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Out of desperation and often the need for pain relief, underinsured citizens are utilizing 

emergency departments across the state of Wisconsin to satisfy their need to seek dental 

treatment. These visits result in poor pain management and no relief for the problem. The 

Medicaid program of the state of Wisconsin offers dentists no incentive to accept 

Medicaid recipients; dentists cite low reimbursement rates that do not cover their basic 

costs. Due to unorthodox state legislation, emergency department visits are being 

financially supported by millions of Wisconsin taxpayer dollars. The purpose of this 

study is to examine the level of access to dental care that underinsured citizens have in 

three areas of Wisconsin- Milwaukee, Wausau, and the Fox Valley. A convenience 

sample was used to collect data from patients who were in waiting rooms at community 

health centers in Milwaukee (MLK Heritage Health Center), Wausau (Bridge 

Community Health Clinic), and the Fox Valley (Partnership Community Health Center). 

Data analysis was based on 285 surveys completed by patients over the period of three 

years. Descriptive statistics and Pearson’s Chi-squared analyses were carried out, using 

Version 21 of SPSS. The findings indicate that a sizable number of participants (32%) 

had used an emergency department at least once when requiring dental care. P88 

atients, regardless of race/ethnicity were seeking out dental services further away from 

their homes, while patients on Medicaid had to contact more dentists before they could 

find one that would accept Medicaid. Further, those who identified as being at or below 

the poverty level and those with Medicaid insurance were more likely to go to the 

emergency department for a dental reason. Moreover, Blacks were more likely than 

Caucasians to use city transportation than a personal vehicle to go to a dentist. The study 

also found that those who pulled their tooth instead of seeking treatment to save money 

and those who had been told that it was cheaper to pull a tooth than to save it were more 

likely to visit the emergency department. These findings imply that adequacy of 

Medicaid reimbursement rates is questionable. Patients enrolled in Medicaid programs 

cannot easily locate and utilize dental services they need. It would be fiscally responsible 

for the state government to increase dental Medicaid reimbursement. As a result, access 

to dental care and preventive dental treatments for Medicaid patients would increase.  
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Definitions 

 

Access to Dental Care 

 Access to care, as it is used in this study, has to do with the barriers that 

underinsured individuals encounter when they seek out satisfactory dental care. The study 

defines access to dental care with the following variables: number of dentists who accept 

health insurance; modes of transportation to the dental office; distance to dental office; 

emergency department visits 

 

Badger Care 

The Badger Care program was an expansion of Medicaid and was created by 

former Wisconsin Governor, Tommy Thompson. It was a health care coverage program 

for low-income Wisconsin residents who did not qualify for Medicaid or whose 

employers did not offer insurance. It went into effect on July 1, 1999 (Sirica, 2001). 

 

BadgerCare+ (BC+) 

BadgerCare Plus is a state funded program that replaced Family Medicaid, 

Healthy Start, and BadgerCare.  It was under the leadership of Governor Jim Doyle (D) 

that it was slated to increase healthcare to 98% of Wisconsin’s residents in January 2009 

(Wisconsin Department of Health Services, 2008).  
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Dental 

 The term dental will be used within this paper meaning any condition of the teeth 

or mouth. 

 

Federally Qualified (Dental) Health Centers (FQHC) 

 According to Section 330 of the Public Health Service Act, federally qualified 

dental health centers receive grants from the federal government and must serve 

medically underserved populations like migrant workers, the homeless, and residents of 

public housing (United States Public Health Service and Oral Health Committee, 2014). 

 

Marketplace/ Exchanges 

 In accordance with the Patient Protection and Affordable Care Act (PPACA), it is 

an Internet website where a variety of insurance plans are offered based on location and 

participating insurance companies (Healthcare.gov, 2017). 

 

Medicaid  

 Medicaid was created to provide health care coverage to low-income people. It 

was authorized by Title XIX of the Social Security Act and was signed into law in 1965 

(Klees, Wolfe, & Curtis, 2009). It is a welfare program jointly funded by the federal and 

state governments. It is often referred to as Title 19 and Medical Assistance (Moore & 

Morgan, 2007). 
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Medical Assistance (MA) 

 Wisconsin’s medical assistance (MA) program supports the costs of 

acute and long-term care services for certain groups of individuals— elderly, blind, 

disabled, children under the age of 19 and their parents or caretaker relatives, and 

pregnant women—who meet specified financial and nonfinancial criteria. The program is 

commonly referred to as Medicaid and Title 19 (Moore & Morgan, 2007). 

 

Medicaid Expansion 

 During the implementation of the PPACA, states were given the option to opt out 

of Medicaid expansion, which would increase coverage to citizens who lived at or below 

133% of the federal poverty level (FPL; Advisory Board, 2013). If states adopted it, 

citizens whose income fell at or below 133% of the FPL would become eligible for 

Medicaid; Wisconsin did not expand its Medicaid program (Kaiser Family Foundation, 

2015). 

 

Sliding Fee Scale 

 The sliding fee scale bases the patients’ fee for services on their household 

income and monthly bills. 

 

Title XIX (Title 19) 

 Title XIX of the Social Security Act is a federal system that provides grants to 

states for medical assistance programs and is administered by the Centers for Medicare 
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and Medicaid Services. It was enacted in 1965 and is often referred to as Medicaid and 

Medical Assistance (Klees, Wolfe, & Curtis, 2009). 

 

Underinsured 

 Underinsured, as for the purposed of this paper, shall be defined as having 

Medicaid or similar publicly funded health/dental coverage, or none at all.  
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Chapter I 

 

Introduction  

 

 

 

In 2000, the United States Office of the Surgeon General declared oral health a 

“silent epidemic,” stating that illnesses related to poor oral health resulted in 6.1 million 

days of being confined to bed, 12.7 million days of limited activity, and 20.5 million lost 

work days each year (Academy of General Dentistry, 2012). Thirteen years later during a 

U.S. Senate hearing, health officials and community workers testified regarding the 

“national dental crisis” (Domino, 2014). This spurred both public and private 

organizations into action, costing countless man hours and dollars, with a focus on 

improving oral health (Academy of General Dentistry, 2012). As evidence mounted, 

Wisconsin citizens demanded answers and in 2008 the Joint Legislative Audit Committee 

was created to explore why Wisconsin was failing it socioeconomically challenged 

residents. Their results found that Wisconsin had some of the lowest reimbursement rates 

for dentists, compared to surrounding states, and that fewer than 40% of Wisconsin’s 

licensed dentists were Medicaid certified (Joint Legislative Audit Committee, 2008).  

Under the Federal Medical Assistance program (Centers for Medicare & 

Medicaid, 2012), all states are required to provide comprehensive dental services to 

citizens under 21- including maintenance of dental health, relief of pain and infections, 

and restoration of teeth; providing for adults over 21 is determined by each state. Thus, 

during 2015, there were 33,072 ED visits, with a diagnosis of “disorders of teeth and 

jaw,” at an average cost of $444 per visit, totaling $14,683,968 (WHA, 2016). The 
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government-sponsored Healthy People campaign also creates measurable goals focused 

on increasing access to health care by decreasing the prevalence of diseases within 

specific populations. Included are over 33 oral health objectives in Healthy People 2020, 

up from 22 in 2010, and over half of them are related to breaking down the barriers and 

increasing access to dental care for the underinsured (Healthy People 2020, 2010). 

 For the purposes of this study, an underinsured person is defined as having 

Medicaid, or similar publicly funded health/dental coverage, or no coverage at all. The 

objectives include increasing access to dental care for low-income children, via school-

based programs; increasing access to the underinsured by increasing the number of dental 

providers in community health centers; decreasing the number of children who 

experience dental caries in their primary teeth to reducing the number of older children 

and adults with dental decay in their permanent teeth; decreasing the proportion of adults, 

between the ages of 45-64, who experience dental extractions; and the list goes on 

(Healthy People 2020, 2010). To accomplish these goals, a safety net, made up of 

federally funded community health centers, hospital outpatient dental clinics, and dental 

schools, are being forced to seek additional revenues from private sources to maintain 

their already parsimonious operations (Guay, 2004). Unfortunately, 2010’s Patient 

Protection and Affordable Care Act (PPACA) does not support Healthy People’s 

vigorous goals and neglected to make dental coverage a mandatory component to the 

newly developed healthcare plans (American Dental Association, 2013).  

Not since President Lyndon Johnson’s administration in 1965, with the 

establishment of Medicare, has there been such a radical change to the United States 
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health care system (Centers for Medicare and Medicaid, 2017). In March 2010, 

Democratic President Barack Obama signed PPACA into law (111th Congress, 2010). 

Straightaway, a number of provisions were enacted, including the ability for young adults 

to remain on their parent’s health insurance until their 26th birthday (111th Congress, 

2010). This provided about 30% (1 in 5) of this population with continued health and 

dental coverage along with financial protection from the unlikely chance (1 in 6), they 

would become stricken with a chronic disease such as asthma, cancer, or diabetes (United 

States Department of Labor, 2010). In fall 2013, the government began implementing the 

PPACA’s mandatory healthcare requirement during the yearly open enrollment period, 

which would provide insurance coverage to an additional 81,000 Wisconsin citizens 

(Scott Walker: Office of the Governor, 2014).  

In an analysis of forty states, Nasseh, Vujicic, and Yarbrough (2014) reported that 

there was an increase of 8.9% (from 26.8% in 2014 to 35.7% in 2015) of medical plans 

offered through the Marketplace that have embedded pediatric or family dental benefits. 

In 2014 alone, 1.1 million Americans gained stand-alone dental benefits through the 

PPACA’s Marketplace (Soderlund, 2015). Dental care is optional in the Marketplace/ 

insurance exchanges, yet continues to be a benefit for those who qualify for 

BadgerCare+, Wisconsin’s Medicaid program that provides medical, dental, and vision 

coverage to citizens who fall at or below 100% of the FPL (Wisconsin Department of 

Health Services, 2012). Other states that chose to expand Medicaid offer benefits to those 

whose income is at or below 133% of the FPL- Wisconsin’s legislature did not (Scott 

Walker: Office of the Governor, 2014). On paper, Wisconsin can say that it provides its 
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Medicaid recipients with dental benefits, however until 2014, the majority of them were 

unable to obtain adequate dental care (Levinson, 2014). As recent as March 2015, 20.1% 

of adults who were insured year-round, had unmet dental needs because of affordability 

(Shartzer & Kenney, 2015). Fast forward to 2016, and the reality is that thousands have 

been added to the system that is still unable to accommodate the needs of its current 

members, escalating the division between Wisconsin legislators, dentists, and frustrated 

citizens-  citizens blame the dentists, while dentists blame the government (Borchgrevink, 

Snyder, & Gehshan, 2008; Wisconsin Dental Association, 2015).  

