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ORAL HEALTH AND NUTRITION

INTRODUCTION

Nutrition has the potential to prevent or exac-
erbate serious oral conditions that can lead to
instances of childhood mortality from untreat-
ed caries (cavities) [32], poor maternal and in-
fant outcomes from premature delivery [17],
and complications of heart disease due to oral
infection [11]. For these reasons and more, it
is essential that nutrition programming be an
integral component of dental education and
practice.

Every provider in the oral health and dental field
should have knowledge of and skills in nutrition.
Ms. Jillian Kaye, Adjunct Clinical Instructor at
NYU College of Dentistry, notes, “Dentists need
to have education [in nutrition] so that they can
transfer that education to their patients.” Den-
tists should feel confident in communicating
with patients about the effect of nutrition prac-
tices on oral health and conversely the effect of
oral conditions on nutrition practices.

Yet, there is a lack of adequate training in and
knowledge of nutrition among dentists and
dental students in the United States. Because
nutrition gets little space in dental curricula and
training, the majority of practicing dentists feel
uncomfortable providing nutrition counseling
to their patients and avoid doing so [20].

In this report, we highlight the relationship be-
tween nutrition and dentistry as it stands and
the potential for future improvement. Specifi-
cally, this report demonstrates:

1. Theimportance of nutrition counseling
in dental practice and the significant
impact it can have on patient and pop-
ulation health, especially among those
who face food insecurity.

2. The current state of nutrition educa-
tion in dental schools.

3. Barriers that need to be addressed to
ensure nutrition is recognized as a crit-
ical part of oral health.

To create these changes, this report proposes
a variety of recommendations for policies and
institutional initiatives that aim to incorporate
applied nutrition education into every stage of
dental education, training, and practice.

Understanding nutrition is essential to the den-
tal field but should only be the starting point.
We are calling for dental professionals to not
only understand the connection between nutri-
tion and oral health but also be able to identify
food insecurity and other nutrition risk factors
in order to provide appropriate guidance and
referrals for at risk patients. These initiatives
are especially important during this COVID-19
pandemic as millions of Americans are now
facing unemployment, lack of health and den-
tal insurance, new-found food insecurity, and a
looming recession.

RELATIONSHIP BETWEEN ORAL
HEALTH, PHYSICAL ILLNESS,
AND NUTRITION

For many chronic illnesses and diseases, oral
health, physical health, and nutrition are inter-
twined. To treat any aspect of these conditions,
a provider must understand how oral, physical,
and nutritional health work together in a mutu-
al and non-exclusive manner.

IMPACT OF ORAL HEALTH ON
PHYSICAL ILLNESS

Those aware of the relationship between oral
health and physical illness tend to focus on the
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association between oral infections and the in-
creased risk of poor cardiovascular outcomes
among individuals with heart disease [11].
However, the impact of oral health on physical
illness goes beyond the heart and touches on
almost every aspect of general wellbeing. Oral
health has been linked to an increased risk of
cancer, such as upper airway and digestive
tract cancers in those with poor oral health
[33]; lung disease, such as bacterial pneumo-
nia caused by oral bacteria in the critically ill;
and pregnancy related complications, such as
pre-term delivery and low-birth-weight infants
among mothers with oral infections [8].

IMPACT OF PHYSICAL HEALTH ON
ORAL HEALTH

Just as oral health impacts physical health,
physical health impacts oral health. In fact, oral
manifestations of diseases can often be the
first sign of illness [26]. This makes the role of
dentists crucial to understanding many system-
ic illnesses. For instance, in leukemia—where
malignant cells can infiltrate the gums—bleed-
ing and ulcers in the oral cavity are a common
manifestation of disease [8] and in the case of
acute monoblastic leukemia, specifically, gin-
gival hypertrophy is the main manifestation of
disease [33]. Additionally, for individuals with
Crohn's disease, lupus, or HIV, mouth sores
and oral plaques are often the first visible sign
of disease [26].

ROLE OF NUTRITION

Nutrition is critical to the relationship between
oral and physical health because oral diseases
impact one's ability to eat and maintain nutri-
tion [37] and malnutrition/nutritional deficien-
cies impact oral and physical health [13]. One
of the most commonly recognized intersections

of nutrition, oral health, and physical health is
in relation to the consumption of sugars and
other fermentable carbohydrates (i.e. cookies,
soft drinks, breakfast cereals, and bread) which
are known to cause dental caries [23].

