




ABSTRACT
The number of refugees across the world has been increasing over the past few years; in 2015 a record number of 65.3 million individuals were displaced from their homes due to conflict. Though most are displaced within the borders of their own country, millions are forced to leave their own homes and find refuge in another country. As these individuals seek shelter and begin building a life in their new country, their oral health needs are often neglected. Studies show that refugee oral health is significantly lower than their host countries counterparts. Addressing the disparities in oral health in marginalized populations, including refugees, is an important public health topic.  Currently, there is no data on the oral health status of refugees that have resettled in Pittsburgh. By partnering with the Squirrel Hill Health Center, a Participating Provider with The Pennsylvania Office of Refugee Resettlement that performs the initial health screening for new refugees, a cross-sectional study can be designed to collect aggregate data regarding the oral health of this particular patient population. By establishing a baseline, interventions can be designed and tested to improve the oral health status of refugees in Pittsburgh, PA. 
Statement of Public Health Significance: This study will assess the current oral health status of refugees resettled in Pittsburgh, PA. This population’s oral health status is inferior to that of its host countries’ counterparts. By identifying barriers to care, effective interventions can be designed to increase oral hygiene, oral health literacy, patient compliance and access to care. Reducing the barriers to oral health care will increase the oral health status of this population.  
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1.0  
Introduction

On the December 4th, 2000 the United Nations Generally Assembly adopted Resolution 55/76 to mark June 20th as World Refugee Day1. This day serves as a humble reminder of the plight of millions of men, women, and children around the world who were forced to leave their homes and may struggle to access basic needs such as a safe home, proper food, quality education and health care. According to data presented by the United Nations High Commissioner for Refugees (UNHCR), by the end of 2015, a total of  65.3 million people were displaced from their homes; a 5.7 million increase from the year before. Of the 65.3 million who have left their homes due to conflict and fear of persecution, 62.5% (40.8 million people) have stayed within the borders of their native country, 32.6% (21.3 million people) are refugees around the world, and 4.9% (3.2 million people) are asylum seekers who are waiting for their host country to grant, or deny, them entry. For comparison's sake, this means that with the world's population at 7.349 billion, 1 out of every 113 humans is affected2, e.g. forcibly displaced from their homes.  The UNHCR defines a refugee as “someone who has been forced to flee his or her country because of persecution, war, or violence. A refugee has a well-founded fear of persecution for reasons of race, religion, nationality, political opinion or membership in a particular social group. Most likely, they cannot return home or are afraid to do so3.”

Globally, in 2015 the top three countries that refugees came from were Syria at 4.9 million, Afghanistan at 2.7 million, and Somalia at 1.1 million individuals displaced. The top three countries that host these refugees are Turkey at 2.5 million, Pakistan at 1.6 million, followed by Lebanon at 1.1 million4. 

In the Fiscal Year of 2016, 84,995 refugees were resettled into communities all around the USA5. But the resettlement of refugees into the USA is not a short and straightforward process. First, refugees must apply for resettlement through the UNHCR, an agency that collects the initial biographical information and documentation which is then transferred to a Resettlement Support Center (RSC). The RSC then conductions an in-depth interview with the applicant, verifies the data that it receives, and sends it to the U.S national security agencies (e.g. National Counterterrorism Center, FBI, Department of Homeland Security, Department of Defense, Department of State, as well as the Intelligence community) to begin screening process of each applicant. Next, the results are reviewed and another in-person interview is conducted and biometric data is gathered. The biometric data is screened against multiple databases. If everything is clear, then the refugees undergo a cultural orientation and a medical check. At this point, the resettlement agencies review the applications and decide on where to resettle each one. The refugees are notified and the International Organization for Migration (IOM) books the travel accommodations for the refugees that have been granted access. Once they arrive, a domestic resettlement agency helps them settle into their new homes. There are nine different voluntary, non-governmental agencies in the USA that assists resettlement: Church World Service (CWS), Ethiopian Community Development Council (ECDC), Episcopal Migration Ministries (EMM), Hebrew Immigrant Aid Society (HIAS), International Rescue Committee (IRC), US Committee for Refugees and Immigrants (USCRI), Lutheran Immigration and Refugee Services (LIRS), United States Conference of Catholic Bishops (USCCB), World Relief Corporation (WR)6.  According to the U.S Department of State, this entire process, from initial application to entry into the USA, can take between 18-24 months5.