Furthermore, millions of baby boomers will soon retire and leave their employer-

sponsored health insurance, and will be shocked to find that there are no provisions for 

most dental services in traditional Medicare (Norman, 2012). Still, this older generation 

is among a growing population of dually insured (19% of nine million Americans), who 

are covered by both Medicare and Medicaid and are guaranteed coverage (Kaiser Family 

Foundation, 2011). They will find that along with the 30% of young adults who were 

promised dental coverage in 2010, and the 81,000 newly insured in 2014, the outlook for 

transforming benefits into services is bleak at best (Jordan, as cited in Overland, 2015). In 

spite of the fact that dental services comprise less than 2% of Medicaid spending overall, 

in 2010 and 2011, 12 states reduced adult dental benefits while many others eliminated 

them altogether (Pew Center on the States, 2012).  In 2012, about 64% of seniors and 

more than a third of working-aged adults subsisted without any dental coverage, forcing 

them to pay out-of-pocket (Finnegan, 2015). These are the folks with jobs, poor benefits, 

and live paycheck to paycheck (O'Brien & Catalanotto, 2012).  
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The topic, “access to dental care,” engulfs a number of problems forcing 

researchers to expand their scope. In the past, research was focused on issues relating to 

the determinants of access, like the dental care workforce and the ability to pay for 

insurance. However, more recently, Borreani, Wright, Scambler, and Gallagher (2008) 

identified a number of personal factors that adults encounter like cost, availability, and 

accessibility, which are synonymous with barriers, socio-demographics, and emergency 

department use, as an alternative to care. Of concern is the growing body of 

epidemiological evidence concerning the effects of poor dental care, or general lack 

thereof, on diabetes, decreased cognition, stroke, heart attacks, low birth weight, and 

overall health (Boerner, 2012; Bergdahl, Habib, Bergdahl, Nyberg, & Nilsson, 2007). 

Consequently, legislators are finally taking notice- focusing their efforts on constructing a 

multi-dimensional solution to this highly complex problem (Guay, 2004); yet, while 

resolutions are being crafted, thousands still lack care. 

 

Purpose of Study 

The purpose of this study is to examine the level of access to dental care that 

underinsured citizens have in three areas of Wisconsin- Milwaukee, Wausau, and the Fox 

Valley. Specifically, the study will address the following research questions: 

1.To what extent is there access to dental care for the uninsured, and what factors 

are related to access to dental care? 

2.To what extent do underinsured resort to dental self-treatment, and what factors 

are related to dental self-treatment? 
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3.What are some reasons for dental self-treatment, and what factors are related to 

reasons for dental self-respect treatment? 

 

Significance of Study 

Oral conditions such as cavities and periodontal disease may affect an 

individual’s general health, either by exacerbating an existing medical problem, or by 

precipitating it (Institute of Medicine, 2011; Lee, Lewis, Saltzman, & Starks, 2012). Acid 

is the end product from bacteria breaking down food, and if not removed, it weakens 

tooth enamel, resulting in dental caries, also known as cavities (Centers for Disease 

Control (CDC), 2014). Plaque is the result of acid buildup on teeth from poor oral care, 

and can lead to a more serious condition called periodontitis (CDC, 2015).  The CDC 

says that dental caries and periodontitis are the two leading threats to oral health and that 

47.2% of adults over 30, have varying degrees of periodontal disease, and the percentage 

increases to 70.1% of those over 65 years (2015). It is also more common among the 

male population (56.4%) and of 65.4% of the population living below the federal poverty 

level (CDC, 2015).  

It has only been of late that epidemiological effects of poor dental care, or general 

lack thereof, have been explored resulting in significant research in the following areas: 

diabetes, decreased cognition, stroke, heart problems, low birth weight, and overall 

health, to name a few (Boerner, 2012). In fact, oral bacteria have dislodged and traveled 

through the blood stream, attacking new organ and valve replacements after patients have 

undergone organ transplants (Field, Lawrence, & Zwanziger, 2000). Bergdahl et al. 
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(2007) provided evidence that the presence of natural teeth in humans is related to higher 

cognitive functioning. Their study found a significant decrease in mastication (chewing) 

with an increase number of extractions, resulting in a reduced amount of oxygenated 

blood being fed to the brain.  

While there seems to be an ever-growing collection of epidemiological research 

supporting the importance of dental care health, there is paucity of policy-related research 

that specifically addresses access to dental care in the state of Wisconsin. Between 2001 

and 2003, 23,999 Wisconsin Medicaid enrollees sought care for a non-traumatic dental 

condition (NTDC) in emergency departments (ED) and physician’s offices (Okunseri, 

Pajewski, Jackson, & Szabo 2011). Of those, 17,728 were 19 years and older and 11,324 

were between 19-35 (47.1% of 23,999) (Okunseri et al., 2011). This translates into 

millions of Wisconsin taxpayer dollars being utilized to support hospitals instead of 

increasing reimbursement rates for dentist. The aim of this study is to contribute to 

growing empirical research on access to dental care, as well as contribute with new 

knowledge on perceived self-treatment and reasons for self-treatment. The study will 

have implications to policy makers on whether Medicaid reimbursement rates for dentists 

should be increased, which would support the call for increasing the number of Medicaid 

certified dentists in Wisconsin. 
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Chapter II 

Literature Review 

 

Access to Dental Care for the Uninsured and Factors Related to Access to Dental 

Care 

It is a matter of fact that those who are socio-economically challenged have fewer 

choices for dental care. They may include community health clinics, emergency dental 

clinics, occasional weekend clinics, and occasionally- private practices, though, the first 

three are supposed to serve as “a safety net” for the last (Guay, 2004). Wisconsin has 18 

federally qualified dental health centers (FQDHC) which are increasing the number of 

dental chairs available to treat the uninsured (Wisconsin Public Health Care Association, 

2017). There are often long wait-lists and due to the high volume of patients seeking 

treatment, many clinics only schedule appointments out three months, whereas a program 

in Florida has a six- month waiting list (O'Brien & Catalanotto, 2012). In addition, the 

underinsured population is notorious for high no-show rates, which has forced FQDHCs 

to implement strict no tolerance policies that patients must agree to upon their first visit. 

Available services are based on the skilled professionals and resources available at each 

location- one may be able to perform root canals to save a tooth, while another may only 

have the resources to extract it (Taylor, 2004).  

Another option (Rosbach, 2016), emergency dental clinics, serve patients on a 

first-come-first-served basis. Patients must arrive extremely early in the morning to be 

added to a list; however, only the most severe cases are treated. Free weekend dental 
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clinics are run in the same way. However, it is not uncommon for patients to begin lining 

up the day before the event begins (Peterson, 2016). A number of factors can make these 

trips especially challenging to the underinsured- like securing childcare, having money 

for gas, or a reliable mode of transportation. Often times, patients are required to return 

the following day, causing increased havoc on already tight funds, especially if traveling 

a long distance.  

Each day, doors open at 5:30 a.m. and volunteers begin triaging patients- 

everyone is seen regardless of severity and appointment slots are typically filled by 10 

a.m. For the past eight years, Wisconsin Dental Association (WDA) has coordinated 

these Mission of Mercy free weekend dental clinics in Eau Claire, Fond du Lac, Green 

Bay, Lake Geneva, Madison, Weston, Sheboygan, and La Crosse. Services include 

cleanings, fillings, extractions, partial dentures and basic oral hygiene and dietary 

education. At the June 2016 event, more than 1,000 volunteers from 192 Wisconsin 

communities converged on the Menards Conference Center in Eau Claire Wisconsin to 

provide 1,064 adults and children $964,000 worth of dental care. Since 2009, over 15,360 

adults and children have received care estimated at more than $9.08M (Peterson, 2016). 

Dr. Frank Catalanotto, chair of the Department of Community Dentistry and 

Behavioral Science at the University of Florida, says that these types of events are 

admirable and that it should be part of a dental practitioners’ ethical duty to provide 

philanthropical care (O’Brien & Catalanotto, 2012). However, yearly clinics are a 

temporary band aid that systems cannot be built off of. There is “an inadequate view of 

professionalism and social responsibility among the dental community which must be 
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addressed” (Mouradian, 2006).  Catalanotto (O’Brien & Catalanotto, 2012) says that 

dentists are shielded by their upper-class families and incomes and only see the patients 

within their practice. They are blinded to the 60-100 million individuals that lack basic 

dental. He believes that if dentists refuse to be part of the solution, then they need to 

make way to allow others to propose solutions. 

The first line of dental care is supposed to be with a private dentist. They always 

accept uninsured patients on a cash basis (Walker, M., 2015), however a percentage 

accept those with Medicaid coverage. Sadly, only 43% of Wisconsin’s licensed dentists 

are Medicaid certified (Wisconsin Dental Association, 2015). Dentists cite low 

reimbursement rates (O'Brien & Catalanotto, 2012; Pew Children’s Dental Campaign, 

2011) administrative hassles and frequent no-shows by patients as deterrents (Pew 

Children’s Dental Campaign, 2011; Borchgrevink, et al., 2008; Guay, 2004). The 

American Dental Association (ADA, 2013) has called on states to address oral health 

disparities, by increasing funding for Medicaid programs to attract more dentists. 

However, states have their own agendas. Florida, alone, has full-time lobbyists from the 

Florida Dental Association working in Tallahassee there for the sole purpose of 

controlling legislators. In other words, dentists are spending a lot of money to control the 

status quo (O'Brien & Catalanotto, 2012). 

In 2010, 33 states – an increase from 26 states in 2008- reimbursed less than 60.5 

cents of every $1 billed by a dentist (Pew Children’s Dental Campaign, 2011). 

Medicaid usually only reimburses dentists about 50% as much as private insurers 

pay (Overland, 2015). For example, Colorado’s Medicaid program pays dentists $87 for a 
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tooth filling and $435 for a crown, compared to $150 and $800 respectfully, that private 

insurance reimburses. While Colorado’s Medicaid population has tripled to include 

almost one million adults and children, the number of dentists willing to treat them has 

only risen 17% (Overland, 2015). In California, among other states, citizens have taken 

states to court, citing inadequate reimbursement rates as a violation of Medicaid’s equal 

access provision (Borchgrevink, et al., 2008). Clark v. Kizer (1990) set a precedent for 

how all states participate and reimburse dentists under Medicaid. Sadly, budget deficits 

forced the state to renegotiate with the courts to withdraw most of its provisions, 

including an increase of 80% reimbursement on 56 common dental procedures and 

discontinuation of its outreach unit (Borchgrevink, et al., 2008). 

In 2010, a Government Accountability Office’s (GAO) report found that in 25 of 

39 reporting states, fewer than half the dentists saw any Medicaid patients (as cited in 

Pew Children’s Dental Campaign, 2011; Overland, 2015), and those willing, often had 

long waiting times for appointments (Norman, 2012), or refuse to accept new Medicaid 

patients altogether (Okunseri et al., 2011). Only 10% of Florida dentists participate in 

Medicaid leaving thousands without care (O'Brien & Catalanotto, 2012). Research by 

Okunseri et al. (2011) report that Wisconsin had the fewest areas designated as Dental 

Health Professional Shortage Areas (DHPSAs), which are areas projected as having a 

substantial shortage of dentists to serve low-income populations, below 200% of the FPL 

(Okunseri, et al., 2011; Guay, 2004). Collectively, the dental market in the United States 

is mostly built around “a market-based distribution of dentists” (Guay, 2004), so it is 
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refreshing to note that Wisconsin is the exception.  Nevertheless, only 20% of Wisconsin 

dental care providers accepted new patients enrolled in Medicaid (Okunseri, et al., 2011).  

Nationwide, the dental industry has not met the needs of the newly insured. Of the 

3,141 counties in the U.S., 1,625 of them were deemed partially or wholly DHPSAs in 

2002 (Guay, 2004). Often in the face of resistance from dental professionals, advocates 

are pressing for changes in the way states and federal government fund and regulate oral 

health (Norman, 2012). The Pew Children’s Dental Campaign (2011) rated states based 

on eight benchmarks that focus on four core policy areas: “(1) Sealants and Fluoridation, 

(2) Medicaid improvements, (3) Innovative Workforce Models, (4) Data collection and 

Reporting.”  Indeed, at a time when budget shortfalls have plagued most states, 22 of 

them have raised their grades – a change which reflects the fact that Pew’s policy 

benchmarks cost relatively little and can produce significant savings to taxpayers (Pew 

Children’s Dental Campaign, 2011). 

