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Executive Summary 
 
The Performance Management Committee identified the need to develop an Oral Health Data Collection 
Plan.  In order to begin this process, a survey tool was developed to understand the current oral health 
care data that was available.  The goals of the survey were to: collect data as a means to report on CHC 
and AHAC sector highlights; to collect data on the Oral health services that are provided by community 
health centres and Aboriginal Health Access Centres; to understand the availability of data for centres 
and how much or how little data is readily accessible to centres that provide oral health services.   

Highlights of results include the following: 

• The survey was sent to 84 AOHC members.  The response rate to the survey was 57% (n=48).  Of the 
respondents, 21 centres offer oral health services and 27 do not offer oral health services.   

• More than 96% (n=24) of centres that do not offer oral health services would like to offer these 
services but identified multiple barriers to doing so such as operational and capital funding, 
equipment, administrative and professional support.  Almost 80% (n=20) of these centres provide 
referrals of their clients to other oral health services in the community such as local public health 
clinics, other CHCs with oral health services as well as local dentists who serve Ontario Works and 
Ontario Disability clients. 

• The top three oral health programs offered at CHCs and AHACs are Healthy Smiles Ontario, Other 
government sponsored insurances (OW, ODSP etc.), and CINOT (Children in need of treatment).  
Most centres offer a combination of services including many who provide services at a reduced or 
sliding scale rate to low income clients without coverage or eligibility for any programs. 

• There are a variety of service delivery models.  The most common is the administration of the 
Healthy Smiles Ontario program offered in 90% (n=19) of responding centres by the public health 
unit.  In some of these cases, the oral health clinic is a tenant of the CHC.  The majority of centres 
provide service delivery models where the CHC and public health contribute to the operations of the 
services to varying degrees. 

• Seventy percent (n=14) of centres reported that they have a monthly shortfall in funding.  For those 
centres that knew the size of their shortfalls, these ranged from $0 to $8,000 with an average of 
$3,372 per month.   

• Similarly, the availability of the oral health services ranges from once per month to six days per 
week.  Most centres do not offer services on weekends or evenings. 

• Data sources and collection practices varied as did the type of data available to centres. 

• The availability of socio-demographic data for oral health clients was limited as demonstrated by 
20% and 40% of centres responding to the socio-demographic questions.  While two thirds of 
centres could respond to the ages and income levels of the clients, only one third could report 
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gender data.  The availability of age and income level data can be attributed to these being criteria 
for the government funded programs. 

• For clients that do not meet the eligibility criteria of government programs, 63% of centres (n=10) 
provide services to the children and 69% (n=11) provide services to the adults.  Absolute numbers 
provided show that over a one-year period, approximately 1180 clients were provided oral health 
services despite their lack of eligibility for government programs or insurance coverage. 

• Top three chronic conditions identified during oral health services visits were cardiovascular disease, 
chronic obstructive pulmonary disease and diabetes.  Forty-five percent (n=9) of completed surveys 
provided a response to this question.  

• Approximately half of respondents disagreed or strongly disagreed with statements regarding: 
satisfaction with the access to oral health data; satisfaction with the amount of oral health data that 
the centre has; satisfaction with the quality of the oral health data; the oral health data in their 
centre allows them to perform analyses to plan programming and services; and the oral health data 
in their centre allows them to perform analyses to improve programming and services. 

• Analysis of comments regarding limitations faced in collecting, extracting and reporting data both in 
the context of this survey as well as for any programming needs in the centre include:  public health 
unit reports back limited information; CHC data needs are different from those of public health; and 
software has limited capacity; and there is poor turnaround time for generating reports. 

• In centres that host the local public health unit dental services, respondents indicated that there 
was less control over the data collected, and had limited availability of services in respect to days 
open and options to service ineligible clients.  In centres that have blended service delivery models, 
the oral health data was similar to all CHC client data, that is, it included socio-demographic data. 

• The following recommendations and next steps are proposed:  develop a multi-stakeholder working 
group to sketch out a plan to begin improve overall infrastructure of oral health programming and 
data quality as part of a vision for public oral health care programs that are streamlined, accessible 
and demonstrate performance outcomes. 
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BACKGROUND 
 
Ontario’s Community Health Centres and Aboriginal Health Access Centres 
 

Community Health Centres (CHCs) and Aboriginal Health Access Centres (AHACs) are community-
governed health care organizations.  Their mutual goal is to ensure community and individual wellbeing 
by addressing the social determinants of health, by removing barriers to optimal health and health care 
and by providing a diversity of health promotion activities that are needed in each specific community.  
CHCs not only provide primary health care by a collaborative inter-professional team, but also aim to 
keep communities well through community initiatives.  Due to the diversity and specific vulnerabilities 
of the different communities in Ontario, CHCs customize their programs and services depending on each 
of their community-driven needs.  AHACs also provide high quality clinical and community care but with 
an added element of culturally safe programs for aboriginal communities.  Their focus on the particular 
needs of aboriginal communities is demonstrated through the use of traditional healers in their centres 
and the core elements of the medicine wheel incorporated into their overall community programs and 
services. 

