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Abstract

Objective: To assess the oral health needs, related behavior and oral health
impact among homeless persons in Newark, New Jersey. Methods: Participants
represented a convenience sample of adults (n=46) participating in Homeless Ser-
vices Day, an annual event sponsored by the Homeless Services Division of the
Newari<, NJ Department of Health and Human Services. Their mean age was 40.4
yr (SD=10.0), and 51.1% were female. The majority (76%) reported African-Ameri-
can ethnicity; remaining participants self-identified as Hispanic, White or Asian.
Participants reported being homeless for a median of 11 months, with a range of 1
to 108 months. Results: The 46 participants had 745 teeth (averaged 16.2 per
person) that were either missing, had fillings or had untreated decay. Diseased
teeth averaged 3.8 per person; missing teeth averaged 8.6 per person; and filled
teeth averaged 3.7 per person. Only 28.3% had a dental visit in the past year.
Approximately 87% reported negative oral health impacts impact: over half (55.6%)
had current oral facial pain and two-thirds of our participants reported having dental-
related face pain during the past year. Additional oral health impacts included:
eating (42%), smiling (33%), concentrating (18%) and talking (16%). Conclusions:
Consistent with other studies, this homeless sample presented with considerable
oral health needs. Newark's homeless, like other homeless cohorts, face access to
care and negative oral health impacts. This study informs the need for future re-
search that can provide substantive evidence for care providers and policy makers.
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Introduction
The National Health Care for the

Homeless Council strives to influence
public policy makers and health care
providers, and to educate the general
public about the causes and conse-
quences of homelessness in the US.
Their slogan, "Because Health Care
is a Right, Not a Privilege," provokes
necessary questions surroimding the
plight of homeless persons (1). Nu-
merous studies have shown a high
prevalence of general medical as well
as dental problems among the home-
less. The oral health status of the
homeless population is reported to be
significantly worse than that of the

general population and worse than
that of the impoverished population
living in residences (2,3,4). One study
of homeless persons in Boston, MA
found untreated caries in 91.4% of
those examined and concluded that
there exists a high need for preven-
tive and restorative dental therapy in
this population (5). In another report
of homeless persons in 19 major US
cities, 10% of the subjects were judged
to have poor dentition (6). While there
is clear evidence for a predictable need
for dental care in the homeless popu-
lation, scant data are available regard-
ing the impact of unmet dental needs.
There is also evidence that access to

dental care is Limited among the home-
less. This is also expected for, as
Allukian reasoned, the homeless have
no money or health insurance, and
health care providers are often imwill-
ing to serve this population (7). The
inability of the homeless to access
regular health care leads to high rates
of emergency department visits (8).
For example, one study showed that
40.4% of homeless subjects had one
or more visits to the emergency depart-
ment in the previous year, and that
7.9% had more than 3 visits (9). One
might predict that these emergency
visits might result in more extractions
than restorations, but data are not
available. In short, it seems that regu-
lar dental care is missing for the home-
less. Finally, little is known about how
homeless persons are able to practice
dental hygiene, whether they believe
that they have access to professional
care, if needed, or whether they would
establish a different pattern of care if
it were available or possible.

The purpose of this pilot study
was to assess the oral health, related
behaviors and associated impact of
oral health in homeless people in New
Jersey's most populous city, Newark.
The Newark Homeless Health Care
Project (NHHCP), a local agency
charged with providing social ser-
vices to the homeless, recently esti-
mated the homeless population in
Newark between 7,000 and 12,000
individuals (10).
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Methods
Study subjects were recruited from

among those adults participating in
Homeless Services Day, an annual
event sponsored by the Homeless Ser-
vices Division of the City of the New-
ark, NJ Department of Health and
Human Services The event provides
homeless people the opportunity for
free examinations and consultations
from participating medical, dental,
pediatric and ophthalmic profession-
als. All participants who sought den-
tal screenings were seen. If unmet
dental needs were identified, the par-
ticipants were referred to either the
New Jersey Dental School or a local
clinic for free care.