There were a reported 4 million visits to EDs from 2008-2010 at a cost of $2.7 

billion, with the vast majority receiving dentist referrals and prescription medications, 

while 101 died in the ED and most (85%) had no other comorbidity (Okunseri et al., 

2011; Domino, 2014; Otto, 2014). Over that same period, the overall percentage of dental 

ED visits increased from 1.06 to 1.65% (Otto, 2014). According to the Pew Children’s 

Dental Campaign, dental complaints resulting from preventable conditions, accounted for 

a 16% increase in ED visits nationwide, over a three-year period (2006-2009) (Norman, 

2012). In 2006 alone, there were 330,000 ED visits for decay related reasons at a cost of 

nearly $110 million, and in 2009, dental issues contributed to 900,000 ED visits and 
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13,000 hospital inpatient stays (Otto, 2014). Of all the patients who use the ED for oral 

care, over 40% are underinsured (AHRQ as cited by Otto, 2014)- uninsured young adults 

or covered by Medicaid (Rutgers as cited by Otto, 2014).  

 

Underinsured Resort to Dental Self-Treatment, And What Factors are Related to 

Dental Self-treatment 

According to the World Health Organization (WHO), there are two major factors that 

determine health:  demographics and socioeconomics (2010). Things like gender, 

ethnicity, poverty status, and geography can all determine whether or not someone finds 

dental care. As noted in March 2015, unmet needs of dental care were highest among 

those families whose income was at or below 138% (30.8%), non-white non-Hispanics 

(21.9%), Hispanics (24.0%), females (22.4%), and those with non-employer sponsored 

insurance (29.9%) (Shartzer & Kenney, 2015). Hurdles, like living in a rural area where 

few dentists maintain private practices, and speaking a different language, can prevent 

some from securing care (Academy of General Dentistry, 2012; Guay, 2004). Oftentimes, 

opportunity costs for the working poor are so great that free care is sometimes just as 

expensive (Guay, 2004). Homebound residents, or those in nursing homes and assisted 

living situations, often must rely on others for every aspect of care like making 

appointments, securing transportation, and assisting with administrative paperwork. In 

spite of the hurdles, there may be no dental providers who are familiar working with 

underserved populations (Guay, 2004). Hence, for these people to gain access to care, 
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financial, organizational, and cultural barriers must be dismantled (Academy of General 

Dentistry, 2012). 

Rural areas are “notoriously neglected”; therefore, a system wide plan to address 

these needs must be created (Mouradian, 2006). Being poor and living in an isolated rural 

area can overwhelm some and often hinders their willingness to pursue care. Poor 

families living in low-income housing, possibly receiving other government services, find 

it especially difficult to locate a dentist under these circumstances (Borreani et al., 2008; 

Guay, 2004). Take for instance, Native Americans and Alaskan natives endure reduced 

access for several reasons, including economic, cultural and geographical limitations 

(Guay, 2004). Furthermore, these findings are reinforced by results out of Syracuse 

stating that poor and minorities are often targeted for military recruiting (Lutz, 2008) and 

a survey by the U.S. Department of Defense (Hucal, 2009) revealing that 52 % of new 

recruits were found to be Class 3 in ‘dental readiness.’ This means that oral health 

problems needing urgent attention that would delay overseas deployment (Pew 

Children’s Dental Campaign, 2011). 

 

Reasons for Dental Self-treatment and Factors Related to Dental Self-treatment. 

 A false perception among this population is that there is no need for dental care 

(Borreani et al., 2008; Guay, 2004), and this lack of understanding is costing the U.S. 

between $100 and $200 billion each year (Academy of General Dentistry, 2012). 

According to Okunseri et al. (2011), between 2001-2003, 23,999 Medicaid 

enrollees visited EDs in Wisconsin. 47% were 19-35 years and 26% were under 19, while 
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67% were female. 45% were white, 23% black, 74% resided in metropolitan counties, 

and 52% lived in partial DHPSAs (Okunseri et al., 2011).  

Members of ethnic populations live relatively close to one another and often 

depend on the strongest and most outspoken person in their group to support. Outside of 

these groups, trusted interpreters assist newcomers by making phone calls, setting up 

appointments, and offering rides. In some Hispanic communities, lay health workers are 

used to make connections between families and services as well as provide health 

education (Mouradian, 2006). These liaisons are able to inform clinics of cultural norms, 

which may affect the way care is provided (Mouradian, 2006).  

More often, ethnic groups prefer to be treated by dentists who understand their 

traditions and speak their language (Academy of General Dentistry, 2012). Teaching 

cultural competency for minorities and underserved populations would be advantageous 

in dental schools, as would recruiting students from minority groups (Lee et al., 2012; 

Mouradian, 2006). Regardless of language and despite all efforts to inform citizens, a 

greater collaborative effort needs to be made (Guay, 2004). Broad-based approaches must 

be used by communities to gain the trust of highly skeptical members of ethnic groups to 

educate them on the importance of dental care (Mouradian, 2006).  

It is especially important to reach parents of children whose likelihood of having 

caries doubles from year one to two without early intervention (Mouradian, 2006). Early 

on, poor oral health can lead to malnutrition, childhood speech problems, and serious, 

and sometimes fatal infections (Institute of Medicine, 2011). Chronic pain and early tooth 

loss can lead to eating difficulties, nutritional deficiencies, poor performance in school 
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and low self-esteem (Edwards, 2010). According to the South Dakota Dental Association, 

Native American children are three times as likely to have untreated tooth decay than the 

general population of U.S. children- 68% and 19% respectively (Academy of General 

Dentistry, 2012).  Lay persons are perfect examples of communities utilizing liaisons to 

inform adults of various programs like Women Infant & Children (WIC), Head Start, and 

early childhood programs, which often provide culturally secluded populations with 

much needed medical and dental services for mothers and their children (Mouradian, 

2006).  

Patients unable to obtain oral care from a dentist, even for non-traumatic dental 

conditions (NTDCs), rely on EDs out of necessity, receiving stopgap treatments, rather 

than cures (Okunseri et al., 2011). Evidence also suggests that these service capacity 

constraints lead to a greater use of hospital EDs for acute problems, among certain 

populations, that may have been prevented with regular dental care (Shortbridge & 

Moore, 2010). Medicaid enrollees are forced to repeatedly seek treatment for NTDCs in 

EDs and therefore, create a largely unnecessary strain on the healthcare system because 

the care received is unlikely to resolve the underlying dental disease (Okunseri et al., 

2011).  

Typical users visit the ED on the weekend for acute conditions while frequent 

users utilize the ED repeatedly, likely driven by limited access to dental care providers 

(Okunseri et al., 2011). Between 2001 and 2003, one out of every 15 Medicaid enrollees 

who made NTDCs was a frequent ED user, and that translates into one ED visit every 10 

hours (Okunseri et al., 2011). From April 2014 through March 2015, there were 31,632 
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ED visits, yielding an average of $13,728,288, paid for by Wisconsin taxpayers (WHA, 

2016). In Wisconsin, an ED visit costs on average $444 as opposed to a dental exam and 

cleaning, averaging $30 and $62 respectively (DentalOptimizer, 2017).  

This scenario results in two problems that theoretically should balance the system 

out if politicians would see the larger picture. First, investing in a higher reimbursement 

rate could persuade more dentists to become Medicaid certified. Second, with an 

increased number of dentists, fewer underinsured would need to utilize the ED for oral 

health, saving the state millions of dollars, yielding an overall healthier population of 

Medicaid enrollees (Lee, et al., 2012). 
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Chapter III 

 

Hypotheses 

 

The literature review reflects a plethora of research supporting increased access to 

dental care for the underinsured (Academy of General Dentistry, 2012; Borreani, et al., 

2008; O'Brien & Catalanotto, 2012; Domino, 2014; Guay, 2004; HealthyPeople 2010, 

Health People 2020; Joint Legislative Audit Committee, 2008; Mouradian, 2006; 

Okunseri et al., 2011; Otto, 2014; Shartzer & Kenney, 2015). Thus, a number of topics 

have been derived from the literature and serve as variables for eight hypotheses. 

Independent variables include ethnicity, gender, clinic location, poverty status, and 

insurance status. Dependent variables include number of dentists contacted before finding 

one that would accept insurance, been told it is cheaper to pull a tooth than to treat it, had 

a tooth pulled to save money, distance to dental office, mode of transportation, tooth 

pulled by someone other than dentist, self-medicated for dental issue, and gone to 

emergency department for dental issue.  

 

Crosstabs:  Ethnicity, Gender, Clinic Location, Poverty Status, and Insurance 

Status as Dependent Variables 

 Hypothesis 1:  There will be differences in the number of dentists who accept 

insurance by insurance status, location, and socio-demographic characteristics. 

Hypothesis 2:  There will be differences in miles traveled to dental offices by 

insurance status, location, and socio-demographic characteristics.  
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Hypothesis 3:  There will be differences in the number of emergency department 

visits by insurance status, location, and socio-demographic characteristics.  

Hypothesis 4:  There will be differences in the various modes of transportation by 

insurance status, location, and socio-demographic characteristics.  

Hypothesis 5:  There will be differences among participants who have self-

medicated by insurance status, location, socio-demographic characteristics, and 

emergency department visits.  

Hypothesis 6:  There will be differences among participants who have had a tooth 

pulled to save money by insurance status, location, socio-demographic characteristics, 

and emergency department visits.  

Hypothesis 7:  There will be differences among participants who have had a tooth 

pulled by others by insurance status, location, socio-demographic characteristics, and 

emergency department visits. 

Hypothesis 8:  There will be differences in those who have been told that it is 

cheaper to have a tooth pulled than to save it by insurance status, location, socio-

demographic characteristics, and emergency department visits.  
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Chapter IV 

 

Methods 

 

 

 

Introduction 

 The literature review elucidates reasons why lack of dental care is so detrimental 

to the underinsured. It also represents the hypothesized relationships between the 

independent variables (ethnicity, gender, clinic location, poverty, and insurance status) 

and dependent variables (number of dentists contacted before finding one that would 

accept insurance, distance to dental office, mode of transportation, been told that it is 

cheaper to pull a tooth than to treat it, had a tooth pulled by someone other than dentist, 

emergency department visit, self-medication, and saved money by pulling tooth rather 

than treating it). The following section explains the methods used to gather data for the 

study.  

 

 

Population and Sampling 

 

Population. The participants in this study included patients at community health 

centers in Milwaukee (Martin Luther King Heritage Health Center), Wausau (Bridge 

Community Health Clinic), and the Fox Valley (Partnership Community Health Center). 

Participants were required to be at least eighteen years old and able to speak English or 

Spanish. 
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Sampling. Convenience sampling was used in this study. It is a non-probability 

sampling technique that relies on available subjects (Emerson, 2015). That is, subjects are 

selected because of their convenient accessibility and proximity to researcher (Emerson, 

2015).  

285 surveys were completed by patients who were in waiting rooms at community 

health centers in Milwaukee (MLK Heritage Health Center), Wausau (Bridge 

Community Health Clinic), and the Fox Valley (Partnership Community Health Center)  

(see Table 1.). 