Oral Health Programming in Ontario 
 

Currently in Ontario there is a patchwork of government funded dental programs each with distinct 
eligibility criteria, administration structures and funding envelopes.  The goal of these programs is to 
ensure that low income individuals can access affordable dental care.  There are no government 
programs for adults who are not receiving social assistance.  Local public health units administer some of 
these programs through the centres and other locations in the province.   

As CHCs and AHACs have a mandate to provide services to low income and socially marginalized 
communities, many host or directly provide these oral health care programs in their facilities.  To the 
best of our knowledge within AOHC‘s membership there are 35 CHCs, 1 AHAC and 1 CFHT offering oral 
health services.  Two of the 35 CHC dental suites are now closed for financial reasons and another is due 
to open in May 2013. 
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A synopsis of public dental programs (Adapted from:  Staying Ahead of the Curve:  A unified oral health 
program for Ontario?  University of Toronto Faculty of Dentistry/Association of Local Public Health 
Units/Association of Ontario Health Centres/Association of Public health Dentists, Oct.. 2012) 

Publicly Funded Oral Health Programs in Ontario 
Table 1 

Program Who is Eligible Plan coverage 
CINOT (Children in 
need of treatment) 

Ontario children from birth, up to and including age 
17 with a valid OHIP card and if the child’s family has 
no dental insurance and the cost of dental treatment 
would result in financial hardship. 

Essential Dental Care, as defined in 
CINOT Schedule of Dental Services and 
Fees 

Healthy Smiles 
Ontario 

Children 17 and under may be eligible if:  they are 
residents of Ontario; have a valid OHIP card; they are 
members of a household with an Adjusted Family 
Net Income of $20,000 per year or below; and they 
do not have access to any form of dental coverage 
(including other government funded programs) 

Regular visits to a licensed dental care 
provider, such as a dentist or dental 
hygienist, to establish and maintain 
good oral health.  It covers a full range 
of preventive and early treatment 
dental services including check-ups, 
cleaning, fillings, x-rays, scaling and 
more. 

ODSP (Ontario 
Disability Support 
Program) 

ODSP participants, their spouses and dependent 
children up to 18 years of age.  Eligible dependents 
18 and over other than recipients spouse at 
discretion of municipality. 

Basic Dental Care as defined in MCSS 
(Ministry of Community and Social 
Services) Schedule of Dental Services 
and Fees. 

ACSD (Assistance 
for Children with 
Severe Disabilities) 

Children whose parents receive Assistance for 
Children with Severe Disabilities. 

All services under Dental Special Care 
Plan require predetermination, as 
indicated in the MCSS Schedule of 
Dental Services and Fees. 

OW Child (Ontario 
Works) 

Dependent children from birth to 18 years of age, 
whose parents are OW participants.  Children whose 
guardian is receiving Temporary Care Assistance. 

Basic Dental Care as defined in the 
MCSS Schedule of Dental Services and 
Fees. 

OW Adult Dental care for adult OW participants may be 
provided, at the discretion of their municipality. 

At discretion of municipality. 

The Ontario Cleft 
Lip and 
Palate/Craniofacial 
Dental Program 

A resident of Ontario in possession of a valid OHIP 
number; diagnosed as having a cleft lip and/or 
palate, a craniofacial anomaly or other severe dental 
dysfunction; and registered in the program before 
their 18th birthday. 

Up to 75% of pre-approved dental 
specailist treatment costs not covered 
by private dental insurance; will NOT 
cover the cost of routine dentistry and 
long-term follow-up care. 

NIHB (Non-insured 
health benefits) 
Program 

Administered by Health Canada, this program is for a 
registered Aboriginal person according to the Indian 
Act; an Inuk recognized by one of the Inuit Land 
Claim organizations; and an infant less than one year 
of age, whose parent is an eligible recipient.  

Client has to find a dentist, pay up 
front and service provider bills NIHB.   
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Oral Health Advisory Working Group 
 
The Performance Management Committee (PMC) identified the need to develop a data collection plan 
to support the advocacy work of the AOHC, and to support AOHC members who provide this service and 
oral health programming.   Furthermore, the development of a robust data collection plan fits into the 
broader strategic priorities of AOHC to influence healthy public policy and to increase access for 
vulnerable populations.  
 
Within PMC’s work on novel reports to support these strategic outcomes, the development of a data 
collection plan for oral health services in the CHCs and AHACs was identified as a goal for the 2012-2013 
fiscal year.   This PMC deliverable was facilitated by the Oral Health Advisory Working Group.   
 
The Oral Health Advisory Working Group was established to provide guidance on the AOHC’s oral health 
advocacy work.  The Terms of Reference for this advisory working group outlined the mandate to 
identify key questions and data standards related to the provision of oral health care services within the 
CHC and AHAC sectors.  The method to develop and implement a data collection plan began with the 
development and implementation of the Oral Health Services Survey to which the group provided input 
and guidance. 
 
