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aCCordINg to data from the Behavioral riSk FacTor 
Surveillance System (BRFSS), a statewide health behavior survey, 
in 2008 and 2010, more than a quarter of Rhode Island adults 
aged 21–64 years are estimated to be without any dental insur-
ance coverage (26.7%, 95% confidence interval=25.2%–28.3%). 
Adults with limited or no dental insurance coverage are more 
likely to avoid routine dental care, delay dental care as symptoms 
emerge, and rely on hospital emergency departments (EDs) to 
treat acute and urgent oral/dental problems. 

2008 and 2010 BRFSS data also indicate that 22% of Rhode 
Island adults aged 21–64 years reported that they did not obtain 
preventive dental care (such as dental cleaning) in the past year, and 
more than half of these adults did not have dental insurance. Even 
among individuals who have dental insurance, scope of coverage 
and accessibility to dental care are variable. Rhode Island adults 
enrolled in Medicaid are eligible for a very limited scope of dental 
services, and are significantly less likely than those with private 
insurance to receive preventive dental care (Figure 1). 

EDs serve as dental safety net points of access for a significant 
number of low income and uninsured Rhode Island individuals 
and families who have limited access to oral health care due to 
lack of dental insurance, immigration status, or a number of other 
reasons. However, most non-traumatic and non-urgent dental 
care needs are more adequately and less expensively addressed and 
treated in primary outpatient dental offices or clinics.1,2,3 Reliance 
on the ED for less severe, or non-emergent oral/dental conditions 
results in significant health care spending and increased pressure 
on the already crowded and overburdened EDs throughout the 
State. 

The objectives of this report are to: (a) document the extent 
of Rhode Island adults’ hospital ED visits for oral/dental condi-
tions that are mostly preventable and treatable in primary dental 
settings; (b) assess ED visits by adults’ age, insurance status, and 
primary diagnosis; and (c) discuss how to assure optimal and 
regular dental care for all Rhode Island adults and decrease un-
necessary hospital ED visits. 

methods
The data used for this analysis were obtained from the 

Rhode Island Hospital Discharge Data (HDD). Since 1989, 
Rhode Island hospitals have been required to submit financial 
and statistical data using the statewide uniform reporting system 
to the Rhode Island Department of Health pursuant to their 
licensure authority.4 Data on hospital inpatient and ED encoun-

ters are submitted by all 14 Rhode Island non-federal acute-care 
and specialty hospitals. HDD provides information on patient 
demographic characteristics, insurance, hospital admission and 
discharge related details including admitting diagnoses and 
clinical procedures rendered. 

Data extracted and summarized for this report were all ED 
visits between January 1, 2006 and December 31, 2010 for adults 
aged 21  –64 years old with primary admitting diagnoses related 
to oral/dental conditions (i.e. ICD-9-CM codes of 520.0–529.9) 
that were not associated with injuries, such as jaw fractures, 
dislocations, or other traumatic injuries or wounds, and did not 
result in hospital admission. 

Using SAS® v9.3, descriptive statistics of the ED visits were 
generated by adults’ age (categorized as 21–34, 35–49 and 50–64 
years), insurance type (or expected source of payment identified 
in hospital’s initial admission records), and primary diagnosis.  

results 
This report focuses on the oral/dental diagnoses at EDs 

that are considered non-traumatic and are avoidable through 
preventive dental care and treatable with access to a dental 
provider. The underlying cause of these oral/dental conditions 
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usually cannot be addressed in an ED that does not have routine 
access to a dental provider on staff, as is the case in most Rhode 
Island hospitals. From 2006 through 2010, 39,286 adult ED 
visits at Rhode Island hospitals were primarily attributed to oral/
dental conditions (identified with primary admitting diagnoses 
of ICD-9-CM codes 520.0–529.9). Of these, 30,911 ED visits 
(79%) were diagnosed as dental decay, tooth decay originated 
inflammatory pulp/periapical lesions or toothache (primary 
diagnostic codes of 521.0, 522.0-522.9, 525.8, or 525.9). 

Oral/dental problems were more frequently reported by 
Medicaid-enrolled and uninsured (whose payment sources 
were identified as “self-pay”) adults. For Medicaid-enrolled 
and uninsured adults, the top 20 primary diagnoses in the EDs 

included two dental diagnoses; however, the most common 
20 ED primary diagnoses for privately insured adults did not 
include any oral/dental problems (Table 1).  