Early childhood caries (ECC) are of particular
concern to dentists as oral health in childhood
is correlated with oral health in adulthood.
Additionally, this highly preventable condition
costs the U.S. health care system approximate-
ly $1.5 billion each year [40].

Because of the strong association between
diets high in fermentable carbohydrates and
ECC, dietary advice is one of the most import-
ant methods of preventing this condition. Yet,
it is one of the least commonly used methods
of prevention [20]. When childhood caries are
not prevented or adequately treated, children
often must undergo dental surgery, frequently
with general anesthesia. The use of general an-
esthesia carries its own potential risk for health
complications as well as high medical costs [27].

Nutrition’s impact on health goes beyond the
oral cavity to also involve systemic and chronic
illness [23]. A notable chronicillness in this rela-
tionship is diabetes mellitus. Without nutrition-
al counseling, individuals living with diabetes
may struggle to maintain glycemic control, in-
creasing the risk of periodontitis and systemic
infections [8]. Furthermore, periodontitis leads
to increased inflammation and more difficulty
in achieving glycemic control [35].

Many oral conditions, including gingivitis, se-
vere caries, oral infections, and oral cancers,
negatively impact an individual's quality of life
[34]. This manifests as debilitating pain, psy-
chological challenges, and oral discomfort lead-
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ing to an inability to gain adequate or appropri-
ate nutrition [18]. Nutrient deficiencies such as
vitamin C, vitamin K, and B12 deficiencies can
further manifest in the oral cavity as inflamed
and bleeding gums [37]. When individuals are
not able to attain proper nutrition, their im-
mune systems are also impaired, placing them
at increased risk for periodontal disease/infec-
tion as well as systemic infection [14].

ORAL HEALTH AND NUTRITION
IN UNDERSERVED COMMUNITIES

Although understanding the role of nutrition
in oral health is important for all patients, this
understanding is especially important for mar-
ginalized communities. These communities not
only face challenges in accessing dental care
but also in accessing nutritious food, leading to
food insecurity [30].

Food insecurity is highly correlated with nu-
trition and has been linked to worse oral and
physical health outcomes [21]. The process
that underlies this connection stems from the
need for those who face food insecurity to uti-
lize strategies to cope with poor access to nu-
tritious food or lack of adequate funds to pur-
chase nutritious food [28]. This often leads to
financial tradeoffs that result in individuals re-
serving their finances for other needs (i.e. rent,
school fees, medication, preventive dental care)
rather than nutritious food [28].

Additionally, many underserved individuals live
in environments with high densities of fast-
food restaurants and small corner stores and
low densities of supermarkets with fresh pro-
duce [39]. This community make-up results in
reduced availability of quality fruits and vegeta-
bles and increased availability of food contain-

ing fermentable carbohydrates. This nutritional
deficit results in higher rates of oral conditions
such as dental caries in this population [7]. The
poor diet linked to food insecurity also exacer-
bates chronic illnesses that are related to diet
such as diabetes and obesity [28].

Race and ethnicity are also important sociode-
mographic indicators of poor oral health and
food insecurity in the U.S. Ethnic and racial
minorities disproportionately experience food
insecurity and poor oral health outcomes [15].
Studies have found that non-Hispanic black
and Hispanic households are twice as likely to
experience food insecurity than their Cauca-
sian counterparts [31]. According to the 2015
National Health and Nutrition Examination Sur-
vey (NHANES), non-Hispanic black and Hispanic
children are also more likely to have untreated
caries than their counterparts [19].

The impacts of poverty, food insecurity, and
race/ethnicity on oral health do not occur in
silos. As observed by Dr. Michael Monopoali,
former President of the American Association
of Public Health Dentistry and current Execu-
tive Director of Grant Strategy at DentaQuest
Partnership for Oral Health Advancement, “All
of these structural barriers together affect a
chance at robust nutrition and oral health.” If
dentists are not well enough equipped with the
skills to apply an awareness of nutrition’s im-
pact on oral health in the care they provide for
the general population, they will be at a loss to
holistically care for those who face greater risks
of poor oral health outcomes due to financial
barriers, food insecurity, and racial/ethnic dis-
crimination. Oral health practitioners should
therefore not only have knowledge of nutri-
tion’s influence on patient health but also the
ability to screen for food insecurity and connect
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patients to responsive services in their commu-
nities.