Members of the Oral Health Advisory Group include: 

• Jacquie Maund, AOHC 
• Carla Ribeiro, Parkdale CHC 
• Allan Madden, Southeast Grey CHC 
• Carrie Salsbury, Gateway CHC 
• Ross Jeffery,  Port Hope CHC 
• Mayo Hawco, Bramalea CHC 
• Gloria Casey, Mary Berglund CHC 
• Denise Squire, Woolwich CHC 
• Ron Shore, Kingston CHC 
• Cathy Danbrook, Community Care City of Kawartha Lakes CHC 
• Nancy LaPlante, South Riverdale CHC 

 
Survey Development and Implementation 
 
The survey was developed with the following objectives:  to collect data as a means to report on CHC 
and AHAC sector highlights; to collect data on the oral health services that are provided by CHCs and 
AHACs; and to understand the availability of data for centres, the accessibility of data and consistency of 
the data being collected and reported.  A copy of the survey is contained in Appendix 1.   
 
The survey was developed with significant input from the Oral Health Advisory Working Group and CHC 
Regional Decision Support Specialists.  The request to complete the survey was sent out in February 
2013 to all 74 CHCs and 10 AHACs.  Responses were received until the middle of March 2013.   
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RESULTS 
 

The multi-pronged goal of the survey was explicit in the introduction of the tool. 

Survey respondents were directed with the following goals and instructions: 

“Sector Snapshot: Objective is to collect data as a means to report on CHC and AHAC sector highlights 
which will result in the development of a public report. 

Oral Health Services: Objective is to collect data on the oral health services that are provided by 
Community Health Centres and Aboriginal Health Access Centres. 

Oral Health Services data: Objective is to understand the availability of data for centres and how much or 
how little data is readily accessible to centres that provide oral health services. 

This survey is a bit longer than some and we appreciate your taking the time to complete it. For those of 
you whose centres provide Oral Health Services, please note that there are questions which will prompt 
you to pull some data that may not be readily available for that, we are especially appreciative of your 
time to pull the required data (if available) and to complete this survey. If the responses are left blank, 
the assumption is that the data is not available. If for another reason, the response is left blank, please 
comment in the comments fields as this will aid us in the metadata analyses.” 

Surveys were sent to 84 AOHC members.  The response rate was 57% (n=48).  Of the respondents, 27 
centres do not offer oral health services.  Twenty-one of the 36 CHCs and AHACs that provide oral health 
services responded to the survey for a response rate of 58% (n=21).  One AHAC without oral health 
services responded to the survey. 
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Snapshot of non-primary care programming in CHCs and AHACs 
 
Of the respondent centres, more than 70% offer programming or services related to mental health, 
healthy eating and physical activity.  A broad range of other services offered are harm reduction, 
diabetes and chronic disease management.  Other programs and services mentioned in comments 
sections include financial literacy, sexual health, pre- and post-natal, counselling, parent supports, 
housing, breastfeeding and nutritional counselling, after school programs, early years and youth, health 
card assistance, chronic pain management and community health promotion. 
 
Figure 1 

*Note:  This category was not listed in the options provided on the survey. Therefore other respondents who did 
not list it in the Other Comments section might also offer this type of programming/service. 
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Centres that Do Not Provide Oral Health Services 
 
Ninety-six percent (n=24) of centres that do not provide oral health services would like to offer oral 
health services.  The majority of these centres identified the need for the following in order to move 
forward and offer these services:  dental hygienist; dentist; operational funding; equipment; 
administrative support; capital funding for dental suite and to retrofit space; and a denturist.  Overall, 
while most want to offer oral health services, lack of sustainable funding for capital and human 
resources were cited as barriers.   
 
Close to 80% (n=20) of these centres provide referrals to other oral health services including but not 
limited to:  local public health clinics; other CHCs offering oral health care; and local dentists who care 
for those on Ontario Works or Ontario Disability Support Programs.  Noted in several comments by 
these centres was the issue that the criteria for the Healthy Smiles Ontario program are restrictive and 
that working poor families cannot access oral health services.  One comment stated,” Healthy Smiles 
program is very restrictive, eliminates single parents and working poor due to extremely low ceiling for 
income and cutoff.” 
 
Figure 2 

 
 
 
During the preparation of these results, one CHC that currently did not provide these services reported 
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Centres that Provide Oral Health Services 
 
Twenty-one of the 36 CHCs and AHACs that provide oral health services responded to the survey for a 
response rate of 62% (n=211).  Various government funded oral health programs are offered at CHCs 
and AHACs.  Each program has its own eligibility criteria, plan coverage and access points in the health 
system.  Survey respondents indicated that the following programs are provided to clients (see Figure 3).  
In addition to programs listed below, other oral health services provided include: free services to Interim 
Federal Health recipients, to WSIB recipients and to seniors; as well as pro-bono work.  Additionally a 
few centres indicated that for the following year, they were investigating means to provide reduced cost 
care to those without insurance and those who do not meet eligibility criteria. 
 