Figure 2 summarizes that Medicaid and “self-pay” were the 
most common payment methods for oral/dental complaints in 
the EDs, accounting for seven out of ten oral/dental problem-
related ED visits (13,992 visits and 13,712 visits, respectively). 
Regardless of payer type (Medicaid, self-pay, or private insur-
ance), younger adults age 21–34 years were the most frequent 
users at the EDs for oral/dental problems. However, significantly 
more visits by younger adults (aged 21–34 years) were observed 
among Medicaid-enrolled and uninsured adults than those with 
private insurance (p<0.0001).  

                          
dIsCussIoN

Many adults sought care at Rhode 
Island EDs for acute signs and symptoms 
of oral health problems that are mostly 
preventable, given access to routine dental 
care. This report highlights that young 
uninsured or underinsured (including 
Medicaid-enrolled) adults seek treatment 
in hospital EDs for oral health problems 
more often than those with private insur-
ance. For these people, lack of affordable 
comprehensive dental coverage, difficul-
ties finding a dentist who accepts Med-
icaid patients, or not being able to leave 
work during regular dental office hours, 
may explain why many young and low 
income adults postpone needed dental 
care and finally show up at hospital EDs 
to address their oral health needs. 

*The	payment	source	information	is	based	on	the	“expected”	source	of	payment	identified	in	hospital’s	initial
 billing records. Final and actual payer may change and are not necessarily the same as the “expected” payer.  
†Number of ED visits with primary admitting diagnoses of ICD-9-CM 520.0–529.9
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Although the ED’s role is crucial as a safety net dental 
provider for a significant number of low income and uninsured 
Rhode Island adults, EDs typically offer only temporary relief of 
pain and palliative care that may require return visits or further 
dental services.5,6 Additionally, costs for dental care delivered 
at an ED are much more expensive than care delivered in a 
primary dental setting. These costs put financial pressure on 
individuals paying substantial out-of-pocket payments, and the 
State through uncompensated care incurred by the uninsured 
and underinsured, including charity and unpaid care. The 
uncompensated cost is often shifted to the privately or publicly 
insured, through higher premiums for plans or reduced benefits, 
which then contributes to the rising cost of the overall health 
care system. 

These findings suggest that the accessibility and expanded 
scope of coverage offered by private dental insurance allows 
covered adults to more easily seek routine and necessary dental 
care in more cost-effective settings with ensured quality of care, 
which eventually contributes to a savings of public and private 
funds. However, federal law does not mandate states to provide 
dental benefits for adults with Medicaid or those that are unin-
sured. Further, many states address fiscal stress through budget 
changes to significant Medicaid services, including dental care, 
which are subject to being reduced or eliminated, and can further 
strain access to care.7 

Public health policies and programs should aim to increase 
awareness of dental benefits under Medicaid, promote preventive 
and regular dental care in primary dental care settings, and better 
coordinate these populations’ dental service utilization between 
hospital EDs and private dental providers, community health 
centers, or other community-based dental programs. As previous 
studies have shown, transferring patients to a regular and acces-
sible dental office or clinic has a potential to more efficiently and 
appropriately address most preventable oral health problems.8,9 
These efforts would help reduce emergency dental care treatment 
needs and generate Medicaid cost-savings by reducing the provi-
sion of more expensive dental care at hospital EDs.
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ADulT PSyChIATRIST
The Kent Center, a nationally recognized progressive 
CMHC	is	seeking	a	team	oriented	Board	Certified/Board	
Eligible Adult Psychiatrist to join our Psychiatric Service 
Team. As a member of our multi-disciplinary team you will 
provide direct psychiatric services to a diverse population 
focusing on recovery of adult clients with mental health 
disorders, trauma, and substance abuse.

Your responsibilities include comprehensive evaluations, 
treatment planning, medication prescribing and monitor-
ing of clients, and consultation services to members of 
clinical treatment teams and our integrated primary care 
practice. 

Will	consider	candidates	interested	in	part	time	employ-
ment.

Competitive	 salary,	 comprehensive	 benefit	 package	
including 4 weeks vacation, Blue Cross/Blue Shield 
medical, dental, life and long term disability insurance 
and 401k retirement plan. Send resume to Director of 
Human Resources, The Kent Center, 2756 Post Road, 
Suite	 104,	Warwick,	RI	 02886.	Fax	401-691-3398,	 or	
e-mail Hr@thekentcenter.org.