The Pennsylvania (PA) Refugee Resettlement program assists in the integration of refugees into PA communities by aiding in employment, educational, health, and financial support. According to their Demographics and Arrival Statistics, between October 2015 and September 2016, 3,679 refugees were resettled into five different regions in Pennsylvania: Pittsburgh, Harrisburg-Lancaster, Philadelphia, Allentown-Scranton, and Erie. Refugees originated from 42 different countries with the highest number of refugees originating from Syria (741 refugees), Democratic Republic of Congo (DRC) (737), Bhutan (470), Somalia (375), Cuban Entrant (287), Burma (210), Iraq (191), and Afghanistan (157)7.  During this time period, 651 refugees were resettled in the Pittsburgh area with 641 of them being in Allegheny County. Of the individuals that were resettled in Pittsburgh, the top three countries of origin are Syria (156), the DRC (139) and Bhutan (128). The other 15 countries of origin had less than one hundred individuals resettling in Pittsburgh. 


Between on the ongoing Civil war in Syria, the violent political instability in the DRC and the ousting of Bhutanese of Nepali origin, the refugees that enter the USA to start a new life have multiple emotionally and mentally taxing issues that they must address in order to become integrated into American communities. The instability in their past has led to gaps in basic needs such as safety, education, proper nutrition and health. As they begin to piece together their lives in a new country, they must also learn to navigate through the complexities of their host country’s transportation system, acquisition of nutritious food, and access to health care. The health care system in the United States is very complex and refugees are presented with many unique barriers to care—to be discussed in greater detail in the Review of Literature section—in their host country.  More often than not, oral health is neglected. A number of articles in various host countries like the Canada, the United States, and Australia have been written discussing the status of oral health of refugee and recent immigrants that have entered developed countries, but no articles have been published regarding the oral health status of refugees in Pittsburgh. The aim of this paper is to propose a project to assess the following: 

1) What is the current status of refugee oral health in Pittsburgh? 
2) What can be done to improve the oral health status of this population?
2.0  rEVIEW OF LITERATURE 
Canada has a very diverse population that includes many recent immigrants and refugees. In fact, over 20% of Canada’s population was not born in Canada8, and between November 4, 2015 and January 29, 2017, 40,081 Syrian refugees were resettled in Canada9. As a result, a number of studies have been conducted to evaluate the current status of oral health amongst refugees and recent immigrants. There, the prevalence for dental caries amongst 6-19 year-olds living in Canada is around 60% with the mean DMFT score between 2.1 and 2.510. DMFT scores are the number of decayed, missing, or filled teeth that an individual has. An average of these numbers reveals the extent of dental disease for a certain population; the higher the DMFT score, the higher the prevalence of disease. Dental problems can affect a child’s performance in school as suffering from dental pain can cause the child to lose focus in the classroom and contribute to missed school days. In addition, it can lead to problems eating, speaking, learning, and contribute to psychologic problems associated with poor self-image. 

The Journal of Canadian Dental Association conducting a scoping review, focusing on children of refugees and recent immigrants, to evaluate the three things: 1) their current oral health status, 2) barriers to access, 3) interventions for this specific population11. This review included cross-sectional, cohort, intervention, case-control and qualitative/mixed-method studies that focused on children of “newcomers” living in North America between the ages of 0-18 years. Studies that were included in the review needed to report oral health status measures such as DMFS/dmfs scores, gingivitis and periodontitis; oral health behaviors that were either protective or harmful; and the oral health environment that either promotes or puts the child’s oral health status at a higher risk. Protective behaviors include regular visits to the dentist, proper oral hygiene, and use of fluoridated toothpaste while harmful practices include diets high in sugar intakes and frequent using of nursing bottles. An oral health environment that promotes or places the oral health status of children at risk depend upon the availability of dental services, public funding for dental programs, community dental care programs, and geographic, language and culture barriers. After screening over 3,000 articles, 32 studies published between 1996 and 2014 were selected; six were Canadian studies and 26 were conducted in the United States. 

Overall, the review found that the oral health status of children of newcomers (refugees and new immigrants) was poorer compared to their counterparts who had parents that were non-newcomers; children who speak a language other than English at home were even worse. For an example, in a study for 125 children less than 6 years of age with African parents who had been in Canada for less than 10 years, dental examination revealed that 63.7% of these children had untreated caries. While the overall defs (decayed, extracted, and filled surfaces for primary teeth) score average was 7.2 ± 11.6, the average defs score of the children with untreated caries was 11.2 ± 12.9 with the average ds (decayed surface) score of 6.9 ± 8.5. Decayed/extracted/filled and decay/missing/filled score for primary teeth of refugee children are significantly higher when compared to children with Canadian-born and US-born parent. In Canada, the def scores for primary teeth of refugee children versus children with Canadian-born parents are 3.05 vs. 1.83 (p < 0.05) and 0.73 vs. 0.42 (p < 0.05) for permanent teeth. In the United States, the number of caries surfaces 11.5 vs. 9.4 (p = 0.01) for children of immigrants as compared to children with US-born parents. 

