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The Surgeon General’s first-ever
report on oral health in May 2000,
Oral Health in America: A Report
of the Surgeon General,1 indicates
that dental caries, a chronic child-
hood infectious disease, is seven
times more common than hay fe-
ver and five times more common
than asthma. Physicians have the
opportunity to identify oral health
problems in children seven times

more frequently than do dentists in
the first 3 years of life. Because in-
struction in oral health is lacking in
most medical curricula, physicians
are poorly trained to recognize,
treat, and refer children to dental
health providers,2 which can have
a negative impact on the child’s
self-image and ability to learn and
seek employment as an adult.3

Kentucky is primarily a rural
state with an underserved popula-
tion in medicine and dentistry; 49
of 120 counties are designated as
Health Profession Shortage Areas
(HPSA). The University of Ken-
tucky (UK) College of Dentistry,
partnering with four diverse medi-
cal education sites (UK Department

of Family Practice and its Rural
Training Track in Morehead, Ken-
tucky; the Hazard Family Practice
Residency in Hazard, Kentucky;
and the Pikeville, Kentucky Osteo-
pathic Medical School), negotiated
a cooperative agreement with the
Health Resources and Services Ad-
ministration (HRSA) to improve
oral health awareness of primary
care residents. The three educa-
tional objectives of the 3-year, lon-
gitudinal curriculum for physi-
cians were (1) to provide oral health
screening and risk assessment, (2)
to recognize and manage (includ-
ing treat and/or refer) oral disease
and/or conditions in children ages
5 years and under, and (3) to pro-

Physicians’ Oral Health Education in Kentucky
Wanda C. Gonsalves, MD; Judith Skelton, PhD; Tim Smith, PhD;

David Hardison, DMD; Gerald Ferretti, DMD

From the Department of Family Medicine, Medi-
cal University of South Carolina (Dr Gonsalves);
and the College of Dentistry, University of Ken-
tucky (Drs Skelton, Smith, Hardison, and
Ferretti).

Objectives: The Physicians’ Oral Health Education in Kentucky (POHEK) curriculum was developed to
teach family medicine residents to (1) perform oral health screening and risk assessment and (2) recognize
and manage common oral conditions for children ages 5 years and under. Methods: Family medicine resi-
dents in urban and rural settings received didactics and hands-on experience providing oral screening, risk
assessments, and counseling for their pediatric patients. Evaluation: Residents were evaluated by compar-
ing pretest and posttest means of surveys that assessed attitudes and knowledge. Chart audits were also
performed. Conclusions: Residents’ knowledge and attitudes improved in the oral health care of their pedi-
atric patients.
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vide oral disease prevention educa-
tion and services.

Description of Intervention
Physicians’ Oral Health Educa-

tion in Kentucky (POHEK) was
implemented in three phases begin-
ning in July 2001. The first phase
of the program was the develop-
ment and analysis of a survey in-
strument to help determine the cur-
riculum content. The survey was
sent to expert pediatric dentistry and
family medicine medical educators,
as well as selected first- through
third-year family medicine resi-
dents at UK. The survey questions
(Table 1) were based on curriculum
guidelines of the Accreditation
Standards for Pediatric Dentistry
Programs from the American Den-
tal Association’s Commission on
Dental Accreditation. Results from
the survey led to the development
of a curriculum map used to de-
velop instructional materials for

faculty and residents. In addition to
guiding the content, survey results
indicated that the well-child exami-
nations should be modified to in-
clude a section on oral health as-
sessment (Figure 1).

The second phase of the program
was implementation of a series of
faculty development workshops for
the Pikeville and UK faculty to pre-
pare them to supervise their resi-
dents in basic oral health risk as-
sessment, oral exams, and fluoride
treatments.