Figure 3

 
                                                           
1  This number needs to be interpreted with caution because the self-identification of oral health services includes 
those that provide screening only, have it under their roof as well as those that do directly provide the services.   
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Service Delivery Models 
 
Outlined in Figure 4, the most common service delivery model for oral health in CHCs and AHACs is 
where the local public health unit staffs the dental clinic.  As noted above, Healthy Smiles Ontario is 
administered through public health and is offered in 95% (n=19) of the responding centres.   The other 
two types of service models appear to be: (a) where CHC staffs and funds the clinic and (b) where 
volunteers staff the dental clinic.  Please note in Figure 4, there is overlap in the responses; that is, most 
centres’ service delivery models are combinations of public health- and CHC-run clinics. 
 
Figure 4 
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Oral Health Services Funding  
 
Most centres fund their oral health services in various ways.  The most common funding model among 
survey respondents was public health providing staffing.  Other models include (a) public health 
providing operational funding and the centre receiving reimbursement for services from the various 
government programs, and (b) the centre only receiving reimbursement for services from government 
programs.  Many centres supplemented these funding streams with charitable donations and income 
from clients who pay themselves or via their insurance.   This question allowed respondents to select 
more than one response in order to demonstrate the combinations of funding models in the sector. 
 

Figure 5 
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The average monthly shortfall was $3372 ranging from $0 to more than $8000.  Fourty-three percent 
responded to this question about their total monthly shortfall. There was an approximate even split 
between those that indicated their services were financially sustainable, those that indicated they were 
not financially sustainable and those that did not know if their services were sustainable.  Thirty percent 
(n=6) indicated that they did not have a monthly shortfall.   
 

 
Figure 6 
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Oral Health Services Availability 
 
The availability to oral health services at centres ranged from once per month to six days per week (see 
Figure 7).  Ninety percent (n=19) of centres did not offer oral health services on weekends and 67% 
(n=14) of centres do not offer these services during the evenings.   

Figure 7 

 

Oral Health Data Software 
There are at least four different data softwares being used to enter oral health services data.  For the 
situations where the public health unit controls access to the data, there is an increased lack of access to 
the data and in those situations where the data is available, the types of data is limited.    

Figure 8
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Oral Health Data 
 
Survey respondents were asked how many clients were in the various programs being offered in the oral 
health services.  Based upon absolute totals reported by respondents, the top five oral health programs 
or categories with the highest number of clients served are the following (in descending order):  Ontario 
Works; Ontario Disability Support Program; Healthy Smiles Ontario; Low income who self-pay; and 
clients who are unable to pay and do not meet eligibility criteria or lack dental insurance; they are 
served for free.  Where respondents had access to data, the data for the overall numbers of clients was 
available. 
 
Figure 9

 

Twenty-nine percent (n=6) did not respond to this question. 

0% 0% 1% 

9% 
13% 

3% 

32% 

17% 

6% 

13% 
7% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Payment Program or Category 

Percentage of Total* Clients in Each 
Program/Category 

*Note: Total is based only on centres who provided figures for each service (maximum 
10 centres) 
 



17 
 

Socio-demographic Data for Oral Health Clients in CHCs 
The availability of age and gender data is shown in Tables 1 and 2.  The ranges of the volumes of clients 
can most likely be attributed to the varying availability of services from centre to centre. 

TABLE 1 Gender 
 
Centre Male Female Transgender Transexual Intersex 

Centre 1 654 613       
Centre 2 58 200 0 0 0 
Centre 3 1600 1000 4 30 0 
Centre 4 169 175       
Centre 5 526 580       
Centre 6 3 4       
Centre 7 50 72       

One third (n=7) of the respondents provided data on client gender. 

 
 TABLE 2 Age groups 

 
 
 
 
 
Individual 
CHCs and 
AHACs 
(n=14) 

Children (0-18) Adults (19-64) Seniors (65+) Total 
0 220   220 
49 9   58 
275 147   422 
1466 142 66 1674 
140 118 0 258 
275 2500 300 3075 
116 217 11 344 
265 262 152 679 
73 88   161 
108     108 
24 1028 54 1106 
7     7 
149 228   377 
112     112 

Total 3059 4959 583 8601 
Percentage 35.6% 57.7% 6.8% 100.0% 

 
Two thirds (n=14) of the respondents provided data on the age groups.  The eligibility criteria for oral 
health program funding are based upon age, income and whether on social assistance.   
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Services for Ineligible Clients 
 
Eighty-one percent (n=17) of centres responded to the question about whether they provide oral health 
services to children or adults who are not eligible for government-funded programs or have insurance 
coverage.  Of these 62.5% (n=10) provide services to children and 68.8% (n=11) provide services to 
adults not on social assistance who are not eligible for government programs and do not have insurance.  
Comments from centres qualifying their responses range from a particular arrangment where a Healthy 
Smiles Ontario hygienist providing cleaning to children regardless of eligibility; and one centre provides 
treatment through non-CINOT preventive services.   One centre is running a “pro-bono” pilot with public 
health and another is providing emergency adult pain relief to those who are not eligible. 

