Oral Health Surveillance System (MIOHSS) Data

Michigan Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for Third Graders [screening 
and self-report survey]

Third graders in Michigan 
public schools

Prevalence of:

- Caries experience

- Untreated tooth decay

- Cavitated lesions

- Treatment need

- Dental sealants on a permanent 
molar tooth

- Fluorosis

- Time since last dental visit

- Reason for last dental visit

- History of toothache

- Problems obtaining dental care

- Dental insurance

Basic Screening Survey (BSS) 
for Older Adults [screening and 
self-report survey]

Seniors attending Michigan 
Area Agencies of Aging 
(AAA) senior centers, 
congregate meal sites and 
health fairs (convenience 
sample)

Prevalence of:

- Caries experience

- Untreated tooth decay

- Cavitated lesions

- Treatment need

- Periodontal disease

- Tooth loss

- Dry mouth

- Time since last dental visit

- Reason for last dental visit

- Problems obtaining dental care

- History of toothache

- Dental insurance

Behavioral Risk Factor 
Surveillance System (BRFSS) 
[self-report survey]

Non-institutionalized 
Michigan adults 18 years 
and older

Prevalence of:

- Past year dental visit

- 6 or more teeth lost among those 
aged 65 years and older

- All teeth lost among those aged 65 
years and older
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Table 4. Michigan Oral Health Surveillance System (MIOHSS) Data (Con’t)

Michigan Data Source/Type Population Indicators

Michigan Birth Defects Registry 
[state registry]

All Michigan residents with 
an immunization - Incidence of HPV vaccine received

Michigan Resident Death Files 
[administrative data]

All in-state occurrences 
regardless of the state of 
residence and all Michigan 
residents regardless of 
location of death included

- Mortality from invasive oral and 
pharyngeal cancer

Michigan Healthy Kids 
Dental & Medicaid Utilization 
[claims data from MDCH Data 
Warehouse]

Medicaid beneficiaries, 
Michigan Child (MICHILD) 
enrollees

- Number of beneficiaries served

- Number of dentists providing 
services

- Types of services rendered

- Amount paid for dental services

Pregnancy Risk Assessment 
Monitoring System (PRAMS) 
[self-report survey]

Resident women with a 
recent live-birth in the 
state of Michigan

Prevalence of:

- Dental cleaning before pregnancy

- Dental cleaning after pregnancy

- Dental problem

- Visit to a dentist or dental clinic 
during pregnancy

- Dental insurance

SEAL! Michigan

Students participating in 
Free and Reduced-Price 
Lunch Program in 1st, 2nd, 
6th and 7th grades (all 
grades in Wayne County) 
with a positive parental 
permission slip

- Caries experience
- Untreated tooth decay
- Tooth loss
- Dental sealants present
- Dental sealants placed
- Dental sealant retention
- Follow-up checks of sealed teeth

Water Fluoridation Reporting 
System [registry] Public water systems

- Water system type
- Water source
- Inspection dates
- Fluoride levels
- Number of populations served

Workforce Licensing Survey Dentists and Dental 
Hygienists Licensees

- Number of active, licensed dentists 
by state and county

- Number of active, licensed dental 
hygienists by state and county

- Number of in-state, out-of-state and 
foreign licenses
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Table 5. Minnesota Oral Health Statistics System (MNOHSS) Data

MNOHSS Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for Third Graders [screening]

Third graders in Minnesota 
public schools

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Dental sealants on a permanent 
molar tooth

Basic Screening Survey (BSS) 
for Older Adults [screening]

Adults aged 65 and older 
living in licensed nursing 
facilities

Prevalence of:

- Untreated tooth decay

- Posterior occlusal contacts

- Root fragments

- Loose teeth

- Dry mouth

- Severe gum inflammation

- Substantial oral debris

- Suspicious soft tissue lesion

- Impaired dental function (fewer than 
20 natural teeth)

- Tooth loss (partial or complete)

- Denture ownership

- Denture use

- Treatment need

- Periodontal care need

Behavioral Risk Factor 
Surveillance System (BRFSS) 
[self-report survey]

Non-institutionalized 
Minnesota adults 18 years 
and older

Prevalence of:

- Past year dental visit

- Tooth loss (none, partial and 
complete)

Birth Defects Monitoring 
System [active surveillance of 
medical records]

Minnesota residents with a 
birth defect

- Incidence of cleft lip with cleft 
palate (per 10,000 live births)

- Incidence of cleft palate without 
cleft lip (per 10,000 live births)

Child & Teen Checkups (CMS-
416) Report [claims data]

Children aged 1-20 
enrolled in Medicaid

Percent of Medicaid eligible children with:

- Any dental service use
- Dental diagnostic service use
- Preventive dental service use
- Dental treatment service use
- Dental sealants
- Non-dentist oral health service use
- Any dental or oral health service use
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Table 5. Minnesota Oral Health Statistics System (MNOHSS) Data (Con’t)

MNOHSS Data Source/Type Population Indicators

Dental Health Professional 
Shortage Areas (HPSA) 
[Health Resources and Services 
Administration (HRSA) 
administration data]

Third graders in Minnesota 
public schools, Counties 
designated as not a Dental 
HPSA, Partial Dental HPSA 
or Full County Dental 
HPSA

- Total number of Dental HPSA

Percent counties with:

- Not Designated Dental HPSA

- Partial County Dental HPSA

- Full County Dental HPSA

Free and Reduced-Price 
Lunch Eligibility [Minnesota 
Department of Education 
administration data]

Students within Minnesota 
public schools that are 
eligible for the free and 
reduced-price lunch 
program serves as a proxy 
for low-income or high-
need populations at the 
school level

- Percent eligible free lunch program

- Percent eligible reduced-price lunch 
program

- Total percent eligible free and 
reduced-price lunch program

Medicaid Dental Claims [claims 
data]

Any claims submitted from 
a Minnesota Health Care 
Program provider to the 
Department of Human 
Services for a dental 
service

- Percent dental service use

Minnesota Adult Tobacco 
Survey [self-report]

Minnesota non-
institutionalized adults 
aged 18 years and older

Prevalence of current user (any 
tobacco products, including 
e-cigarettes, cigars, cigarettes, 
smokeless and pipe)

Minnesota Immunization 
Information Connection (MIIC) 
[state registry]

All Minnesota Residents 
who received an 
immunization from 
participating health care 
providers

- Percent adolescents 13-years old 
that completed the HPV vaccine 
series

Minnesota Youth Tobacco 
Survey [self-report]

Minnesota students in 
public schools

Prevalence of current user (any 
tobacco products, including 
e-cigarettes, cigars, cigarettes, 
smokeless and pipe)

Minnesota Cancer Surveillance 
System [registry]

Any Minnesota resident 
with a cancer diagnosis

- Incidence of oral and pharyngeal 
cancer

- Mortality rate from oral and 
pharyngeal cancer
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Table 5. Minnesota Oral Health Statistics System (MNOHSS) Data (Con’t)

MNOHSS Data Source/Type Population Indicators

Minnesota Health Access 
Survey [self-report survey]

Non-institutionalized 
Minnesota residents

Prevalence of:

- No dental insurance coverage

- Foregone dental care due to cost

*Minnesota Student Survey 
[self-report survey]

Adolescents in Minnesota 
public schools

Prevalence of:

- Past year dental visit

- Oral health problems

- Frequency of tap water versus 
bottled water consumption

National Survey of Children’s 
Health [self-report survey]

Non-institutionalized 
Minnesota children aged 
1-17 years

Prevalence of:

- Past year dental visit

- Past year preventive dental visit

- Any oral health problems

*Pregnancy Risk Assessment 
Monitoring System (PRAMS) 
[self-report survey]

Resident women with a 
recent live-birth in the 
state of Minnesota

Prevalence of:

- Dental cleaning before pregnancy

- Dental cleaning after pregnancy

*SEALS Minnesota 
[administrative data]

School-Based Sealant 
Programs (SBSP) in 
Minnesota

- Number of children served by SBSPs

- Number of high-risk schools with 
SBSPs

*Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems

- Percent population not served by 
optimally fluoridated public water 
systems

*Datasets/indicators in the development phase.
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Table 6. Wisconsin Oral Health Surveillance System (WIOHSS) Data

Wisconsin Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for HeadStart Programs 
[screening]

Preschool children aged 
3-5 years in a Wisconsin 
HeadStart Program

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Early Childhood Caries

Basic Screening Survey (BSS) 
for Third Graders [screening]

Third graders in Wisconsin 
public schools

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Dental sealants on a permanent 
molar tooth

Basic Screening Survey (BSS) 
for 9th Graders [screening and 
self-report survey]

Ninth graders in Wisconsin 
public schools.

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Any dental sealants on a permanent 
molar tooth

- At least 5 dental sealants on 
permanent molar teeth

Basic Screening Survey (BSS) 
for Older Adults [screening]

Adults aged 65 years and 
older living in Wisconsin 
nursing homes

Prevalence of:
- Untreated tooth decay
- Posterior occlusal contacts
- Root fragments
- Loose teeth
- Dry mouth
- Severe gum inflammation
- Substantial oral debris
- Suspicious soft tissue lesion
- Denture ownership
- Denture use
- Treatment need
- Periodontal care need

Behavioral Risk Factor 
Surveillance System (BRFSS) 
[self-report survey]