Table 1. Community Health Centers 

Community Health Centers 

                                                                         N = 285 

Location N (%) 

Milwaukee 96 (33.7) 

Wausau 98 (34.4) 

Fox Valley 91 (31.9) 

  

Procedures and Strategies 

 

The Institutional Review Board (IRB) of the University of Wisconsin Oshkosh 

approved this research. Participation in the study was voluntary, anonymous and 

confidential. The directors from the three community health centers were contacted and 

permission was obtained to approach patients.  

Data were collected from patients who were in the waiting rooms at three 

community health centers in 2011 and 2014.  I wore surgical scrubs and could be 

identified by a university name tag that was worn on a lanyard. I was prepared at each 
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location with the following: surveys which were coded according to the survey site; 

disclosure forms; clip boards and pens; and a notebook. Potential participants were 

approached after they checked in with the receptionist and were seated. My pitch was as 

follows, “Hi, my name is Kathryn Scheeler and I am a student from the University of 

Wisconsin Oshkosh. I am conducting research regarding the lack of dental care for the 

underinsured. Would you mind completing the survey?” An informed consent was 

provided which explained the procedure for contacting the university.  

 

Instruments and Measures 

 Based on previous research, I  created a survey that included the following items: 

gender; ethnicity; total number in household; age breakdown into four categories; 

insurance status; number of dentists contacted before one was found that would accept 

insurance; combined household yearly income with eight categories; distance in miles or 

blocks to dental office; mode of transportation with six categories; self-medicated for 

dental issue; visited emergency department because of a dental issue; had teeth pulled by 

anyone other than a dentist; had a tooth extraction instead of dental treatment to save 

money; been told that it is cheaper to pull a tooth than to fix it (see Survey Instrument in 

Appendix D for each item’s measures).  

 

Data Analytic Techniques 

 Descriptive statistics analysis (frequency distributions) and Pearson’s Chi-squared 

analyses were carried out to discuss survey items using Version 21 of SPSS. A 
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statistically significant relationship would be evidenced by Pearson’s Chi-squared 

coefficient (2) and the probability value (p< .05) To strengthen the interpretation of the 

Chi-squared value, the Cramér’s V coefficient was used in addition. The Cramér’s V 

coefficient range from 0 (no association) to 1 (perfect association) (Acock, 2014). 
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Chapter V 

 

Results 

 

 
Descriptive Statistical Analysis 

  

Socio-demographic Characteristics of Independent Variables. Women made 

up 70% of the study population (N=285) while the majority qualified for Medicaid 

(77%). Fifty-seven per cent of the study participants were Caucasian; almost twice as 

many as blacks (30%), followed by Hispanic (5%) and other (8%). Sixty-one per cent 

identified as living at or below the poverty. Each clinic was represented equitably: 

Milwaukee (34%), Wausau (34%), and Fox Valley (32%) (see Table 2). 

Table 2.  Socio-demographics of Participants 

 

Socio-demographics 

                                                                         N = 285 

Variables n (%) 

Clinic 

Milwaukee 96 (33.7) 

Wausau 98 (34.4) 

Fox Valley 91 (31.9) 

Gender 

Men 80 (28.1) 

Women 200 (70.2) 

Missing 5 (7.8) 

Ethnicity/Race 

Caucasian 163 (57.2) 

Hispanic 15 (5.3) 

Black 85 (29.8) 

Others 22 (7.7) 

Poverty Status 

No 110 (38.6) 

Yes 175 (61.4) 
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Medicaid Status 

Medicaid 218 (76.5) 

Medicare 23 (8.1) 

Neither 44 (15.4) 

  

Characteristics of the Dependent Variables. 

Access to Dental Care.  The majority of study participants contacted 1-5 dental 

offices before they found a dentist that would accept Medicaid (69%) while a handful of 

them contacted 6-11dental offices (18%). Seventy-five per cent of those surveyed 

claimed that they travel 1-10 miles to the nearest clinic accepting Medicaid. Seventy-five 

per cent used a personal vehicle to travel to the dentist, indicating that mode of 

transportation was not an issue for most of those surveyed (see Table 3). 

Table 3. Access to Dental Care 
 

Access to Dental Care 

Dependent Variables 

N = 285                                                            

n (%)                                         

Number of dentists contacted before finding one that would 

accept Medicaid 

< 1 26 (9.1) 

1-5 196 (68.8) 

6-11 51 (17.9) 

> 12 12 (4.2) 

 

Distance traveled to the nearest dental clinic accepting 

Medicaid 

< 1 16 (5.6) 

1-10 214 (75.1) 

11-20 33 (11.6) 

21 > 22 (7.7) 

  

Sought out treatment in emergency department 

No 195 (68.4) 
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Yes 90 (31.6) 

  

Mode of Transportation 

City Transportation 43 (15.1) 

Personal Vehicle 215 (75.4) 

Other 27 (9.5) 

 

Self-treatment for Dental Issues.  Forty-three per cent of study respondents 

resorted to self-treatment. Most study participants (95%) did not have a tooth pulled by 

someone other than a dentist (see Table 4). 

Table 4. Self-treatment for Dental issues 

Self-treatment 

                                            N = 285 

Dependent Variables n (%) 

Self-medicated in the past 

No 162 (56.8) 

Yes 123 (43.2) 

 

Tooth pulled by someone other than dentist 

No 272 (95.4) 

Yes 13 (4.6) 

 

 Reasons for Self-treatment.  Forty-one per cent of study participants claimed that 

someone told them it is cheaper to pull a tooth than to save it, while 31% had a tooth 

pulled instead of treatment to save money (see Table 5). 

Table 5. Reasons for Self-treatment 

  

Reasons for Self-treatment 
                                                                         

Dependent 

Variables 

N = 285 

n (%) 

Been told that it is cheaper to pull a tooth than to save it 
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No 167 (58.6) 

Yes 118 (41.4) 

 

Had a tooth pulled instead of treatment to save money 

No 197 (69.1) 

Yes 88 (30.9) 

 

 

 

Pearson’s Chi-squared Analysis  

Barriers to Accessing Dental Care. The study hypotheses on the barriers to 

accessing dental care were tested using Pearson’s Chi-squared analysis. The results are 

shown in Tables 6 through 8.  

Distance in Miles. Table 6 shows that there were statistically significant 

relationships between location and distance in miles to the nearest dental office. Thus, 

patients in the Wausau clinic were more likely to travel <1 mile to the nearest dental 

office as compared to patients in the Milwaukee and Fox Valley clinics (56% vs. 38% 

and 6% respectively). Further, Fox Valley patients were more likely to travel 11-20 miles 

to the nearest dental office as compared to patients in the Milwaukee and Wausau clinics 

(52% vs. 15% and 33%, χ2 = 24.7(6), p< .001, V = .20). Although the differences were 

statistically significant, Cramer’s V showed a moderate relationship (>.20).   
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Table 6.  Distance in Miles Traveled to Dental Office by Location, Ethnicity/Race, 

Gender, Poverty Status, and Insurance Status: Pearson’s Chi-square Analysis   

 

Distance in Miles 

Barriers 

< 1             

n (%) 

1-10           

n (%) 

11-20             

n (%) 

21 >         

n (%) 

x²(df) p          

V 

Descriptive Analysis 16 (5.6) 214 (5.1) 33 (11.6) 22 (7.7)   

Location   

 Milwaukee         

Wausau                       

Fox Valley 

6 (37.5) 84 (39.3) 5 (15.2) 1 (4.5) 
24.67(6)*** 

0.208 
9 (56.3) 66 (30.8) 11 (33.3) 12 (54.5) 

1 (6.3) 64 (29.9) 17 (51.5) 9 (40.9) 

Ethnicity/Race   

      Caucasian        

Hispanic                  

Black                     

Other^ 

9 (56.3) 112 (52.3) 22 (66.7) 20 (90.9) 

17.49(9)* 

0.143 

1 (6.3) 13 (6.1) 1 (3.0) 0.0 

6 (37.5) 72 (33.6) 6 (18.2) 1 (4.5) 

0.0 17 (7.9) 4 (12.1) 1 (4.5) 

Gender   

 Male                   

Female 

6 (37.5) 61 (29.2) 10 (30.3) 3 (13.6) 3.12(3)      

0.106 10 (62.5) 148 (70.8) 23 (69.7) 19 (86.4) 

Poverty   

 No                               

Yes 

5 (31.3) 84 (39.3) 12 (36.4) 9 (40.9) 0.52(3)              

0.043 11 (68.8) 130 (60.7) 21 (63.6) 13 (59.1) 

Insurance Status   

 Medicaid     

Medicare             

Neither                        

12 (75.0) 157 (73.4) 30 (90.9) 19 (86.4) 
9.53(6)       

0.129 
3(18.8) 18 (8.4) 1 (3.0) 1 (4.5) 

1 (6.3) 39 (18.2) 2 (6.1) 2 (9.1) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = 

Cramér’s V ^ Pacific Islanders, Native Americans, and Asian 

 

Further, ethnicity/race was also associated with distance in miles. In general, Caucasian 

patients were more likely to travel longer distances to a dental office than minorities. For 

example, Table 6 shows that whites were more likely to travel >21 miles or more to see a 

dentist (91%) compared to Hispanics (0%), Blacks (5%), and patients from other 

ethnicities/races (0%), χ2 = 17.5(9), p< .05, V = .14. These differences were statistically 

significant, but Cramer’s V showed a weak relationship (< .20).   



 

 29 

 

 

Number of Dental Offices Contacted.  

Table 7.  Number of Dentists Contacted Before Finding One That Would Accept 

Medicaid by Location, Ethnicity/Race, Gender, Poverty Status, and Insurance Status: 

Pearson’s Chi-square Analysis   

 

Dentists Contacted Before Finding One That Would Accept Medicaid 

Barriers 

0                

n(%) 

1-5                  

n (%) 

6-11                 

n (%) 

12 >                

n (%) 

x²(df) p        

V 

Descriptive Analysis 26 (9.1) 196 (68.8) 51 (17.9) 12 (4.2) 
 

Location         
 

Milwaukee         

Wausau                       

Fox Valley 

13 (50.0) 70 (35.7) 12 (23.5) 1 (8.3) 
12.77(6)* 

0.150 
6 (23.1) 62 (31.6) 22 (43.1) 8 (66.7) 

7 (26.9) 64 (32.7) 17 (33.3) 3 (25.0) 

Ethnicity/Race   
 

     Caucasian        

Hispanic                  

Black                    

Other^ 

10 (38.5) 106 (54.1) 37 (72.5) 10 (83.3) 

20.28(9)* 

0.154 

3 (11.5) 7 (3.6) 4 (7.8) 1 (8.3) 

11 (42.3) 65 (33.2) 9 (17.6) 0.0 

2 (7.7) 18 (9.2) 1 (2.0) 1 (8.3) 

Gender   
 

Male                      

Female 

10 (38.5) 58 (30.2) 10 (19.6) 2 (18.2) 4.09(3)      

0.121 16 (61.5) 134 (69.8) 41 (80.4) 9 (81.8) 

Poverty   
 

No                                

Yes 

13 (50.0) 76 (38.8) 16 (31.4) 5 (41.7) 2.60(3)              

0.096 13 (50.0) 120 (61.2) 35 (68.6) 7 (58.3) 

Insurance Status   
 

Medicaid         

Medicare             

Neither                        

17 (65.4) 141 (71.9) 48 (94.1) 12 (100.0) 
16.55(6)**       

0.170 
3 (11.5) 19 (9.7) 1 (2.0) 0.0 

6 (23.1) 36 (18.4) 2 (3.9) 0.0 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 

 

 The variable, ‘Number of dentists contacted before finding one that would accept 

Medicaid’ was associated with the barriers ‘location’, ‘ethnicity/race’, and ‘insurance 

status’. However, according to Cramer’s V, the differences were weak to moderate, but 

statistically significant. Patients in the Wausau clinic were more likely to contact more 

than 12 dentists than patients in the Milwaukee and Fox Valley clinics (67% vs. 8% and 
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25% respectively, χ2 = 12.8(6), p< .05, V = .15). Caucasians were more likely to contact 

1-5 (54%), 6-11 (73%), and >12 (83%) dentists than minorities for the respective number 

of dentists (χ2 = 20.3(9), p< .05, V = .15). Similarly, patients who claimed to have 

Medicaid were more likely to contact 1-5 (72%), 6-11 (94%), and >12 (100%) dentists 

than patients who had Medicare or some other insurance for the respective number of 

dentists (χ2 = 16.6(6), p< .01, V = .17) (see Table 7).  