Figure 11 

 

Figure 12 
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When asked how many clients were refused services due to being ineligible for programs or for not 
having insurance coverage, 24% (n=5) of respondents provided a total.  When asked how many clients 
were provided services despite their ineligibility or lack of insurance coverage, approximately 43% (n=9) 
responded.   

Respondents indicated that approximately 40 clients were refused services due to ineligibility or lack of 
insurance; and that approximately 1180 clients were provided oral health services despite lack of 
eligibility or insurance coverage.  It is unclear due to the limited data, the percent of total clients that 
were not eligible for treatment or services.  The various funding models seems to provide enough 
variation and flexibility to accommodate ineligible clients and certainly there is overwhelming intent to 
provide services despite eligibility as this is the purpose of the accessibility of the centres. 

Types of Oral Health Services 
 
The top three oral health services provided at centres are adult exams, extractions and scaling.  One CHC 
reported that they also provided the following oral health services:  restorative; root canals; diagnostic; 
preventative; periodontics and oral surgery. 

Figure 20
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Oral Health Data Results 
 
Data sources vary among CHCs that provide oral health services.  This could account for the variation 
and inconsistency in the data on clients accessing oral health services.  In some situations where public 
health collects data, respondents did not know the type of data software being used.   
 

Figure 13:  Percentage of Centres that responded to Socio-demographic data question 
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Table 4:  Socio-demographic Data 

 
 
 How many are 

newcomers to 
Canada (in 
Canada less 
than 5 years)? 

How many 
speak a 
language 
other than 
English? 

How many 
did not 
have a 
family 
doctor? 

How many 
had not visited 
a dentist 
within the 
previous 12 
months? 

How many had 
visited the 
emergency 
department within the 
last year for a 
problem related to 
oral health? 

CHCs and AHACs Total  
 
(Range) 

1682  
 
(0-1350) 

2795  
 
(8-2460) 

40  
 
(15-25) 

2897  
 
(0-2690) 

474  
 
(0-450) 

 

Figure 14:  Meta-data results Chronic Conditions Identified during Oral Health Services 

 

Many centres that responded to this question selected multiple chronic conditions with the top three 
chronic conditions identified in centres being cardiovascular disease, COPD and diabetes. 
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Oral Health Client Referrals 

When asked how many oral health clients presented any of the above chronic conditions were referred 
internally to other clinicians or programs in their centres or externally to the community, 24 percent 
(n=6) were able to provide data.  In total, 68 internal referrals were made and 1148 external referrals 
were reported to have been made; to be clear, this is the data that was collected and would not 
represent the total for the respondents as 76% (n=15) did not respond to this question. 

Figure 15:  Socio-demographic data response rate for oral health clients 

 
 
Fifty-two percent of centres (n=11) responded to the question about the collection of at least one 
additional socio-demographic data category. 
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Figure 16:  Oral Health Data collection practices 

 

 
 
Seventy-one percent (n=15) of centres provided a response to the question about data collection 
practices.  Results indicate that while there is a combination between the CHC collecting the data and 
Public Health collecting the data, in some cases the reporting back of the data from public health varies. 
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Figure 17

 
 
Eighty-one percent (n=17) of centres responded to this question.   
 
An average of 51 percent disagreed or strongly disagreed with each of the statements, 26 percent 
neither agreed nor disagreed and 22 percent agreed with the statements.  None of the centres strongly 
agreed with any of the satisfaction statements.   
 
Additional comments related to the satisfaction with data management of oral health services at centres 
appears are listed in the following table 
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Table 5 (n=14) 

Please describe the limitations you face in collecting, reporting and extracting data both in the context 
of this survey as well as for any programming needs in your centre. 

Limitation Response 
Count 

PH only reports back limited information 5 

CHC data needs different from PH  4 

Software has limited reporting capacity/poor turnaround time for generating reports 
(especially for the type of information CHCs need/questions asked in this survey). 

3 

Do not collect/collate/extract data 2 

No data standardization / validation 2 

No templates 1 

Operational constraints (time needed to collect certain information) 1 

Relatively new therefore not much data collected yet 1 

Currently satisfied 1 
 

Figure 18:  Oral health services – reasons for visit
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Table 6: Oral health services’ total clients 

Oral Health 
Service 

Total  
(Range) 

Percentage of Total Clients Who 
Received Service 

Extraction 
2248 

(100=1200) 15% 

Emergency Exam 
413  

(23-131) 3% 

Adult Exam 
4994  

(48-2800) 34% 

Youth Exam 
805  

(1-375) 6% 

Child Exam 
811  

(6-275) 6% 

Scaling 
2639  

(60-770) 18% 

Recall 
582  

(19-400) 4% 

Sealant 
122  

(0-71) 1% 

Pre-Determination 
720  

(20-700) 5% 

Dentures 
1076  

(3-1000) 7% 

Pain 
110  

(10-100) 1% 

All 
14520  

(290-7822) 100% 
 

Data Profile of Respondents 
 
In this survey, we asked questions about the oral health services, their clients as well as about the 
content of the data being collected, how it is being collected and software being used.  The reason to 
understand the data about the data is to understand the gaps in reporting and the capacity to 
demonstrate outcomes of the oral health services.  In order to demonstrate performance outcomes and 
plan programming in oral health services, quality data is required.    