Non-institutionalized 
Wisconsin adults aged 18 
and older

Prevalence of:
- Past year dental visit
- Tooth loss (none, partial and 

complete
- Tobacco use
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Table 6. Wisconsin Oral Health Surveillance System (WIOHSS) Data (Con’t)

Wisconsin Data Source/Type Population Indicators

Wisconsin Medicaid Dental 
Claims [claims data]

Any Medicaid claims 
submitted to the 
Department of Health 
Services for a dental 
service

- Percentage of Medicaid members 
receiving a dental service

- Number of enrolled Medicaid 
providers

- Number of Medicaid providers by 
Medicaid members served

National Survey of Children’s 
Health [self-report survey]

Non-institutionalized 
Wisconsin children aged 
1-17 years

Prevalence of:

- Past year dental visit

- Past year preventive dental visit

- Any oral health problems

Survey of Health of Wisconsin 
(SHOW) [screening and self-
report survey]

Non-institutionalized 
Wisconsin residents

Prevalence of:

- Number of natural teeth

- Untreated tooth decay

- Treatment need

- Past year dental visit

Pregnancy Risk Assessment 
Monitoring System (PRAMS) 
[self-report]

Resident women with a 
recent live-birth in the 
state of Wisconsin

Prevalence of:

- Dental cleaning before pregnancy

- Dental cleaning after pregnancy

- Need to see a dentist for a problem

- Went to a dentist/dental clinic

- Told by dental or other health care 
worker how to care for teeth and 
gums

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent of population on community 
water systems with access to 
optimally fluoridated water

- Percent of community water 
systems that fluoridate

- Percent of community water 
systems that optimally fluoridate

Wisconsin Cancer Reporting 
System [state registry]

All Wisconsin residents 
with a cancer diagnosis

- Incidence of oral and pharyngeal 
cancer

- Mortality rate from oral and 
pharyngeal cancer

- Proportion of oral and pharyngeal 
cancers detected at the earliest 
stages
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Table 6. Wisconsin Oral Health Surveillance System (WIOHSS) Data (Con’t)

Table 7. Oral Health Data and Indicators Common Across National and State Surveillance Systems

Wisconsin Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for HeadStart Programs 
[screening]

Preschool children aged 
3-5 years in a Wisconsin 
HeadStart Program

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Early Childhood Caries

Wisconsin Hospital Association 
[claims data]

Wisconsin population 
served by hospitals

- Number and rate of hospital 
emergency department visits for 
non-traumatic dental issues

Wisconsin Seal-A-Smile 
Program [administrative data]

School-Based Sealant 
Programs (SBSP) in 
Wisconsin

- Number of children screened

-  Number of children sealed

- Number of children referred for 
further dental care

Wisconsin Youth Tobacco 
Survey [self-report]

Wisconsin public school 
students

Prevalence of current user (any 
tobacco products, including 
e-cigarettes, cigars, cigarettes, 
smokeless and pipe)

Wisconsin Dental Workforce 
Survey

All licensed Wisconsin 
dentists

- Length of time to stay in profession
- Practice type
- Medicaid provider
- County and zip code of practice

National & State 
Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for Third Graders [screening]

Third graders in public 
schools

Prevalence of:

- Caries experience

- Untreated tooth decay

- Treatment need

- Dental sealants on a permanent 
molar tooth

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems
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Table 7. Oral Health Data and Indicators Common Across National and 
State Surveillance Systems (Con’t)

State Data Source/Type Population Indicators

Basic Screening Survey (BSS) 
for Third Graders [screening]

Third graders in public 
schools

Prevalence of:
- Caries experience
- Untreated tooth decay
- Treatment need
- Dental sealants on a permanent 

molar tooth

Behavioral Risk Factor 
Surveillance System (BRFSS) 
[self-report survey]

Non-institutionalized 
adults aged 18 and older

Prevalence of:
- Past year dental visit
- Tooth loss (none, partial and 

complete
- Tobacco use

State Cancer Registry [state 
registry]

Residents with a cancer 
diagnosis

- Incidence of oral and pharyngeal 
cancer

- Mortality rate from oral and 
pharyngeal cancer

National Survey of Children’s 
Health [self-report survey]

Non-institutionalized 
children aged 1-17 years

Prevalence of:
- Past year dental visit
- Past year preventive dental visit
- Any oral health problems

Pregnancy Risk Assessment 
Monitoring System (PRAMS) 
[self-report]

Resident women with a 
recent live-birth

Prevalence of:
- Dental cleaning before pregnancy
- Dental cleaning after pregnancy

Youth Tobacco Survey [self-
report] Public school students

Prevalence of current user (any 
tobacco products, including 
e-cigarettes, cigars, cigarettes, 
smokeless and pipe)

Water Fluoridation Reporting 
System [registry]

Optimally fluoridated 
public water systems

- Percent population on optimally 
fluoridated public water systems
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