 Emergency Department Visits. 

Table 8.  Emergency Department Visits by Location, Ethnicity/Race, Gender, Poverty 

Status, and Insurance Status: Pearson’s Chi-square Analysis  

 

Emergency Department Visits 

Carriers 

No                  

n (%) 

Yes                       

n (%) 

x²(df) p        

V 

Descriptive Analysis 195 (68.4) 90 (31.6) 
 

Location   
 

Milwaukee         

Wausau                       

Fox Valley 

59 (30.3) 37 (41.1) 
3.47(2) 

0.110 
69 (35.4) 29 (32.2) 

67 (34.4) 24 (26.7) 

Ethnicity/Race   
 

     Caucasian        

Hispanic                  

Black                     

Other^ 

118 (60.5) 45 (50.0) 

7.39(3) 

0.161 

8 (4.1) 7 (7.8) 

51 (26.2) 34 (37.8) 

18 (9.2) 4 (4.4) 

Gender   
 

Male                     

Female 

58 (30.4) 22 (24.7) 0.95(1)      

0.058 133 (69.6) 67 (75.3) 

Poverty   
 

No                                

Yes 

89 (45.6) 21 (23.3) 12.93(1)**

*              

0.213 106 (54.4) 69 (76.7) 

Insurance Status   
 

Medicaid         

Medicare             

Neither                        

142 (72.8) 76 (84.4) 
6.10(2)*       

0.146 
16 (8.2) 7 (7.8) 

37 (19.0) 7 (7.8) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 
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The variable, ‘emergency department visits’ was associated with ‘poverty’ and ‘insurance 

status’. Those who identified as being at or below the poverty level were more likely to 

go to the emergency department (77%) for a dental reason (χ2 = 12.9(1), p< .001, V = .21) 

The relationship was statistically significant, while Cramer’s V was moderate (see Table 

8). Those with Medicaid insurance were more likely than other types of insurance to have 

visited the emergency department for a dental issue (84% vs. 8% and 8%) (χ2 = 6.1(2), p< 

.05, V = .15). 

Mode of Transportation.  

Table 9.  Mode of Transportation by Location, Ethnicity/Race, Gender, Poverty Status, 

and Insurance Status: Pearson’s Chi-square Analysis 
 

Mode of Transportation 
 

Barriers 

City 

Transportation      

n (%) 

Personal 

Vehicle          

n (%) 

Other                 

n (%) 

x²(df) p           

V 

Descriptive Analysis 43 (15.1) 215 (75.4) 27 (9.5) 
 

Location   
 

Milwaukee             

Wausau                         

Fox Valley 

32 (74.4) 54 (25.1) 10 (37.0) 
44.14(4)*** 

0.278 
7 (16.3) 78 (36.3) 13 (48.1) 

4 (9.3) 83 (38.6) 4 (14.8) 

Ethnicity/Race   
 

     Caucasian        

Hispanic                    

Black                       

Other^ 

11 (25.6) 136 (63.3) 16 (59.3) 

32.76(6)*** 

0.240 

4 (9.3) 10 (4.7) 1 (3.7) 

27 (62.8) 49 (22.8) 9 (33.3) 

1 (2.3) 20 (9.3) 1 (3.7) 

Gender   
 

Male                        

Female 

12 (28.6) 60 (28.4) 8 (29.6) 0.17(2)      

0.008 30 (71.4) 151 (71.6) 19 (70.4) 

Poverty   
 

No                                  

Yes 

11 (25.6) 89 (41.4) 10 (37.0) 3.81(2)              

0.116 32 (74.4) 126 (58.6) 17 (63.0) 

Insurance Status   
 

Medicaid            

Medicare               

Neither                        

35 (81.4) 164 (76.3) 19 (70.4) 
3.97(4)       

0.083 
5 (11.6) 15 (7.0) 3 (11.1) 

3 (7.0) 36 (16.7) 5 (18.5) 
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x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 

 

In Table 9 the variable, ‘mode of transportation’, was associated with ‘location’ and 

‘ethnicity/ race’ which were both statistically significant (χ2 = 44.14(4), p< .001, V = .28). 

Patients in the Milwaukee clinic were more likely to use ‘city transportation’ than 

patients in the Wausau and Fox Valley clinics (74% vs. 16% and 9% respectively). 

Participants in the Fox Valley were more likely than those in Wausau and Milwaukee to 

use their personal vehicles (39% vs. 36% and 25% respectively), while Wausau patients 

were three times more likely than Fox Valley patients to use ‘other’ modes of 

transportation (48% vs. 15%). Furthermore, ‘Blacks’ were more than twice as likely as 

Caucasians to use ‘city transportation’ (63% vs. 26%; χ2 = 32.8(6), p< .001, V = .24). 

Caucasians were almost three times as likely as Blacks to use their ‘personal vehicle’ 

(63% vs.23% respectively). Cramer’s V was moderate (<.25). 

Dental Self-treatments. When the underinsured were unable to obtain traditional 

dental care, they often sought out alternative ways to cure themselves (e.g. self-

medication, having someone other than a dentist pull teeth). 

Self-medicated.  

Table 10.  Self-medicated by Location, Ethnicity/Race, Gender, Poverty Status, and 

Insurance Status: Pearson’s Chi-square Analysis 
 

Self-medicated 

Independent Variables 

No                

n (%) 

Yes               

n (%) 

x² (df) p         

V  

Descriptive Analysis 162 (56.8) 123 (43.2)  

Clinic    

 Milwaukee          

Wausau                        

60 (37.0) 36 (29.3) 2.0 (2) 

0.084 54 (33.3) 44 (35.8) 
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Fox Valley 48 (29.6) 43 (35.0) 

Ethnicity/Race   

      Caucasian        

Hispanic                    

Black                       

Other^ 

86 (53.1) 77 (62.6) 

5.05 (3) 

0.133 

9 (5.6) 6 (4.9) 

50 (30.9) 35 (28.5) 

17 (10.5) 5 (4.1) 

Gender   

 
Male                       

Female 

47 (29.7) 33 (27.0) 0.25 (1)  

0.030 111 (70.3) 89 (73.0) 

Poverty   

 
No                                  

Yes 

62 (38.3) 48 (39.0) 0.12 (1)  

0.008 100 (61.7) 75 (61.0) 

Insurance Status    

 
Medicaid            

Medicare               

Neither                        

124 (76.5) 94 (76.4) 
10.3 (2)    

0.060 15 (9.3) 8 (6.5) 

23 (14.2) 21 (17.1) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V= Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 

 

No statistically significant relationships were found between the “self-medicated” 

variable and barriers to access of dental care.  

Tooth Pulled by Someone Other Than a Dentist. 

Table 11.  Tooth Pulled by Someone Other Than a Dentist by Location, Ethnicity/Race, 

Gender, Poverty Status, and Insurance Status: Pearson’s Chi-square Analysis 

 

Tooth Pulled by Someone Other Than Dentist 

Independent Variables 

No                  

n (%) 

Yes                   

n (%) 

x²(df) p     

V 

Descriptive Analysis 272 (95.4) 13 (4.6)   

Location    

Milwaukee                 

Wausau                          

Fox Valley 

93 (34.2) 3 (23.1) 
1.01(2) 

0.060 92 (33.8) 6 (46.2) 

87 (32.0) 4 (30.8) 

Ethnicity/Race     

     Caucasian        

Hispanic                       

154 (56.6) 9 (69.2) 1.27(3) 

0.067 15 (5.5) 0.0 
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Black                         

Other^ 
82 (30.1) 3 (23.1) 

21 (7.7) 1 (7.7) 

Gender     

Male                          

Female 

75 (28.1) 5 (38.5) 0.65(1)      

0.048 192 (71.9) 8 (61.5) 

Poverty    

No                                             

Yes 

106 (39.0) 4 (30.8) 0.35(1)              

0.035 166 (61.0) 9 (69.2) 

Insurance Status      

 

Medicaid              

Medicare                        

Neither                        

207 (76.1) 11 (84.6) 
1.22(2)       

0.065 23 (8.5) 0.0 

42 (15.4) 2 (15.4) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V= Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 
 

No statistically significant relationships were found between the “tooth pulled by 

someone else other than dentist” variable and barriers to access of dental care.  

Reasons for Dental Self-Treatment. 

 Had a Tooth Pulled Instead of Treatment to Save Money.  

Table 12. Tooth Pulled Instead of Treatment to Save Money by Location, Ethnicity/Race, 

Gender, Poverty Status, Insurance Status, and Emergency Department Visits: Pearson’s 

Chi-square Analysis 

 
Tooth Pulled Instead of Treatment to Save Money 

Independent Variables 

No                         

n (%) 

Yes                     

n (%) 

x²(df) p 

V 

Descriptive Analysis 197 (69.1) 88 (30.9)   

Location    

Milwaukee                     

Wausau                             

Fox Valley 

71 (36.0) 25 (28.4) 
1.60(2) 

0.075 
65 (33.0) 33 (37.5) 

61 (31.0) 30 (34.1) 

Ethnicity/Race     

     Caucasian           

Hispanic                        

Black                                   

Other^ 

105 (53.3) 58 (65.9) 

7.0(3) 

0.157 

9 (4.6) 6 (6.8) 

68 (34.5) 17 (19.3) 

15 (7.6) 7 (8.0) 
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Gender     

Male                           

Female 

59 (30.3) 21 (24.7) 0.89(1)      

0.056 136 (69.7) 64 (75.3) 

Poverty      

No                                         

Yes 

75 (38.1) 35 (39.8) 0.07(1)              

0.016 122 (61.9) 53 (60.2) 

Insurance Status      

Medicaid              

Medicare                      

Neither                        

143 (72.6) 75 (85.2) 
5.49(2)       

0.139 
18 (9.1) 5 (5.7) 

36 (18.3) 8 (9.1) 

ED Visits     

No                                        

Yes 

146 (74.9) 49 (25.1) 9.56(1)**              

0.183 51 (56.7) 39 (43.3) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 
 

A statistically significant relationship was found between ‘tooth pulled instead of 

treatment to save money’ and ‘ED visits’, that is, those who pulled their tooth instead of 

treatment to save money were more like to have gone to the emergency department 

afterwards (43% vs. 25%) (χ2 = 9.56(1), p< .01, V = .18) (see Table 12).  

Been Told It Is Cheaper to Pull a Tooth Than to Treat It.  