The third phase was the imple-
mentation of the residents’ training
program. Twenty-three residents
from the UK and Pikeville osteo-
pathic residency programs partici-
pated in a 16-hour didactic and 4-
hour clinical experience in a dental
practice setting. UK residents work
with UK dental faculty 2 half days
on a mobile dental van providing
oral exams and fluoride varnishes,
reinforcing knowledge and skills

learned. This hands-on experience
occurs during the community medi-
cine block rotation. A similar expe-
rience is planned for the Pikeville
and Hazard residency programs.

Evaluation
Written 24-item pre and post as-

sessments measuring knowledge
(11 items) and attitudes (8 items)
were administered to the UK resi-
dents. Skill assessments were com-
pleted at the end of the 2 half-day
dental rotation sessions.  Addition-
ally, 58 records of children 2 weeks
to 5 years of age were randomly se-
lected for audit. The audit was per-
formed by one family physician
working concurrently with two as-
sistants to maintain confidentiality
and reliability.  Indicators for audit
included (1) completion of screen-
ing done, (2) parent counseled, (3)
referral made, and (4) disease
present or described.
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Table 1

Survey Topics

                                                                                                                                                                      Domain
C P

Topics F U I E C P
Facial Growth and Development (including normal oral structures) x
Development of the Human Dentition (including eruption) x
Oral Habits and Early Ortho Problems x
Dental Caries as Infectious Disease x
Early Childhood Caries x
Clinical Oral Health Screening/Surveillance x x
Dietary Practices and Implications for Oral Health x
Systemic and Oral Health Interrelationships x
Dental Injuries and Trauma: Management and Prevention x x
Dental Disease Prevention and Early Intervention:
—Plaque removal x x
—Fluoride (systemic and topical) x
—Fluoride varnishes x x
—Sealants x x
—ART x
Professional and Public Awareness and Roles in Health Policy x

C—cognitive
P—psychomotor

Familiar/Understanding/In-depth
Exposed/Competent/Proficient

ART—Atraumatic Restorative Techniques
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Results
At baseline, all but one

of the 23 residents re-
ported that they should
play an important or
somewhat important role
in the oral health of their
patients. However, all par-
ticipants rated their
knowledge of the oral cav-
ity as “fair” (47.8%) or
“poor” (52.2%). Repeated
measures analyses show-
ed a significant increase in
self-rated knowledge of
the oral cavity from pre-
test to posttest (F (1,22)
=38.9, P<.000). Familiar-
ity with specific dental
concepts such as pit and
fissure sealants (F (1,22)
=43.3, P<.000) and fluo-
rosis (F (1,22)=33.6,
P<.000) also increased
significantly between both
assessments. After in-
struction, more residents
endorsed talking to pa-
tients about oral health
during prenatal counsel-
ing. They also felt that
physicians should write fluoride
prescriptions for patients.

Results of the 58 chart audits
showed that 65.6% checked the
screening examination boxes com-
pletely, 24.1% were partially com-
pleted, and 10.3% were not using
the forms. Eight percent indicated
that counseling and referral had oc-
curred. Five percent noted disease
(thrush) present in the mouth and
treated correctly. No referrals were
made at the 12-month check-up for
dental care. One suggestion was
made to a mother of a 3-year-old to
visit the dentist. One discussed den-
tal care of a 4-month-old. One made
note of teeth eruption, with one
other noting teething and good oral
hygiene.

Conclusions
Based on the conclusions of the

Surgeon General’s Report and the
oral health disparities identified in
Kentucky, there is a clear need for
greater awareness of oral health. In-
clusion of oral health in the cur-
ricula of non-dental health care pro-
viders complements the compre-
hensive care model of family medi-
cine and has the potential of im-
proving the overall health of pa-
tients. Implementation of a family
medicine residency oral health
training program resulted in in-
creased knowledge and skill of resi-
dents. These increases were detect-
able even with a small sample of
residents. This knowledge was evi-
dent in the clinic for almost 90% of
the relevant patients encountered.
Continued reinforcement and ex-
pansion of the program is indicated.
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