Six of the 21 centres that responded skipped one or no questions related to data in the survey.  All 
respondents indicated that their funding came from a variety of sources: with some funding from public 
health; some funding from the various government funded programs; some from the centre itself; some 
from self-pay by working clients; some from charitable donations; and some from clients with private 
insurance.  The centres with the greater variety of funding sources also had some of the highest monthly 
shortfalls and were largely dissatisfied with the data management of oral health services at their 
centres.  Among these centres, there were a few that have been innovative with how they delivered 
services, with how they were staffed with volunteer dental professionals, and some were investigating 
the best means to have low income clients self pay on a sliding scale.   
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The centres that did not respond to the socio-demographic data questions were those centres whose 
dental services were run by the local public health unit.  Few knew which data software was being used 
and had limited reporting from public health about the oral health clients.  . 

Data Limitations 
The survey did not explicitly define “oral health services” and for this reasons centres that provide 
simply screening or merely host the services under their roof (where the public health unit provides the 
services) self-identified as being centres that offer these servic es; this can be questioned and so going 
forward, we recommend that “oral health services” be defined more clearly.  A limitation to the survey 
was the goal itself of understanding the data collection processes and quality.  There seems to be a lack 
in consistency of data being collected between centres; as well, there are different data software 
sources and data administration practices.  Due to the variety of data management practices in the oral 
health services and relatively low absolute numbers of centres that provide oral health services, a higher 
response rate for this survey could have improved some of the results.  Also, respondents were 
instructed to skip a question if the data was not available; hence, any missing data due to questions 
being skipped would contribute to the conclusions about availability of particular data; the limitation is 
that respondents could skip the question but have the data available and in this situation the 
assumption would not hold true. 

CONCLUSION 
 

Both Community Health Centres and Aboriginal Health Access Centres commit to serving their 
communities which face barriers to wellbeing and ensure the following attributes are included in their 
services and programming: culturally safe; accessible; integrated and coordinated; inter-professional; 
accountable and efficient; community development approach; population needs-based planning; 
grounded in the social determinants of health; and community governed. 

Oral health care and preventive services are not included in the universal health care system in the 
province and so the access to affordable and equitable dental care is limited to persons with employer 
insurance coverage and those with sufficient financial means.  Those on social assistance and their 
families are able to access some limited oral health care coverage.  The working poor and seniors are at 
risk of not receiving adequate oral health care.   Most centres would offer oral health services if they 
had the opportunity but are restricted by human resource and financial barriers.   

Due to the nature of oral health care funding and the variety of service delivery models, CHCs and 
AHACs seem to be limited in the scope of the services due to the criteria of various government-funded 
oral health programs; however, many are finding a way to serve clients who are ineligible or who do not 
have any insurance coverage.  Many of the centres do provide oral health care to those that do not 
meet strict eligibility criteria and consequently incur the financial burden.   

Furthermore, the data that is collected is limited and inconsistent between centres.  This is not 
surprising considering the variety (and creativity) of the service models and funding sources.  In order to 
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be sustainable and evaluable, a more robust reliable, valid and consistent data infrastructure needs to 
be implemented across the patchwork of programs.  More than half of the centres are dissatisfied with 
the accessibility to data and with the data itself as a way to assess and plan programming. 

Accessibility to optimal oral health care and its link to overall health is fundamental and this sector is in a 
key position to offer these services.  As decisions and funding are driven increasingly by data and health 
outcomes, the move towards an improved data quality environment is imperative and would serve as 
one vehicle to advocate for better oral health care.  Better oral health care data would ensure 
accountability, sustainability and quality care for those clients at highest risk to barriers to health care.  
To ensure consistency any work to improve the data quality environment should be undertaken in 
partnership with public health units and other relevant stakeholders. 

RECOMMENDATIONS and NEXT STEPS 
 
The foundation of effective oral health care is entrenched in the prevention and maintenance of healthy 
oral tissues; oral health services and treatment need to be more effectively provided as part of optimal 
primary health care.  Oral health care is not funded universally and therefore the health and oral health 
disparities of low income populations is exacerbated by the patchwork programming of publicly funded 
oral health care.   It is anticipated that the current Ministry of Health and Long Term Care is exploring 
ways to streamline the patchwork.  In the meantime, this survey can help the centres understand the 
oral health service landscape in the sector.  The significant contrast between supply and demand for 
affordable and adequate oral health services coupled with the financial and data gaps to measuring 
health outcomes, contribute to the fundamental impetus to identify next steps in this process.  
Furthermore, with the developing strategies to provide better managed care for the high users of the 
health system, oral health emergency visits can be treated or better prevented with a better 
coordinated provision of oral health programs and services by CHCs and AHACs.   
 