Table 13.  Been Told It Is Cheaper to Pull a Tooth than to Treat It by Location, 

Ethnicity/Race, Gender, Poverty Status, Insurance Status, and ED Visits: Pearson’s Chi-

square Analysis 

Been Told That It Is Cheaper to Pull a Tooth Than to Save It 

 

No                          

n (%) 

Yes                        

n (%) 

x²(df) p        

V 

Descriptive Analysis 167 (58.6) 118 (41.4)   

Location    

Milwaukee                 

Wausau                               

Fox Valley 

57 (34.1) 39 (33.1) 
0.12(2) 

0.020 
58 (34.7) 40 (33.9) 

52 (31.1) 39 (33.1) 

Ethnicity/Race     

     Caucasian        

Hispanic                           

91 (54.5) 72 (61.0) 
1.59(3)   

0.075 
9 (5.4) 6 (5.1) 

52 (31.1) 33 (28.0) 
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Black                               

Other^ 15 (9.0) 7 (5.9) 

Gender     

Male                            

Female 

53 (32.3) 27 (23.3) 2.72(1)      

0.099 111 (67.7) 89 (76.7) 

Poverty      

No                                              

Yes 

63 (37.7) 47 (39.8) 0.13(1)              

0.021 104 (62.3) 71 (60.2) 

Insurance Status      

Medicaid              

Medicare                    

Neither                        

123 (73.7) 95 (80.5) 
4.0 (2)       

0.120 
18 (10.8) 5 (4.2) 

26 (15.6) 18 (15.3) 

ED Visits     

No                                       

Yes 

130 (66.7) 65 (33.3) 16.58(1)***              

0.241 37 (41.1) 53 (58.9) 

x² (df) P = Chi-squared (degrees of freedom) p value; *p< .05; **p<.01; ***p<.001; V = Cramér’s 

V ^ Pacific Islanders, Native Americans, and Asian 

 

A statistically significant relationship was found between ‘been told that it is cheaper to 

pull a tooth than to save it’ and ‘ED visits’ (χ2 = 16.6(1), p< .001, V = .24). Among those 

‘told that it is cheaper to pull a tooth than to save it’, 59% indicated that they had gone to 

the ED for dental treatment compared to those who were not told the same (33%) (see 

Table 13). 
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Chapter VI 

Discussion 

 

The purpose of this study was to highlight the barriers/obstacles that the 

underinsured experience when attempting to access dental care in three Wisconsin 

communities: Milwaukee, Wausau, and the Fox Valley. The results of this study are 

consistent with the determinants of health specified by WHO in 2010, which include 

demographics and socioeconomics. Additionally, the results concur with a number of 

factors cited as unmet dental needs among the underinsured, including poverty and 

insurance status, and non-white non-Hispanics (Shartzer & Kenney, 2015).  

 

Access to Dental Care and Barriers Related to Accessing Dental Care 

Distance in Miles. Results from the descriptive statistics reveal that 75% of 

survey participants drove 1-10 miles to the dentist, while 12% drove 11-20 miles. 

Pearson’s Chi-squared revealed a statistically significant relationship between distance 

traveled to a Medicaid accepting dentist and location of the clinic. Patients who travel to 

the Wausau clinic, located in rural Northern Wisconsin, were more likely to travel >21 

miles for dental care than patients in Milwaukee and the Fox Valley (55% vs. 5% and 

41% respectively) (see Table 6). Because the dental industry is market-driven, dental 

offices are sparsely located throughout rural areas, thus decreasing patients’ odds of 

finding one near their home (Guay, 2004). Guay (2004) pinpoints the ‘triad of essential 

factors’ which the underinsured face when accessing dental care. They are the demand 
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for dental care, the dental workforce, and the economic environment. His suggestions to 

addressing those obstacles include: increasing the number of dentists, increasing 

Medicaid fees, expanding the scope of practice for auxiliary personnel, and including 

dental benefits in Medicare, much of which seems very practical. It is notable to mention 

that many patients in the Fox Valley (41%) also traveled >21 miles. Reason being, 

dentists throughout this area have already accepted their predetermined number of 

Medicaid patients and/or no longer accept them at all, thus forcing patients to seek out 

services further away from their homes.   

Insurance Status. According to the descriptive statistics, seventy-seven per cent 

of patients reported to have Medicaid insurance (see Table 2). In addition, patients who 

reported to be Medicaid recipients were more likely to report that they traveled 1-10 

miles (75%) for dental care than patients who had Medicare or other types of insurance 

(see Table 6). Pearson’s Chi-squared showed a clear majority of those traveling <1 mile, 

11-20 miles, and 21> miles (75% vs. 91% and 86% respectively) were also Medicaid 

recipients. This finding points to the greater problem, that there are not enough dentists to 

treat people on the government insurance plan. A 2014 report by the United States Public 

Health Service & Oral Health Coordinating Committee shows that half of the doctors 

listed on health insurance websites, as serving Medicaid patients, were not actually 

available to do so. Specifically, it was found that 8% were not accepting patients, while 

another 8% stated they were no longer participating in the plan. Of those who accepted 

patients, 25% had wait times of more than 1 month, and 10% had wait times longer than two 

months (Levinson, 2014). Locally, reports indicate that only 20% of Wisconsin dental 
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providers accepted new patients (Okunseri et al., 2011); while, overall, only 40% of 

Wisconsin’s dentists were Medicaid certified (Joint Legislative Audit Committee, 

2008). Contributing to the dilemma, this high volume of patients seeking care has forced 

community dental health centers to maintain 4-6 month waiting lists (O'Brien & 

Catalanotto, 2012; Norman, 2012) and strict guidelines. Guidelines in some clinics 

require that patients sign a document stating that they will be allowed two no-shows at 

which time they lose access to services (see Appendixes F, G, and H). This also includes 

being late for appointments. This was in response to the notorious no-show rate among 

the underinsured population (Borchgrevink et al., 2008; Nasseh et al., 2014).  

Number of Dental Offices Contacted. Results from the descriptive statistics 

indicate that most survey participants (69%) contacted between 1-5 dentists before 

finding one that would accept Medicaid (see Table 3). Nonetheless, the Chi-squared 

analysis did not reveal any statistically significant relationships between ‘Dentists 

contacted before finding one that would accept Medicaid’ and barriers, including 

‘Location’, ‘Ethnicity/Race’, ‘Gender’, ‘Poverty’, and ‘Insurance Status’ (see Table 7). 

However, it should be noted that Caucasians represented 57% of all participants in this 

study. Robert Wall Emerson says that convenience samples may skew results if 

participants are similar on one or more variables, like ethnicity (2015).  Most participants 

in Milwaukee were Black, whereas those in Wausau and the Fox Valley were 

Caucasian. Regardless of race/ethnicity, the inability to find a dentist who will accept 

Medicaid is a common theme among low-income individuals because, unlike children, 

adult benefits are not required by federal law and are discretionary by state 
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(Medicaid.gov, 2017). In Wisconsin, the underinsured are covered by Medicaid however 

there are few dentists who accept this population into their practice. 

It appears that quite often the fate of dental benefits for adults relies heavily on 

the state budget (Hinton & Paradise, 2016). In fact, a report published by the Kaiser 

Commission on Medicaid and the Uninsured (2011) claims that during fiscal years 2011 

and 2012 a substantial number of states (11 and 13 respectively) decreased dental 

reimbursement payments while only a small number (4 and 3 respectively) increased 

them. Adversely, when dental benefits are cut, ED visits increase (Hinton & Paradise, 

2016). Moreover, the state reimburses no more than thirty-five cents on the dollar which 

contributes to why less than half of Wisconsin’s dentists (43%) accept Medicaid patients 

(Wisconsin Dental Association, 2015). Here lies the reason why the underinsured must 

call so many dentists before finding one who will accept Medicaid. Okunseri et al. 

reported that Wisconsin had few DHPSAs, leading us to believe that Wisconsin has 

plenty of dentists, they simply refuse to accept Medicaid patients (2011). 

Emergency Department Visits. Descriptive statistics reveal that one-third of 

those surveyed (32%) had gone to an ED seeking dental treatment (see Table 3). 

Additionally, the Chi-squared analysis showed a statistically significant relationship 

between ED visits and those living at or below the poverty level (see Table 8). According 

to WHA, the average cost of an ED visit in Wisconsin is $434 compared to the average 

cost of a preventative dental visit ($118) which includes an exam and cleaning 

(DentalOptimizer, 2017). Between April 2014 and March 2015 there were a total of 

31,632 ED visits (an average of 608 per week) for dental reasons at a cost of $13,728, 
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288 to Wisconsin taxpayers. In that same year, 147,646 Medicaid recipients could have 

been provided with preventative dental treatments for the same cost. Wisconsin currently 

allocates 1% of its annual Medicaid budget for dental care, though a budget increase is 

one of the state’s top goals listed in “Wisconsin’s Roadmap to Improving Oral Health – 

2013-2018” (Boulton, 2015). 

Mode of Transportation. Three-quarters of those surveyed (75%) use their 

personal vehicle to travel to the dentist (see Table 3). Statistically significant 

relationships were found between ‘Mode of Transportation’ and the barriers ‘Location’ 

and ‘Ethnicity/Race’. The majority of those who use city transportation for dental visits 

are from Milwaukee (74%); while participants from both Wausau and the Fox Valley use 

their personal vehicle (36% and 39% respectively). Forty-eight percent of those who use 

other modes of transportation to get to the dentist are from Wausau (see Table 9). Blacks 

were more likely than Caucasians (63% vs. 26% respectively) to use city transportation. 

In contrast, Caucasians were more likely to use their personal vehicle than Blacks or 

Hispanics/others (63% vs. 23% and 14% respectively). This inverse relationship could be 

due to geography.  

The Medicaid program in Texas provides children and some adults with 

transportation to their dental appointments (THHS, 2015). Since 2015, the Texas Health 

and Human Services Commission (THHSC) Medical Transportation Program (MTP) has 

utilized a Managed Transportation Organization (MTO) to provide rides to and from 

dental appointments. If, in the event that the MTO is unavailable, an available family 

member or friend would be reimbursed mileage after completing the appropriate 
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qualifying paperwork. They can become an Individual Transportation Provider by 

providing proof of driver’s license, vehicle registration and insurance. THHSC often 

provides assistance with determining the best mode of transportation, which could 

include, bus, taxi, van, or rail (THHS, 2015). According to data collected by the Kaiser 

Family Foundation, many Medicaid providers across the United States provide free 

transportation to their patients (2012). 