After providing consent to a pro-
tocol approved by the university
health center's IRB, participants had
a face-to- face structured interview
regarding oral health attitudes, be-
haviors, and oral health impacts with
an experienced interviewer. Coaching
and role- playing training sessions
were conducted with the two inter-
viewers prior to the enrollment. In
considering issues like literacy and
mental health/behavioral issues as
well as time constraints, the questions
developed for this study were direct
and short. After the interview, par-
ticipants were examined in a private
area. Subsequent to the oral exam,
participants were offered oral hygiene
instruction, oral health aids and oral
health promotion pamphlets.

The interview questions included:
• Demographic information (e.g.,

race/ethnicity, age, gender)
• Length of time of homelessness
• Date and reason for their last den-

tal visit
• Date and reason for last medical

appointment including last medi-
cal check-up

• Do you now have any pain in your
teeth, mouth or facial area; and if
yes, for how long have you had this
pain?

• Have you had any pain in your
teeth, mouth or face in the past
year?

• If you needed to seek dental care,
where would you go?

• Have your teeth or mouth kept
them from carrying out daily ac-

tivities such as eating, smiling,
talking clearly, concentrating or
other?

• Do you own a toothbrush; if yes,
how often do you brush?

• Smoking history
The clinical examination was con-

ducted using a flashlight and tongue
depressor. Missing, filled and decayed
teeth were identified and charted. The
team decided that 'teeth' versus 'sur-
faces' might expedite the screening
exam and provide adequate data for
this pilot study. Two experienced ex-
aminers were calibrated using live
subjects.

Dichotomous data were summa-
rized by frequencies and percentages,
and continuous data by means (M)
and standard deviations (SD). The
data were examined within the con-
text of a nationally representative
sample (NHANFS III) (11) that was
stratified to match the demographic
characteristics (e.g., age, ethnicity, sex)
of this sample. Proportional compari-
sons were made between the study
sample and the national population
data.

Results
Forty-six participants consented to

participate in the study. Their mean
age was 40.4 yr (SD=10.0), and 51.1%
were female. The majority (76%) re-
ported African-American ethnicity;
remaining subjects identified them-
selves as Hispanic, White or Asian.
Participants reported being homeless
for a median of 11 months, with a
range of 1 to 108 months. In terms of
education, 47.8% attended the 12*
grade, another 17.8% attended some
college and only 4.4% reported less
than an 8* grade education.

Clinical assessment of the partici-
pants showed that a mean of 6.6 (SD=
7.8) teeth had visible plaque and a
mean of 5.9 (SD= 6.2) teeth had vis-
ible calculus. Almost all participants
(97.8%) were referred for further treat-
ment. Using the DMFT system, there
were a total of 745 diseased, missing
or filled teeth, for an average indi-
vidual score of 16.2. This is substan-
tially higher than the 11.3% reported
in persons of the same race, gender
and age in NHANFS III (11). While

there were 180 diseased teeth (for an
average of 3.8 per person), and 394
missing teeth (for an average of 8.6
per person), there were only 177 filled
teeth (3.8 per person average). The
number of filled teeth in this sample
is less than expected from NHANFS
III; while missing teeth are more than
double the rate expected from
NHANFS III (11). These data suggest
that when treatment is needed, extrac-
tion is "chosen" over restoration.

With regard to oral health behav-
iors and quality of life issues, all but
one of the participants (98.6%) re-
ported owning a toothbrush, and ap-
proximately three-quarters reported
brushing at least once a day. Smokers
accounted for 73.9% of the partici-
pants. More than half (55.6%) of the
participants reported current oral fa-
cial pain, and 66.7% reported oral fa-
cial pain during the past year. Addi-
tionally, 60.9% reported one or more
negative social impact(s) related to
their oral health impacts: "eating" im-
pacts were reported by 42%, "smil-
ing" by 33 %, "concentrating" by 18%,
"talking" by 16% and "other" by 3%.
In summary, 87 % of the study sample
reported oral health impacts.