As stated earlier, it is important that there be a move to improve the data quality, reliability, accessibility 
and consistency among oral health services and programs in general but more specifically among CHCs 
and AHACs.  Recommendations for follow up and next steps could include: 
 
 Continue to support the AOHC advisory work in coordination with the Ontario Oral Health 

Alliance (OOHA) to advocate for an overall comprehensive public oral health programming in 
Ontario 

 Explore the feasibility of establishing a multi-stakeholder working group to sketch out a plan to 
begin working on a means to improve data quality 

o Such working group should include individuals from CHC and AHAC sectors, from a 
variety of public health units, from the University of Toronto Faculty of Dentistry and/or 
other dental health professional  

o Additionally, it is proposed that the sector hold focus groups and/or case studies with 
centres regarding data software, collection, and administration and reporting 

o Develop an oral health evaluation framework.  
 Develop a plan to streamline the oral health services data with the current data management 

for CHC and AHAC clients.   
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Appendix 1 
Oral Health Data Survey 

Oral Health Services Snapshot 
The goal of this survey is threefold: 
 

1. Sector Snapshot: Objective is to collect data as a means to report on CHC and AHAC sector 
highlights which will result in the development of a public report. 

2. Oral Health Services: Objective is to collect data on the Oral health services that are provided by 
community health centres and Aboriginal Health Access Centres. 

3. Oral Health Services data: Objective is to understand the availability of data for centres and how 
much or how little data is readily accessible to centres that provide oral health services. 

 
This survey is a bit longer than some and we appreciate your taking the time to complete it. For those of 
you whose centres provide Oral Health Services, please note that there are questions which will prompt 
you to pull some data that may not be readily available for that, we are especially appreciative of your 
time to pull the required data (if available) and to complete this survey. If the responses are left blank, the 
assumption is that the data is not available. If for another reason, the response is left blank, please 
comment in the comments fields as this will aid us in the metadata analyses. 
 
1. What is the name of your Centre? 
Oral Health Services Snapshot 
2. For the 2012 calendar year, please select which programs or services were in place at your health 

centre?  
• HIV programming 
• Hepatitis C programming 
• Homelessness initiatives 
• Mental Health 
• Oral Health Services 
• Pathways to Education 
• Early Childhood programming 
• Smoking Cessation 
• Harm Reduction 
• Physical activity children/youth 
• Physical activity adults 
• Physical activity seniors 
• Healthy eating children/youth 
• Healthy eating adults 
• Healthy eating seniors 
• Social programs seniors 
• Lung health 
• Food security 
• Healthy environment (air, water, soil etc.) 
• Other (please specify) 

 
3. Please list other programs related to issue below. 

• Senior specific programming 
• Childhood obesity 
• Healthy weights for kids 
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• Oral Health Services Snapshot 
• If you answer 'yes' the following question, you will skip to page 4. 
• If you answer 'no' to the following question, you will continue to page 3. 

 
3. Does your centre provide oral health services? Health Services 
Yes 
No 
Oral Health Services Snapshot 
 
5. If there was an opportunity to deliver oral health programs at your Centre, would you want to deliver 
them?Centreshat Do Not Provide Oral Health Services 
Yes 
No 
 
6. What would your Centre need to operate an oral health program? 
Dental hygienist 
Dental Assistant 
Operational funding 
Denturist 
Dentist 
Administrative support 
Equipment 
Capital funding to retrofit space 
Capital funding for dental suite 
Other (please specify) 
 
7. Are your clients being referred to oral health services elsewhere? 
Yes 
No 
Don't know 
Please explain above answers. 
Oral Health Services Snapshot 
8. Please select all programs that apply to the oral health services that are provided by your centre.i 
Healthy Smiles Ontario 
CINOT 
Other Government sponsored insurances (OW, ODSP etc.) 
Services for Insured clients 
Clients without any coverage/eligibility for any programs at full ODA rate 
Low income clients without coverage/eligibility for any programs at a reduced or sliding scale rate 
Other (please specify) 
 
9. Please select the service delivery model for Oral Health services in your centre. 
Public Health staff dentist 
Public Health staff hygienist 
CHC staff dentist 
CHC staff hygienist 
Dentist volunteer 
Hygienist volunteer 
Hygiene student interns 
Contractual agreement with dentist or dental health company 
Other (please specify) 
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10. How are operating costs covered? Please select all that apply. 
Reimbursement by public programs such as HSO 
Public health provides operating costs 
CHC provides funding towards operating costs 
Clients with private insurance 
Charitable donations 
Working clients self pay 
Other (please specify) 
Oral Health Services Snapshot 
11. Does your centre receive sufficient funding from reimbursement programs and/or Public Health 
and/or client payments to meet your monthly operating costs? 
Yes 
No 
Other (please specify) 
Oral Health Services Snapshot 
12. If not, what is your $ figure shortfall each month? 
Monthly shortfall in dollars 
 