 

Dental Self-treatment and Reasons for Dental Self-treatment  

Results from the descriptive statistics indicate that a substantial percentage of 

survey participants (43%) had self-medicated in the past as an alternative dental treatment 

(see Table 4). Forty-one per cent had been told that it is cheaper to pull a tooth than to 

save it and one-third of them had a tooth pulled instead of treatment to save money (see 

Table 5). The Chi-squared analysis revealed a statistically significant relationship 

between the variables, ‘tooth pulled instead of treatment to save money’ and ‘ED visits’ 

(see Table 12) and ‘been told it is cheaper to pull a tooth than to treat it’ and ‘ED visits’ 

(see Table 13).  Medicaid recipients have limited choices for dental care. As recent as 

March 2015, 20.1% of adults who were insured year-round, had unmet dental needs 

because of affordability (Shartzer & Kenney, 2015). These are people with jobs, poor 

benefits, live paycheck to paycheck and end up in an ED for dental care (O'Brien & 

Catalanotto, 2012). In Colorado Medicaid reimburses about half of what private 

insurance does, which is why dentists ultimately pull more teeth than repair them. 
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Medicaid pays $87 to fill a tooth and $435 for a crown, while private insurance pays 

$150 and $800 respectively (Overland, 2015). It comes down to simple economics.  
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Chapter VII 

Limitations 

 

Caution should be exercised when interpreting the study findings due to several 

limitations. First, a convenience sample of patients was used to collect data for this study 

in summer 2011 and spring 2014. This sampling allowed the investigator to select 

patients based on easy access and proximity. A convenience sample is a non-probability 

sampling method that is used to collect data because of its convenience and low cost. The 

convenience sample allowed the investigator to obtain basic data about whether particular 

phenomena occurred in a given sample. However, according to Emerson (2015), 

convenience samples may skew results if participants are similar on one or more factors 

like socioeconomic status and ethnicity. Second, the investigator did not perform pilot 

testing of the instrument; therefore, there might be issues with the instrument usability, 

validity and reliability.  
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Chapter VIII 

Conclusion and Recommendations 

 

In February 2016, Wisconsin was one of fifteen states that provided a 

comprehensive mix of adult services with a per-person annual expenditure of $1,000 

(Hinton & Paradise, 2016). However, during the initial roll out of the ACA, Wisconsin 

chose not to expand Medicaid benefits, thus limiting the number of adults covered (Scott 

Walker: Office of the Governor, 2014). Scientific research has given way to a plethora of 

data exposing the effects that poor dental care has on the body (Bergdahl, et al., 2007; 

Boerner, 2012) and why it is imperative that everyone is privy to dental care throughout 

their lifetime, not only childhood (Edwards, 2010). Sporadic weekend dental clinics 

provide a meager band aid for Wisconsin’s crisis (Peterson, 2016). In Wisconsin from 

April of 2014 through March of 2015, there were 31,632 emergency department visits for 

dental care at an average cost of $434 per visit and a total of $13,728,288 (WHA, 2016). 

If all 31,632 visits had been to a dentist and each received a routine exam and dental 

cleaning, the State would have saved almost eleven million dollars, not to mention 

providing health, security, and disease prevention for its citizens (DentalOptimizer, 2017; 

WHA, 2016). In a period when Wisconsin is struggling to maintain public programs and 

pay raises, Wisconsin politicians are failing to be fiscaly responsible stewards of taxpayer 

dollars.  
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Legislators must step up and declare that it is no longer acceptable to allow dental 

care to be an optional item on legislative agendas. Borchgrevink, Snyder, and Gheshan’s 

research concluded that higher reimbursement rates positively influenced dentists’ overall 

willingness to treat Medicaid patients and that access and utilization by Medicaid patients 

increased (2008). It would be fiscally responsible to increase dental reimbursements and 

bring them in line with state healthcare reimbursements (Guay, 2004).  
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APPENDIX A 

 

IRB Proposal 
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Application for Research Approval – U.W. Oshkosh Institutional Review Board 

 

Part I:  Cover Sheet  

 

Title of Research 

Project: 

Access to and Socio-Economics Considerations of Dental Care in 

Wisconsin- Part II 

  

Application Type:            New X Continuation  Revision 

       

If Continuation or Revision, provide original 

protocol number and approval date: 

 

 

  

Original approval  exempt  expedited  full board 

       

Funding Source:  Mc Nair Scholars Program 

  

Is this a course or class project?  Yes X No 

     

Is the project Master’s Thesis or Field Study 

for degree completion? 
 Yes X No 

  

Principal Investigator Name: Kathryn Baez 

  

Principal Investigator Status (check one):  
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  Faculty or Instructional Staff 

  Administrative Staff 

  Graduate Student 

 X Undergraduate Student 

  Non-UW Oshkosh  

   

Department McNair Scholar 

Mailing Address 1721 B2  Maricopa Drive Oshkosh, WI  54904 

Phone 920-915-5752 Email baezk48@uwosh.edu 

    

Faculty Supervisor Dr. Arlene Haffa 

( required for all student protocols) 

Department Chemistry 

Office Address 409 Halsey 

Phone 920-424-7099 Email haffaa@uwosh.edu 

 

Certifications 

 

By signing this form the investigator certifies that: 

a) s/he has read and understands UW Oshkosh policies regarding the protection of human 
participants in research; 

b) s/he has not begun recruitment or testing of research participants and will not do so until 
formal notification of IRB approval of the proposed project; 

c) s/he will seek approval from the IRB in advance of implementation of any changes in 
procedures or the consent process/forms for this project; 

d) S/he will immediately inform the IRB of any adverse events or other negative consequences 
incurred by participants in this research. 

Signature  Date  

 

 

By signing this form, the Faculty Supervisor designated above certifies that: 

a) S/he has provided appropriate training in the ethics of human research to the student signing 
above; 

b) S/he takes responsibility for the research design, and for the student investigator’s compliance 
with the requirements of the UW Oshkosh IRB; 

c) S/he will provide adequate supervision of the above student in the conduct of this research.  
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Signature  Date  

 

 

Application for Research Approval 

U.W. Oshkosh Institutional Review Board 

 
Part II:  Project Description 

 

 

1. What is the purpose of the research?  What question(s) do you hope to answer?  Note:  projects lacking a 

valid research question and a method likely to produce meaningful results are not approvable. Ethical and regulatory 
standards do not permit investigators to expose participants to research risks when the work lacks scientific merit.  

The primary objectives of this research are to explore where Badger Care recipients are obtaining 

extractions, to assess the level of dental care in Wisconsin, to connect poor dental care to illnesses, and the 

socio-economic benefits of providing dental care, or in not providing it. 

 

2. Briefly describe research that has already been done in this area.  How will your study contribute to the 
knowledge on this topic?  

In Sweden, researchers have found a link between missing teeth in the elderly and dementia. In a study 

published in the American Journal of Obstetrics and Gynecology, research has found a correlation between 

premature births and low infant birth weights in women who do not receive dental care.  There is also 

ongoing research relating poor dental care to heart problems. 

 

3. Describe your data collection method (for example: observations, survey, experimental manipulation, 
psychological test, interview, etc.).  If you are using published surveys or instruments, name them.  
Copies of all instruments must be attached to this application.   

 Participants will fill out a survey. 

 

4. Explain why you have selected this particular data collection method.  

People are much more comfortable writing their private information down in public than to have someone try 

to get them to divulge personal information. 

 

5. Describe the location in which the research will be conducted.  What is your relationship to that site: 
i.e., is it your place of employment?  A campus or class where you are a student or instructor? 

Waiting rooms at clinics and sliding fee clinics. 

 

 

Part III:  Participants 
 

1.  Do participants belong to a group for which special protections are required?  Check any that apply:  

___ Minors  
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___ Pregnant Women 

___ Fetuses\Abortions 

___ Prisoners 

_X_ Mentally Handicapped  

___ None of the above 

 

2. Describe your participant pool in terms of  
a. Sex, race or ethnic group, age range, etc.;  

Older than eighteen, of any race or ethnic group as long as I am able to speak to them. 

b. Affiliation of participants (e.g., institutions, hospitals, general public, etc.); 

Possible Badger Care recipients or lacking dental care completely. 

c. Participants' general state of health (mental ) 

The participants’ general state of health must be of whom are able to answer the questions and sign a 

waiver.  If a subject is mentally unable, a legal guardian must be available to answer the questions and sign 

the waiver for them. 

 

d. Participants’ general state of health (physical);  

There is no required general state of health required for my questions to be asked, except that they are able 

to apply some sort of signature to the waiver. 

e. Number of participants or sample size  

600 participants:  200 from each county. 

 

 

3. Explain why you have chosen this particular group for study. (If participants belong to one of the 
protected classes above, this justification is especially important.) 

I have chosen a ‘group’ of people that are over the age of 18.  This group MAY contain pregnant women and 

the mentally handicapped, all of which may be Badger Care recipients. 

 

 

4. What is your relationship to the participants (e.g., are you their classroom instructor; a nurse in a clinic 
where participants are seeking medical care; etc.) 

There is no relationship. 

 

 

5. If there is an authority relationship between you and the participants, describe the measures you will 
take to ensure that participation is voluntary.   

There is no relationship. 
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Part IV: Participant Recruitment 
 

1. Will participants be recruited?  Y/N   If not, explain why this is the case. (Recruitment may not be 
involved in some types of record review and/or some types of classroom research). 

Yes, participants will be recruited.  Participants will be asked if they would like to take part in a research 

study by answering a couple of questions and are able to decline. 

 

 
2. Identify the people who will approach potential participants.  If these people have a dual or authority 

relationship with potential participants, describe (i.e., caregiver, teacher, employer, etc.)  

I am the only person that will approach potential participants.  I have no authority over the possible 

recruitments whatsoever. 

 

 

3. Describe the process that will be used to approach participants:  If the approach will be verbal, provide 
a script; if by advertisement, letter or poster, provide a copy.  

Hi, my name is Kathryn.  I am conducting research on behalf of the University of Wisconsin Oshkosh and I 

would like to know if you would be willing to fill out a short questionnaire regarding your dental care and past 

illnesses that you have had. 

 

 

4. If you will exclude certain classes of individuals from your recruitment, describe and justify the criteria 
for exclusion.  Describe the method you will use to identify and exclude those individuals from the study.   

I will not be collecting data from anyone who is under the age of 18 and who is unable to sign the waiver. 

 

 

  

 

Part V:  Procedures 

 

Clearly, and in detail, describe what participants will experience:   

 

1. Describe the setting in which the participants’ involvement will take place: where will they be: will 
they be alone or in a group; will there be any special conditions (e.g., in the dark, specific 
background noise or music)?  

My research will take place during normal business hours in clinic waiting rooms.  I will approach the 

prospective participants wearing scrubs and identification. 
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2. Describe the instructions that will be given to participants about the procedures (reserve discussion 
of consent information for section on consent below). 

The participants will be asked to take the clipboard and pencil and answer the questions.  I have chosen to 

not ask them the questions verbally, so as to keep their answers silent and private. 

 

 

3. What will they do/or what will be done to them?   

A clipboard will be given to them so that they are able to answer the questions by themselves. 

 

 

4. Will you be the one administering the procedure, or will someone else do it for you?  If someone 
else, describe how they will be instructed.  

Yes, I will be administering the procedure. 

 

 

5. How long will the procedure take; how many times will the procedure be done and over what time 
span? 

The procedure will last for only about a minute or two and will be done repeatedly until I fill my quota. 

 

 

6. Will participants experience any discomfort?  

The participants should not experience any discomfort. 

 

 

 

 

Part VI:  Deception  

 

Will deception be used in your experimental procedures? ____Yes   _X___ No  

 

If No, skip this section and proceed to Part VII 

 

If you answered yes to this question, you must:   
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a. Explain why deception is necessary for the conduct of this study. 

 

 

 

b. Describe how you will debrief participants, and procedures you will follow if a participant 
decides to withdraw his/her consent.   

 

 

 

Note: Because the use of deception in experimental procedures requires a modification of the required informed consent, 

the use of such procedures triggers the requirement for full IRB review of the application.  Student researchers are 

discouraged from employing deception in their experimental procedures except with specific training in those techniques 

or under close faculty supervision  

 

 

 

 

Part VII:  Risk/Benefit Analysis  

 

NOTE:  Research that lacks benefit is not approvable.  Ethical and regulatory standards require that the benefits of 
research outweigh the risks, which is impossible if there are no benefits. All researchers are expected to carefully consider 
the benefits and risks to participants in designing their study. Participants should be asked to assume no more risk than 
what is absolutely necessary to accomplish the research objective. For projects in which risk exceeds the regulatory 
definition of minimal risk, researchers are expected to take all possible measure to minimize risks and/or minimize the 
consequences of such risks.  

