
Oral Health:  Oral Health Related Emergency Department (ED) 
Visits 
Type of 
Indicator 

Health Outcome 

Measures 1. Age-adjusted rate of oral health related Emergency Department visit for per 10,000 
population 

2. Crude rate of oral health related Emergency Department visit per 10,000 population 
3. Number of oral health related Emergency Department visit 

Derivation 
of Measures 

Numerator: Resident oral health related Emergency Department visit, ICD-9-CM: 520.xx – 
528.xx by state and by county 
Denominator: Midyear resident population for state and by county 
Adjustment: Age-adjustment by the direct method to year 2000 US standard population  

Unit 1. Age-adjusted rate per 10,000 population 
2. Rate per 10,000 population 
3. Number of Admissions 

Geographic 
Scope 

Iowa 

Geographic 
Scale 

Residents of jurisdiction — State, County  

Time Period Emergency Department Visits between January 1 to December 31, inclusive, for each year, 
2000—Most Recent Year Available 

Time Scale Annually (as appropriate for the measure) 

Rationale Oral health-related Emergency Department visit tend to be for acute oral health problems and 
often represent a failure of the oral health care system.  

Use of the 
Measures 

These measures will allow the monitoring of trends over time, identify high risk groups, and 
inform prevention, evaluation and program planning efforts. 

These measures will address the following surveillance functions: 

• What’s the distribution of oral health related Emergency Department visit by place of 
residence? 

• How do oral health related Emergency Department visit differ between geographic 
areas (e.g. county, state, or region)? 

• With further analysis … Are there disparities in oral health related Emergency 
Department visits by factors such as age, race, ethnicity, gender, education, and/or 
income? 

• Which populations are in need of targeted interventions? 
Limitations 
of the 
Measures 

• Differences in rates by time or area may reflect differences or changes in diagnostic 
techniques and criteria and in the coding of oral health conditions. 

• Reporting rates at the state and/or county level will not show the true oral health burden 
at a more local level (i.e. neighborhood). 

• Differences in rates by area may be due to different socio-demographic characteristics 
and associated behaviors. 

• When comparing rates across geographic areas, a variety of non-environmental factors, 
such as access to medical care and diet, can impact the likelihood of persons treated at 
ED for oral health related reasons. 



• Reporting rates at the state and/or county level will not be geographically resolved 
enough to be linked with many types of environmental data. 

• When looking at small geographic levels, users must take into consideration appropriate 
cell suppression rules imposed by the data providers or individual state programs. 

• Although duplicate records for the same ED visit are excluded, the measures are based 
upon events, not individuals, because no unique identifier is always available. When 
multiple admissions for the same person during the year are not identified, the resulting 
rate is not the proportion of the population that has an asthma ED visit. Rather it is the 
number of events per 10,000 population which is an overestimate of the proportion. 
Even at the county level, it can be expected that the measures generated will often be 
based upon numbers too small to report or present without violating state and federal 
privacy guidelines and regulations. Careful adherence to cell suppression rules in cross 
tabulations is necessary and methods to increase cell sizes by combining data across 
time (e.g., months, years) and geographic areas may be appropriate.  

• Even at the county level it can be expected that the measures generated will often be 
based upon numbers too small to report or present without violating state and federal 
privacy guidelines and regulations. Careful adherence to cell suppression rules in cross 
tabulations is necessary and methods to increase cell sizes by combining data across 
time (e.g., months, years) and geographic areas may be appropriate. 

Data 
Sources 

Numerator: State inpatient and outpatient data  
Denominator: US Census Bureau population data  

Limitations 
of Data 
Sources 

State Emergency Department data: 

• ED visits for asthma are only one piece of a larger picture that describes oral health 
burden. 

• Veteran’s Administration, Indian Health Service and institutionalized (e.g., prisoners) 
populations are excluded  

• In-state residents who visit an ED in surrounding states would not be included unless 
states have emergency department data sharing agreements. 

• Practice patterns and payment mechanisms may affect diagnostic coding and decisions 
by health care providers. 

• Sometimes mailing address of patient (e.g., P.O. Box) is listed as the residence address 
of the patient 
 

Census data: 

• Only available every 10 years, thus postcensal estimates are needed when calculating 
rates for years following the census year. 
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