CURRENT STATE OF NUTRITION
IN DENTAL EDUCATION

According to Monopoli, “It all starts in dental
school.” Indeed, over the past three decades,
research on the critical role of nutrition in oral
health has led to a number of influential pub-
lications that aim to push the dental field into
a greater focus on diet and nutrition knowl-
edge among its students and professionals.
Two of the most notable publications are the
1995 Institute of Medicine (IOM) study titled
Dental Education at the Crossroads [22] and
the 2000 U.S. Surgeon General's report, Oral
Health in America [1]. The IOM report was the
first of its kind to address the mission of den-
tal schools across many sectors and to provide
recommendations on dental school curricula
[24]. It was the first to state that poor dietary
choices impact oral health, with subsequent re-
ports calling for health care providers to utilize
nutrition counseling in their efforts to address
diet-related disease [23]. The 2000 Surgeon
General's report took the work of IOM a step
further. This report, which aimed to expand the
nation’s understanding of oral health as essen-
tial to general health and well-being, specifically
stated that diet and nutrition are critical factors
in the development and progression of oral dis-
ease [37].

The call for the recognition of the impact of nu-
trition on oral health has not gone unheeded
by the dental community. Several dental and
diet-related professional organizations—in-
cluding the American Dental Association (ADA),
the American Dental Hygienists Association
(ADHA), the American Academy of Pediatric

Dentistry (AAPD), and the Academy of Nutri-
tion and Dietetics—have published nutrition
guidelines for dental practice [13]. For instance,
in 2003, the Academy of Nutrition and Dietet-
ics [formerly the America Dietetic Association
(ADA)]— the world's largest organization of
food and nutrition professionals [2]—created
a position statement, saying, “It is the position
of the American Dietetic Association (ADA)
that nutrition is an integral component of oral
health. The ADA supports the integration of oral
health with nutrition services, education, and
research. Collaboration between dietetics and
dental professionals is recommended for oral
health promotion and disease prevention and
intervention” (Touger-Decker & Mobley, 2003,
p. 615). Following this statement, in 2015, the
American Dental Association (further referred
to as ADA) passed a resolution encouraging
dentists to remain current on the diet and nu-
trition counseling recommendations drafted by
the association [25] [12].

Another influential organization, especially as
it relates to dental education, is the American
Dental Education Association (ADEA). This or-
ganization represents the field of academic
dentistry and provides recommendations on
how dental education should be structured
and which competencies students entering the
dental profession should meet [13]. Of note,
nutrition took a prominent role in the ADEA's
2015 report, which listed nutrition counseling
as an essential skill for newly graduated den-
tists [13] [5].

Although dental associations have publicly rec-
ognized the role of diet and nutrition in oral
health, the educational standards and cre-
dentialing requirements of the field have not
followed suit. The Commission on Dental Ac-
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creditation (CODA) partners with the U.S. De-
partment of Education to determine the stan-
dards that dental schools and programs must
meet to be accredited [16]. Although dental
schools may opt out of accreditation, doing
so means they forfeit federal financial aid and
that their students face obstacles in applying to
advanced dental programs and obtaining pro-
fessional licensure [6]. Therefore, most dental
schools and programs in the U.S. work to meet
the standards required by CODA [16]. Howev-
er, they have no incentive to go beyond these
standards in the education provided to stu-
dents.

CODA currently does not list specific accredi-
tation standards that require dental schools to
provide nutrition education to their students
[13]. Although nutrition education is implied by
the requirement that students gain competen-
cy in applied biomedical knowledge as well as
health promotion and disease prevention, the
lack of specification around nutrition education
means that dental programs do not need to
provide nutrition training [13]. In contrast, den-
tal hygiene programs are required by CODA to
meet specific nutrition education requirements
in order to be accredited and are thus driven to
provide nutrition related training [13].