This may be a result of the fact that a smaller proportion of children of recent immigrants and refugees have regular dental visits and tend to only seek care for when in pain or for emergencies. Families who do not speak English at home are less likely to visit dentists and have higher rates of cares. In addition, newcomers that have children enrolled in Medicaid are less likely to have a dental home and do not visit the same dental office regularly.  Variation in dental utilization often depends upon the parent’s level of education; those that have university level education are more likely to visit the dentist. 

Barriers to optimal oral health for children of refugees are categorized in three levels: child, family and community. The child is less likely to know or care to practice proper oral hygiene while their parents are more likely to not believe that their child needs professional dental care, especially for primary teeth. On the community level, these families generally rely on public health insurance or have no dental insurance at all. In addition, language barriers make education and trust between patient and provider more difficult.  Interventions have included educational programs for the parents and school-based programs for the children. 

Another Canadian study reviewed 133 children of recent immigrants and refugees and their 86 adult guardians to identify risk determinants of caries and record their oral hygiene status12. The limitation of this study included the small sample size which decreases the generalizability of this research. In addition, some biases may result from the fact that one guardian may had multiple children enrolled in the study. 
In this primary study, an intraoral exam was conducted to check for decay and the adult guardians completed a questionnaire regarding their knowledge, attitudes, and behaviors.  Data was collected between September 2012 and June 2013 by two clinicians who recorded the dmft/DMFT scores, used the Simplified Oral Hygiene Index (OHIS) and noted the presence or absence of gingivitis to evaluate the child’s oral health status. The adult guardian completed a questionnaire aimed to understand oral health knowledge and practices, and their perceptions on their oral health status and barriers to access. The children were divided into two groups: immigrants (n=44) and refugees (n=89). Though there was no statistical difference in the mean OHIS between the two groups, for refugees the average dmft/DMFT score of 5.80 ± 4.24 was a statistically significant higher score than the immigrant group dmft/DMFT score of 3.52 ± 3.78. Once again, both these scores are significantly higher than the DMFS scores of Canadian-born children (.49)10. When the dmft/DMFT score is broken down into its individual components and compared, only the difference that was statistically significant was the filled score; the mean fill score was 0.48 ± 1.52 for the immigrant group and 1.55 ± 2.36 for refugees (p < 0.001). This reveals that the children of the refugee group had more caries incident than the immigrant group. The gingival index and other treatment needs between the two groups was not statistically significant. In a multivariate analysis, the country of origin and gingival inflammation was found to be a statistically significant determinant for caries12. This is significant because it shows that not all refugee populations are the same. Refugees from different countries have different cultural backgrounds and stances on oral health which contribute to their risk of caries and periodontal disease. Therefore, when designing an intervention, it will be essential to look at the population demographics of that particular region and plan accordingly. 
The questionnaire, completed by the adult guardians, revealed that in both groups 93% of the adults thought that sweets were the most harmful to their teeth. There was a statistically significant difference between the immigrant and refugee group when answering questions pertaining to brushing after meals, correctly identifying the cause of tooth decay, having heard of dental plaque, and correctly answering whether fluoride made teeth stronger; the refugee group performed worse. The component that was a statistically significant perceived barrier to access was the English language; only 7% of immigrants as compared to 57% of refugees identified this as a barrier12. More than a third of the refugee’s participating in the study had never been to the dentist before for preventive or restorative care. Immigrants and refugees struggle with issues like finances, transportation, education and language barriers and oral health is often pushed aside. Even if families do wish to seek dental care, many do not have insurance nor do they have the ability to cover the costs at a private dental office. 
Similarly, a study conducted in the United States examined some of the environmental, nutritional and health barriers of refugees. This study analyzed semi-structured interviews from providers, educators, volunteers, and other individuals who work with refugee populations resettled in Guilford County, North Carolina13. The data collected may have biases as it is the analyses of the refugee’s perceived needs are as told by service providers that work with them and not from the refugees themselves. The study cited a number of challenges related to housing and environment that refugees face when they first come to this county. Resettlement housing is frequently described as older apartment complexes in low-income areas where safety is a concern. Public transportation is limited when the not living in a large metropolitan area as is accessing health and culturally familiar food. Some stores do not take food stamps and lack of green space where refugees can grow their own food is limited making healthy choices difficult. This increases the risk of chronic diseases such as type 2 diabetes, hypertension and weight problems (over and underweight). Access to quality health care services is limited due to the difficulty of navigating Medicaid and the limited number of providers that accept Medicaid. In addition, cultural differences and language are frequently cited as barriers to care.
The analysis of the interview found that two behaviors that had the highest frequency of responses (greater than 60%) was the refugee’s “Dietary Pattern: sugar/soda/junk” and “Knowledge and navigation skills: difficulty navigating US food system and products”. Both of these behavior changes have oral health consequences. Many parents complain that their children only eat “American food” which generally has high sugar content. These behaviors can increase the risk of caries for refugees. Combined with limited transportation and difficulty accessing a dental provider, their dental needs may go unmet.  
An Australian study aimed to understand the refugee’s perspective and experience as it relates to pre-school refugee families. Focus groups and individual interviews were conducted in order to explore the family's 1) understanding of early child caries (ECC) and child oral health, 2) experiences of accessing dental services and 3) barriers and enablers for achieving improved oral health14. 