 

1. Benefits 
a. Will the participants benefit from being a part of your study?  If yes, explain.   

No. 

 

 

b. What are the benefits to knowledge or to society at large that will accrue as a result of this 
research? 

I am hopeful that Badger Care recipients will be able to access dental care anywhere in the state of 

Wisconsin, by proving that there is a correlation between dental care and potential illnesses. 

 

 

c. Are there other benefits?  Describe.  
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2. Compensation or Incentives 
a. Will you offer incentives, reimbursement of costs, or other compensation to participants? 

____Yes   _X__No 
 

b. If yes, answer the following: 
i. What will you offer as incentive, reimbursement or compensation? 

 

 

 

 

ii. What conditions must a participant meet to receive these benefits? 

 

 

 

iii. Justify this benefit as necessary to the research, adequate to meet your research 
purposes, and explain why it will not contribute to perceived or actual coercion of 
participants.  

 

 

 

 

Risks most commonly encountered in research may be physical, social, psychological, legal, or risks to employment or 

economic well-being.  All risks must be fully disclosed to participants, even if they are no greater than minimal risks. 

Minimal risk means that the probability and magnitude of harm or discomfort anticipated in the research are not greater in 

and of themselves than those ordinarily encountered in daily life or during the performance of routine physical or 

psychological examinations or tests. 

 

 

3. Describe all risks, perceived and actual, that participants might encounter during this study. (NOTE:  
a response of “not applicable” is unacceptable for this answer).  

There are no perceived risks associated with the participants answering my questions.  It is completely 

voluntary and all information will remain confidential. 

 

 

4. Do you believe those risks to be no greater than minimal?  If so, explain why you believe that to be 
the case.  

The participants will have the opportunity to decline their involvement in my research and will be notified that 

all answers will be used for the sole reason of collecting data relevant to my research. 
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5. If risks are greater than minimal, describe the following: 
a. What you have done to minimize risks to the extent possible without compromising your 

research objectives? 

 

 

 

b. What protections have you put in place to minimize the consequences of risks if they 
should become realized?  

 

 

 

c. What procedures have you established for reporting adverse events should they occur? 

 

 

 

d. Explain why these risks are essential to the conduct of your study.  

 

 

 

 

 

 

Part VIII: Consent  

 

Legally effective, voluntary, and prospectively obtained informed consent is required from all research participants or their 

legal representative.  Consent to participate in research is a process. The informed consent process involves three key 

features: (1) disclosing to potential research subjects information needed to make an informed decision; (2) facilitating the 

understanding of what has been disclosed; and (3) promoting the voluntariness of the decision about whether or not to 

participate in the research. The circumstances under which consent is sought must allow the prospective participant or 

their representative (in the case of minors or others legally incapacitated) sufficient opportunity to consider whether or not 

to participate, including an opportunity to seek explanations and have questions answered. A signature on a consent form 

does not necessarily mean that full consent has been obtained. A consent form constitutes documentation of consent, not 

consent per se.  In some circumstances, the IRB may waive or modify the requirement for documentation of informed 

consent.  The requirement for informed consent may be modified, but is very rarely waived. 

 

1.  Describe how you will obtain informed consent from your participants:  In what setting?  Who will be 

present?  What information will be provided?  By whom? Will there be an opportunity for questions to be 

asked and answered?   

I will be in clinic waiting rooms and will approach potential participants asking if they would be willing to fill 

out my survey.  They will consent by taking the clipboard and filling out the survey. I will have a separate 
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form regarding the research and my mentors contact information to offer them. 

 

 

Consent must be obtained in a setting that minimizes the possibility of real or perceived coercion or undue influence.  

 

2.  Describe the precautions you have taken to ensure that consent is freely and voluntarily obtained.  

I will be cautious as to NOT BEG prospective participants, and to be sure to inform them immediately that 

answering my questions is completely voluntary.   

 

 

3.  Attach a copy of the consent form that you will use to document the informed consent for each of your 

participants.  

Attached. 

 

 

 

4. If you wish to request a waiver of documentation of informed consent, explain how your research plan 

meets each of the criteria below: 

a. the research involves no more than minimal risk to the subjects; 

 

 

 

b. the waiver will not adversely affect the rights and welfare of the subjects 

 

 

 

c. the research could not practicably be carried out without the waiver 

 

 

 

 

5. Attach a copy of the debriefing script or information sheet that you will provide to participants for their 

reference.  
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Informed consent must not include any exculpatory language by which the participant or their representative is made to 

waive, or appear to waive, any of the subject’s legal rights.  Informed consent must also not release, or appear to release, 

the investigator, the sponsor, the institution, or its agents from liability for negligence. The IRB will review your consent 

scripts, documents, and procedures to ensure that this is the case.  

 

NOTE:  Projects employing deception (and therefore requiring approval of a modified consent process) must address the 

specific requirements outlined in Part VI above. 

 

 

 

 

Part IX: Confidentiality/Anonymity 

 

 

In much social/behavioral research, the primary risk to participants is breach of confidentiality. Risks to reputation, 

financial well-being, or social standing can be minimized with appropriate protections for privacy and confidentiality of 

data.  When possible, complete anonymity (the identity of the person to whom a particular set of responses pertain is 

completely unknown, even to the researcher) is the most desirable protection against such risks.  When anonymity is not 

possible, the researcher is responsible for safeguarding the identities, responses, and other private information of all 

research participants.  The safeguards for protection of confidentiality should be disclosed in the informed consent 

process, as they may impact a prospective participant’s willingness to engage in the research.  

 

1. If the data collected in your research will be anonymous, explain the procedures you will use to create 
and preserve anonymity. 

Information will be collected, recorded without the participant’s names, and stored in a file in my home. 

 

 

2. If the data will not be anonymous, explain the procedures you will employ to protect the confidentiality of 
your data.  

a. During the data collection process, 

 

 

 

b. While results are being analyzed, 

 

 

 

c. In publication or other reporting of results, and  
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d. In storage after research is complete and results are reported.  

 

 

 

3. At each phase of the project, who will have access to the data? Will that access be with or without 
identifying information?  

Myself, my mentor, and a statistician.  

 

4. Where will raw data, transcripts, consent forms, and other materials that may contain identifiers be 
stored upon completion of the project? (NOTE: all materials must be retained and available for inspection by the 
faculty advisor [if student research], the IRB, and/or an IRB audit for a minimum of three years.)  

 

Surveys will not contain identifiers. 
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APPENDIX C 

 

IRB Extension- 2013
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APPENDIX D 

 

Survey Instrument



 

 68 

 

 

 

 
 



 

 69 

 

 

 

APPENDIX E 

 

Informed Consent



 

 70 

 

 

Informed Consent 
 
 
 

Access to and Socio-economic Considerations of Dental Care in Wisconsin 
Dr. Mike Jasinski, of the Department of Political Science in the University of Wisconsin 
Oshkosh, and her student, Kathryn Baez, are conducting a study of how accessible dental 
care is to Badger Care recipients in Outagamie, Dunn, and Milwaukee counties.   
 
Procedure                                                                                                                                      
As a part of the study, we would like you to fill out a short questionnaire regarding your 
dental and health insurance benefits along with a short portion that gives some insight 
into your dental history and practices. 
 
Risk and Benefits                                                                                                                       
This study poses no risk to you, as a participant.  It may or may not benefit you directly. 
 
Safeguards                                                                                                                                                                   
The information we gather through the questionnaire will be recorded in anonymous form.  We 
will not release information about you to anyone else in a way that could identify you.  
 
Freedom of Withdrawal                                                                                                  
Participation in research is always voluntary. You can choose to not participate or can withdraw      
at any time during the research with no penalty. You are under no obligation to participate. 
The investigator, faculty advisors, IRB members, and the University of Wisconsin Oshkosh are 
bound by ethics and law to do all possible to ensure that you, the research participant, are 
protected. Research participants do not waive their rights to protection from harm by signing an 
informed consent form. 
 
Offer to Answer Inquiries                                                                                                          
Once the study is completed, we would be glad to give the results to you.  In the meantime, if you 
have any questions, please contact us at: 
 

Dr. Mike Jasinski       
        Department of Political Science 

UW Oshkosh 
Oshkosh, WI  54901 

920-424-7163 

jasinskm@uwosh.edu 
 

If you have any concerns about your treatment as a participant in this study, please call or write: 
Chair                                                                                                                                  

Institutional Review Board For Protection of Human Participants              
c/o Grants Office    

UW Oshkosh   
Oshkosh, WI  54901                                                                                                                            

920-424-1415        
                                                                                                                                                                                                        

Although the chairperson may ask for your name, all complaints are kept in confidence. 
 

Thank you, Kathryn Baez and Dr. Jasinski, PhD

mailto:jasinskm@uwosh.edu
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APPENDIX F 

 

Bridge Community Health Care Center No-show Policy 
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APPENDIX G 

 

 

Kenosha Community Health Center No-show Policy
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APPOINTMENT POLICIES 

 

• KCHC will attempt a courtesy reminder call to patients prior to their scheduled 

appointment. This is not an obligation of KCHC. The patient is responsible for 

keeping the appointment time. In case of a patient phone number change or 

disconnection, the patient is responsible for communicating with KCHC to confirm 

the appointment.  

 

• If a patient does not confirm an appointment with KCHC, KCHC reserves the right to 

cancel the appointment.  

 

• KCHC maintains a strict no-show and cancellation policy. Patients who no-show or 

cancel their appointment within 24 hours of scheduled appointment may be prevented 

from scheduling future appointments.  

 

• Children under 12 years of age must be accompanied by an adult.  

 

• Only one person other than the patient will be permitted in the exam area. If one or 

more persons accompany a patient to the Clinic, that person(s) must remain in the 

waiting room.  

 

• KCHC requests 48 hours notice when cancelling or rescheduling an appointment.  
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• Patients must arrive on time for their appointments. KCHC reserves the right to not 

see a patient past their appointment time.  

 

• Patients are responsible for all service charges not covered by insurance.  

 

 
 ________________________________________       _____________________________ 

Patient Signature                                                             Date 

 
 Z\New Patient Packet kab 02-13 
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APPENDIX H 

 

 

Redwood Rural Health Center No-show Policy
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Redwoods Rural Health Center 

No Show Policy 
Dear Patient: 

We have been experiencing a large number of patients who make appointments and 

then do no keep that appointment. Sadly, we are not notified. 

When this happens, we in effect are denying another patient access to our medical, 

dental and behavioral health services. It also means that the health center loses money. 

Because we are a community health center, we rely heavily on our federal and state 

grants and the fees we receive from the various health plans and insurance 

companies. Our grant funding is based on the number of patients we see. When 

this number goes down, so does our funding. 

Effective October 27, 2004, the Center's No Show Policy went into effect. The 

policy states that a patient who misses three scheduled appointments will be seen 

only in the case of emergency for 6 months. 

We also request that our patients be on time for their appointments. When a patient is 

late for their appointment, this causes other patients to wait longer and often past their 

scheduled appointment time. 

Patients who are late for their appointments will be requested to reschedule 

their appointment. We will do everything we can to work with our patients but 

we need everyone's cooperation. 

Patients who are late 10 minutes and more for a 20-minute appointment will be asked 

to reschedule their appointment. Or be worked in if possible. 

As always, you are welcome to meet with Our Executive Director if you have 

any questions. 

We thank you for your help, cooperation and support with keeping our doors open 

and providing access to much needed health, dental and behavioral health care. 

Patient Signature: ___________________________________________________ 

Date: _____________________________________________ 
Revised 01/04/11 
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