Similar gaps exist in dental licensing exams,
which can be key drivers of dental curricula.
The Joint Commission on National Dental Ex-
aminations (JCNDE) is charged with adminis-
tering licensing exams to dental students as
well as dental hygiene students [29]. Again, the
National Board Dental Examination (NBDE) for
dental students does not specifically cover nu-
trition; whereas, the National Board Dental Hy-
giene Examination (NBDHE) for dental hygiene
students does have specific questions related
to nutrition [30].

These differences in student examination and
accreditation requirements for dental and den-
tal hygiene programs demonstrate the belief
that dental hygienists, rather than dentists, are
responsible for providing patients with nutri-
tion care [13]. Although dental hygienists play
invaluable roles in oral health, research has
shown that a patient's experience with their
dentist has a particularly powerful impact on
their level of oral health literacy and use of den-
tal services [6]. Therefore, it remains critical that
dentists, in addition to dental hygienists, have
the knowledge to provide nutrition counseling
to their patients and have the opportunity to
apply counseling in their training.

Overall, there is a clear divide between what
dental associations like ADA and ADEA believe
are essential nutrition skills for students enter-
ing the dental profession and what accrediting
and credentialing bodies (CODA and JCNDE,
respectively) require dental schools to teach
their students and therefore, what students
believe is valuable to their education [14]. This
mismatch means that students are not being
asked to learn or tested on the nutrition knowl-
edge that their experienced dental colleagues
believe is valuable in practice. Because of the
lack of nutrition education in dental school ac-
creditation requirements, schools are not in-
centivized to teach their students about oral
health and nutrition. Similarly, because of the
lack of testing, dental students are not incentiv-
ized to recognize nutrition as their responsibili-
ty and its impact on their patients.

PRIMARY BARRIER TO
NUTRITION INCORPORATION
IN DENTAL EDUCATION—
CURRICULA AND TESTING
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There is agreement within the medical field
overall and the dental field specifically that nu-
trition education is needed in dentistry, even
within already full curricula and practices. In
fact, efforts to develop applied nutrition pro-
graming (i.e. screening, counseling, referring
to specialists) for dental students began in the
1960s [13]. Though there is agreement around
the need for nutrition programming, there is
disagreement on how it should be implement-
ed [23]. Perceptions of what qualifies as the ba-
sic nutrition content that should be provided to
students varies among institutions and there is
no consensus on what should be incorporated
into a dental nutrition course [23]. This has led
to gaps in adequate nutrition training for many
members of the dental community. These gaps
have prevented dental professionals from im-
plementing practices to address the connec-
tion between nutrition and oral health. The
ADEA once filled the role of providing curricu-
lar guidelines on nutrition for dental students
but later moved away from this role in favor of
allowing each school to set its own guidelines
[14]. This increased flexibility has led to essen-
tial aspects of dental education, like nutrition,
falling to the wayside at most dental institu-
tions.

Even among programs that provide nutrition
education, dentists are not adequately trained
in the components of applied nutrition need-
ed for practice. A study conducted by ADEA
in 2011 found that among 24 dental schools,
the mean number of hours spent on nutrition
education was approximately 16 hours (com-
pared to 47 among dental hygienists) with ap-
proximately 0 of those hours being from clin-
ical/applied training (compared to 9.3 among
hygienists) [13]. This lack of applied training is
especially concerning because nutrition is most
utilized in direct patient counseling, referring

to nutrition specialists, and in recognizing the
nutritional patterns/disorders that put patients
atincreased risk for poor oral health outcomes
[23]. The lack of applied nutrition training, even
in the presence of didactic teaching, leads to
gaps in knowledge of nutrition among dental
students that manifest as lack of confidence in
using nutrition-based interventions in practice
[23]. In fact, a study conducted by McKinney et,
al. found that only 1/3 of dentists feel confident
in providing nutrition counseling although the
majority had some nutrition education [20].

This lack of clinical/applied training and minimal
didactic training amongst dental students em-
phasizes the importance of testing and accredi-
tation standards in the field of dental education
[3]. As can be seen from the number of hours
spent in nutrition training in dental hygiene
programs compared to dental schools, when
a topic is on the licensing exam, it will receive
more emphasis in teaching. The same can be
said about accreditation requirements.