When asked where they would
seek dental care if needed, 40% re-
sponded "clinic", 22.5% responded
"private dentist" and 35.6% re-
sponded "I don't know." Only 28.3%
of the participants reported a dental
visit in the past year, considerably
less than the 60.8% reported by
NHANFS III subjects with similar
demographic characteristics (11).
When queried, their last dental visit
was reported to have occurred, on
average, 5.7 years ago (SD= 6.4), a con-
siderably longer interval than had
elapsed since their last medical visit,
which averaged 1.5 years ago (SD=
3.3). Similarly, only 26.1% reported
that their last visit to the dentist was
for preventive care, while more than
twice as many (56.5%) reported that
their last visit to a medical doctor was
for preventive care.

Discussion
Although the interview schedule

was designed with only 11 yes/no or
very short-answer questions, it some-
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times took between 20 and 30 min-
utes to complete. Time increased as a
function of the amount of additional
information shared by many
interviewees. In addition, many par-
ticipants took time to be friendly, and
to express their gratitude for the
team's efforts. Substantively, this
study identified a high rate of oral
health needs in this homeless sample,
where missing teeth were extremely
prevalent. Rates of tooth extraction
were higher, and rates of filled teeth
were lower in this sample, than among
community-dwelling population
samples, suggesting that the oral
health of this homeless sample is
worse than demographically similar
adults in the general population. Par-
ticipants' number of missing teeth was
double that of diseased or filled teeth,
thereby suggesting that when treat-
ment is sought, extraction prevails
over restoration. It is unclear from
these data whether this is the result
of the lower cost of extraction, or a re-
flection of having let decay go too
long, both factors, or other factors.
Access to care also presents a prob-
lem in Newark, where 98.7% of par-
ticipants required referral for further
dental care, and only 28.3%, about
half that expected from population
samples with housing, reported a
dental visit in the past year. In addi-
tion to low dental care utilization,
one-third of this study sample did not
know where to seek dental care if they
needed it. Fewer recent dental visits
and smoking were noteworthy risk
factors. The smoking rate in the gen-
eral population (NHANES in survey)
was lower (46.3%) compared to the
79.8% in the study sample. Interest-
ingly smoking rates were very simi-
lar to the 1,152 homeless veterans sur-
veyed from 31 different Domiciliary
Care for Homeless Veterans facilities
throughout the United States as re-
ported by Gibson (11,12).

Thirty-nine of the 46 participants
reported having dental-related face
pain during the past year and/or im-
paired oral health resulting in im-
pacts related to eating, smiling, con-

centrating, and talking. While the dis-
ease and utilization data are consis-
tent with other studies of homeless
persons showing poor dental health,
the negative impact on daily activi-
ties and pain was higher than ex-
pected and typically unreported in
oral health accounts of homeless
adults.

A weakness in this study is the
small convenience sample. Yet, one
could speculate that the participants
might be higher functioning, healthier
or more interested in helping them-
selves than homeless adults who
chose not to participate and/or were
unaware of the services to them. It
should be noted that the inclusion of
oral health exams had never been part
of this health day in the past. The data
indicated that poor oral health, low
utilization and access to care were
evident, thereby supporting the no-
tion that not having a regular dental
provider was likely associated with
the high level of unmet dental needs
and negative oral health impacts.
When dental services were sought,
tooth extraction was a common mode
of treatment that may only exacerbate
and explain the high level of negative
impact like eating, talking and mouth
pain.

Given that homelessness does not
have to be a chronic situation, it is clear
that additional information to better
understand ways to foster oral health
and reduce negative oral health im-
pacts are indicated so that appropri-
ate advocacy resources can be imple-
mented to assist this extraordinary
population. Based on this pilot study,
using face-to-face interviews is impor-
tant to establish rapport with this these
individuals as well as to ensure that
the question is understood. Verbal
administration of a validated oral
health-related quality of life measure
is recommended in future studies.
Additional information about nutri-
tion and diet may be useful in oral
health promotion programs for this
target group. Lastly, to increase trust
and receptivity from homeless adults.

partnering with agencies that are
known to service this population is
highly recommended.
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