As previously discussed, there is great variation in the refugee’s attitude towards their child’s oral health based on whether they lived in rural villages, towns, or refugee camps prior to their arrival in Australia. For an example, refugee from rural Sudan did not have access to clinics while those that lived in Nigeria had good preventive services but they were only accessible to those who lived in cities and could afford them. Iran and Iraq had affordable and accessible oral health services but they had been disrupted by war. Bedouins, nomadic Arabs of the desert, living in Kuwait were not recognized as citizens by the State and thus, did not have any access to government service. Despite the variations in access, most of the participants were not concerned about their children’s deciduous teeth as they were “going to fall out anyways”.  The study found that many children now drink large quantities of sugary drinks and sodas and refused to drink tap water. 


For families, social issues such as housing, food, transportation, and mental health were prioritized, and dental and nutritional educations were often left out by the community nurses.  Misunderstanding seems to be one of the major these to barriers to dental care.
Students at the University of Texas Health Science Center at San Antonio have applied a multidisciplinary approach in order to address the health care needs of the refugees in the local community15. The San Antonio Refugee Health Clinic (SARHC) is a student-run clinic that provides free health care and health education to refugees. This clinic was created by nursing students in 2009 and medical and dental students join in 2011. Under faculty supervision, students work in teams to take the patient’s vital signs, gather information regarding the patient’s previous medical history, perform physical exams, provide oral health and nutritional education in addition to dental screenings. Dental caries, periodontal disease, and urgent dental care were the most common dental findings. The SARHC provides the proper referrals for these patients medically. This group is currently working with local clinics to further develop their referral system to create dental homes for these patients. 

3.0  aSSESSING THE ORAL HEALTH STATUS OF REFUGEES IN PITTSBURGH
The Squirrel Hill Health Center (SHHC) provides primary care services to underinsured and uninsured individuals in Pittsburgh. As a Participating Provider with The Pennsylvania Office of Refugee Resettlement, this center perform the initial health screening for the majority of the newly arriving refugees in Pittsburgh. Thus, collaboration with this institution will be necessary in order to access the current oral health status of refugees in Pittsburgh. In a preliminary interview in March 2017 with the Dental Director of the Squirrel Hill Health Clinic, Dr. Suarez stated that in 2016, the clinic had 4,463 dental visits with 1,994 patients; about 220 of these patients were new refugees. No aggregate data regarding the oral health status of these individuals is collected at the center nor did their electronic health record system allow for the easy generation of this data. 

In order to improve the oral health of refugees in Pittsburgh, it is first necessary to evaluate their current oral health status. This would require a cross-sectional study that would collect and analyze aggregate data by looking through patient charts. Pending IRB approval, patient’s individual charts at Squirrel Hill Health Center will be reviewed in order to evaluate the levels of disease at their initial visit to the clinic. The patient’s personal health care information will be de-identified and information needed to evaluate the patient's oral health status is to be collected from each patient’s chart, see Table 1. Pertinent data includes the number of decayed, missing, filled teeth/surfaces and presence and level of gingival disease. In addition, the need for additional care and barriers to care will be determined. This data will be used to assess and analyses the current oral health status of recent refugees in Pittsburgh. 