13. Are your current oral health services and programs sustainable? 
Yes 
No 
Not sure 
Please explain above answers. 
 
14. Please indicate the number of days your oral health services are provided on a weekly basis. 
1 
2 
3 
4 
5 
6 
7 
Other (please specify) 
Services Snapshot 
15. Please respond to the following questions. 
Do you offer oral health services on the weekend? 
Do you offer oral health services during the evenings? 
Is your health centre linked to your local Dental Society? 
Are any of your dental staff members of a local Dental Society? 
 
Yes No Don't know 
Other (please specify) 
 
16. Please indicate which software data source is used for Oral Health clients. 
ABELDent 
Dentrix 
ClearDent 
Other (please specify) 
Oral Health Services Snapshot 



32 
 

Please enter as much data that you have. The assumption is that if you leave the question blank, the data is 
not available. 
17. How many oral health clients were registered for these services in the following categories for the 
2012 calendar year? 
ACSD 
WSIB 
NIHB 
Clients not meeting eligibility or lacking insurance (ie served for free) 
Healthy Smiles Ontario 
CINOT 
Ontario Works 
ODSP 
Clients with dental insurance 
Low income who self pay 
Other 
 
18. Please indicate the total number of clients in the following categories for the 2012 calendar year? 
Male 
Female 
Transgender 
Transexual 
Intersex 
 
19. Please indicate the total number of clients in the following categories for the 2012 calendar year.ral 
Children (0-18) 
Adults (19-64) 
Seniors (65+) 
Oral Health Services Snapshot 
20. Have you provided treatment or services to children despite their lack of eligibility or insurance? 
Yes 
No 
Don't know 
Other (please specify) 
 
21. Have you provided treatment or services to adults despite their lack of eligibility or insurance? 
Yes 
No 
Don't know 
Other (please specify) 
 
22. Please indicate the numbers below. 
The number of clients that were served/treated but were not eligible for any program or insurance 
coverage ___ 
The number of clients refused treatment due to not being eligible for any program or insurance coverage 
___ 
Oral Health Services Snapshot 
23. For the previous 2012 calendar year – Of those clients who received oral health services from your 
centre... 
How many are newcomers to Canada (in Canada less than 5 years)? 
How many speak a language other than English? 
How many did not have a family doctor? 



33 
 

How many had not visited a dentist within the previous 12 months? 
How many had visited the emergency department within the last year for a problem related to oral health? 
 
24. For the 2012 calendar year, please select all the chronic conditions identified during oral health 
services visits... 
Cardiovascular 
Mental Illness 
Arthritis 
Asthma 
COPD 
HIV 
Diabetes 
Alcohol/drug dependence 
Thyroid disease 
Stomach ulcer 
Hepatitis C 
Other (please specify) 
 
25. How many oral health clients presenting any of the above conditions were referred to other clinicians 
or programs in your centre and/or in your community? 
Total internal referrals 
Total external referrals 
 
26. Please select the additional demographic data that is collected for the oral health clients. 
Annual household income (for those not on social assistance) 
Household composition 
Preferred language 
Education level 
Sexual orientation 
Ethnic background 
Other (please specify) 
Oral Health Services Snapshot 
27. Please select the most appropriate oral health data collection practices that are used in your centre? 
CHC staff collects data 
Public Health collects data and provides report back to CHC 
Combination of above two choices 
Please explain above answers 
 
28. Please rate your level of agreement with the following statements. 
Oral Health Data Management 
Strongly Agree, Agree, Neither Agree nor Disagree, Disagree, Strongly Disagree 
 
I am satisfied with the access I have to the oral health data. 
I am satisfied with the amount of oral health data that my centre has. 
I am satisfied with the quality of the oral health data in my centre. 
The oral health data in my centre allows me to perform analyses to plan programming and services. 
The oral health data in my centre allows me to perform analyses to improve programming and services. 
Oral Health Services Snapshot 
29. Please describe the limitations you face in collecting, extracting and reporting data both in the context 
of this survey as well as for any other programming needs you have in your centre. 
Oral Health Services Snapshot 
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30. For the 2012 calendar year, please indicate the number of clients who presented with the following 
reasons for visit...h Services 
Extraction 
Emergency Exam 
Adult Exam 
Youth Exam 
Child Exam 
Scaling 
Recall 
Sealant 
PreDetermination 
Dentures 
Pain 
Oral Health Services Snapshot 
The survey is now complete. Thank you for taking the time to complete the questionnaire. Should you 
have any questions or wish to discuss the work of the Oral Health Data Collection Plan, please do not 
hesitate to contact Nancy LaPlante at nlaplante@srchc.com 
Have a great day. 
THANK YOU 
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