4.0  pOTENTIAL INTERVENTIONS TO IMPROVING THE ORAL HEALTH STATUS OF REFUGEES IN PITTSBURGH, PA 
In the preliminary interview, Dr. Suarez stressed that the main barriers to care for refugees at the SHHC were communication, transportation, education, limited space and limited number of providers. I am proposing a multidisciplinary approach to improve the oral status of refugees that would involve participation of students in several colleges and schools at the University of Pittsburgh, namely the Graduate School of Public Health (GSPH) and the School of Dental Medicine (SDM).

Public health students frequently engage in a community projects in their classes as well as for their practicum. Potentially, developing culturally appropriate material to improve oral hygiene can be incorporated into the curriculum of Public Health Communications and become part of the class’s project for that semester. This project can focus on the importance of oral health, proper oral hygiene techniques, how diet can impact oral health, and the mechanics and indications for routine dental treatment. This material would need to be created in multiple languages to accommodate the languages spoken in the top three countries of origin in Pittsburgh: Syrian, DRC and Bhutan. The official language in Syria is Arabic and in Bhutan it is Dzongkha.  While the official language in the DCR is French, the local dialect include Kituba, Lingala, Swahili, and Tshiluba. Prior to the fabrication of the educational material, the languages that are the most popular amongst the refugees in Pittsburgh should be determined and the material should be created accordingly. Due to varied levels of literacy, the material must have clear visual instructions that can be easily understood and followed by individuals who are not literate. These visuals must accommodate the culture and traditions of the target population. For an example, if illustrations of people are present in the educational material, then the clothing style and skin tone should match that of the target population. If a video is created, then it should be narrated by a member of that community. Currently, the SHHC website has a video in Nepali titled “Navigating the Healthcare System”. This video narrates key information about the healthcare delivery system in the United States as it shows a Nepalese man going to his first doctor's appointment at the center. This video prepares other patients on what to expect during their first visit to the doctor’s office. The creation of a video similar in nature could help familiarize refugees and set realistic expectations as to what they may encounter on their first visit to the dental office.

Partnering with key leaders and members in the community will facilitate the dissemination of the message. This partnership can only be successful after a certain level of trust has been established between the students and the refugee communities. To build trust amongst members of this community, students can participate in community outreach activities that are already an established part of the dental school’s curriculum. Thus, extending these programs to target the refugee populations should not be too difficult. These outreach events can include oral health education but also any other activity that makes a positive contribution in the locality. If a trusting relationship between the students and the refugee community can be established, then the individuals in that community will be more receptive towards behavior changes that would improve their oral health status.   

In 2016 Matthew Richards, a Behavior and Community Health Sciences student at the University of Pittsburgh Graduate School of Public Health, submitted his master’s essay which discussed how he worked to increase refugee health literacy in Allegheny County through English language instruction16. Many refugees attend English as a Second Language (ESL) classes and Richards worked to incorporate topic related to health literacy into their curriculum. Topics included common physical ailments, injuries, symptoms, diabetes, scheduling doctors’ appointments, Lyme disease, medication management, mental health, osteoporosis, and women’s health. Notably, oral health was not one of the topics initially included in the ESL curriculum; this omission can easily be rectified by incorporating basic information about oral health and delivery of care in the United States. Graduate students can work with ESL instructors to tailor a class to the specific needs of the students. Instruction should include what to expect at a dental visit, who they will be interacting with, basic dental terminology that will help the ESL students identify and describe their concerns, potential dental treatments and their indications as well as instructions on basic oral hygiene practices. This class will help improve dental health literacy amongst refugees and will allow them to advocates for their own health. 

The dental director also noted that the clinic has a limited about of space and a limited number of providers. Currently, there are three dentists that work at the clinic that share four dental chairs. Dr. Suarez is the only one who works there full time. The other two dentists work part time; one works at the clinic two days a week and works there only one day a week. The clinic has one full time and one part time hygienist. In addition, there are two full time dental assistants and one front desk personal. To address the issue of limited space and providers, the clinic could work with the dental school in a number of ways. First, it could re-establish itself as an affiliated site and start accepting dental students to extern at part of the school's Student Community Outreach Program and Education (SCOPE) curriculum. This would increase the number of patients that could be seen by the clinic. In addition, they could start a referring patients who needed definitive treatment to the dental school like Catholic Charities. Catholic Charities, an organization that provides treatment at no cost to the patient, completes the disease control phase of treatment for patients such as cleanings, fillings, and extractions. Then the patients are referred to SDM for definitive care such as complete and partial dentures. A similar method could the applied by the SHHC to accommodate for the short supply of space and providers at their center.

If arranging transportation to the SHHC is an issue, the clinic may consider investing in a mobile care unit or partnering with the Children’s Hospital of Pittsburgh of UPMC in order to utilize their dental mobile care unit. Refugees are initially resettled in areas in which they are in close proximity to other refugees from the same country of origin. A mobile unit will overcome the transportation barriers mentioned and provide much needed dental care to individuals in that locality, further increasing the oral health status of the community by increasing ease of access. 
The effectiveness of each intervention needs to be evaluated. One method for evaluation would be to compare the current retention rate of new refugee patients to the post-intervention retention rate. This is to assess whether or not there is an increase in the number of patients that receive comprehensive care at SHHC; consistent care contributes to increased oral health. An additional form of evaluation would be to compare the no-show rate of this population before and after communication and transportation interventions; if the intervention is successful, then the no-show rate should decrease. Another way to assess the oral health status of these patients is to compare the rate of new carious lesion formation before and after the educational interventions on oral hygiene—if the interventions are effective, than the rate of new caries formation after initial treatment should decrease. Lastly, increased oral health literacy can be tested during the ESL class by administering a pre- and post-test. 
5.0  CONCLUSION 

Addressing the oral health needs of the refugee population is a complex issue. Studies have consistently shown that the oral health status of refugee and refugee children is lower than their host-country’s counterparts. This unmet need is due to individual, community, environmental and political barriers to care. Before a program can be implemented to improve the oral health status of refugees, the current status of refugee oral health in Pittsburgh needs to be established. Partnering with the Squirrel Hill Health Center will be necessary in order to conduction a cross-sectional review of oral health status of refugees seen by the SHHC dental clinic; data must be collected to first establish a baseline. Then, through interdisciplinary collaboration in an academic setting and partnerships with key stakeholders, a program can be designed and implemented to address the oral health needs of the population. Continuous evaluation and adjustments to the program over the next five years can show if the interventions truly did improve the oral health status of refugees in Pittsburgh. 
APPPENDIX: TABLE
Table 1. Patient's Oral Health Status at First Visit

	Patient (de-identified) Adult* 
	Patient (de-identified) Child* 

	Country of origin 
	Country of origin (country of birth if different)

	Age 
	Age

	Sex
	Sex 

	Number of missing teeth
	Number of missing teeth (due to decay)

	Number of decayed teeth/ number of decayed surfaces 
	Number of decayed teeth/ number of decayed surfaces 

	Number of filled teeth/ number of filled surfaces 
	Number of filled teeth/ number of filled surfaces 

	Number of teeth recommended for extraction
	Number of teeth recommended for extraction

	Number of teeth recommended fillings/ number of surfaces recommended for fillings 
	Number of teeth recommended fillings/ number of surfaces recommended for fillings 

	Periodontal diagnosis*
	Periodontal diagnosis**

	What this a comprehensive care visit or was it problem focused (emergency/urgent issue)? 
	What this a comprehensive care visit or was it problem focused (emergency/urgent issue)? 

	Follow-up care: 

1. Received comprehensive care

2. Comprehensive care in progress

3. 6 month hygiene recall

4. Needs comprehensive care, but lost to follow-up
	Follow-up care: 

0. Received comprehensive care

1. Comprehensive care in progress

2. 6 month hygiene recall

3. Needs comprehensive care, but lost to follow-up

	Number of failed appointments
	Number of failed appointments

	Reason for failed appointment:

due to:

1. Forgot/ did not know they had an appointment (poor communication)

2. Transportation issues

3. Reluctant to go to dentist out of fear

4. Other (explain)
	Reason for failed appointment:

due to:

0. Forgot/ did not know they had an appointment (poor communication)

1. Transportation issues

2. Reluctant to go to dentist out of fear

3. Other (explain)


*Adult is defined as a patient that has permanent teeth, even if they are under the age of 18; Child defined as a patient that still has primary (deciduous) teeth 

** Periodontal diagnosis based on Periodontal guidelines: Normal, gingivitis, chronic periodontitis (mild, moderate, or severe), localized aggressive periodontitis, generalized aggressive periodontitis, periodontitis as a manifestation of systemic disease, necrotizing ulcerative gingivitis/periodontitis, abscesses of the periodontium, combined periodontic-endodontic lesions17 
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