OTHER BARRIERS TO NUTRITION
INCORPORATION IN DENTAL
EDUCATION

Although accreditation and testing practices
are particularly critical barriers to adequately
incorporating nutrition into dental education,
other barriers to success must also be consid-
ered. One such barrier is the lack of qualified
nutrition instructors in dental schools. The
majority of dental nutrition curricula are taught
by biochemistry or basic science faculty [13]
with only 28% of programs reporting having a
registered dietician nutritionist (RDN) provide
any nutrition education [36]. As stated by Dr.
Carole Palmer, Professor Emeritus of Nutrition
and Oral Health Promotion at Tufts School of
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Dental Education, “Most people who teach [nu-
trition in dental schools] are not educators; they
are content specialists.” Because basic science
instructors are not able to convey the clinical
application of nutrition to oral health, students
will not see the value in learning it [13]. There-
fore, there is value in interprofessional collab-
oration between basic scientists and clinicians,
like Dr. Palmer, in educating students.

Unlike in medical school where the concept of
a physician nutrition specialist has been recog-
nized and dietitians play a role in medical care,
there is a lack of dietician dental specialists or
dentists with specialized training in nutrition
[36]. This lack of oral health and nutrition spe-
cific professionals not only leads to a deficit
in qualified instructors of nutrition in dental
programs but also a deficiency in dieticians on
dental teams—all the more reason why it is crit-
ical that dentists have an understanding of and
can utilize nutrition in their own practices [13].

As with many aspects of health care, time and
finances also serve as major barriers to the
successful incorporation of nutrition into den-
tal education. Many dental programs are calling
for student credit hours to be reduced due to
already crowded curricula. This forces adminis-
trators to prioritize what is perceived as “more
important” content—that which is necessary for
testing and accreditation—above “less import-
ant” content, such as nutrition [23]. This causes
the already insufficient amount of time spent
on nutrition education to be further reduced.
Additionally, there is a lack of funding for nu-
trition faculty, nutrition curricular development,
and evidence-based research on the effective-
ness of nutrition-based interventions in dental
practice [13]. Unlike the medical field where
programs have access to nutrition-based fund-

ing through the Nutrition Academic Award Pro-
gram, the dental field does not have a similar
source of funding [36].

Another critical barrier is the lack of reim-
bursement for dental nutrition counseling
and care by insurance companies [20]. In
2018, ADA recommended that U.S. states de-
velop oral health insurance plans that include
nutrition related care and develop well defined
guidelines that encourage reimbursement for
nutrition counseling [12]. However, many in-
surance companies still do not accept or re-
imburse for the dental billing code related to
nutritional counseling [20]. Although private
dental insurers are more likely to cover nutri-
tional counseling, this is not true across all pri-
vate insurers, and coverage is especially lacking
in public insurance [20]. Because most states
do not provide dental coverage for adults on
Medicaid, data on dental nutritional counsel-
ing within this population is often variable [10].
However, even among children, who generally
receive dental coverage under Medicaid, only 4
states reimbursed for pediatric dental nutrition
counseling in 2017 [4]. Sadly, as stated by Dr.
Monopoli, “Oral health is undervalued. If it were
valued, it would be paid for. There are hardly
any [insurance] programs that pay for it.”

RECOMMENDATIONS: THE WAY
FORWARD

There are many barriers to incorporating nutri-
tion into dental education and practice; howev-
er, with key initiatives, there is a path forward.
We recommend the following initiatives for the
dental field to overcome these barriers.

1. Clearly incorporate nutrition education
requirements into dental school accred-
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itation within the Commission on Dental
Accreditation (CODA) standards and the
Joint Commission on National Dental Exam-
inations (JCNDE) dental student licensing
examinations [14]—This recommendation
addresses two of the biggest barriers to in-
corporating nutrition into dental education
and practice and thus will have a particular-
ly important impact in driving change. Addi-
tionally, this recommendation is feasible as
it can be implemented internally within the
dental accrediting and credentialing bodies
without the need for involvement of other
entities outside the dental field.

The American Dental Education Association
(ADEA) and American Dental Association
(ADA) create clear curricular guidelines and
consensus statements on how the interplay
between nutrition, food insecurity, and oral
health should be incorporated into dental
education [13] —Current statements say
that dentists should recognize the role that
food security plays in oral health and nutri-
tion and advocate for the incorporation of
nutrition into dental education but do not
discuss methods of incorporation. These
statements and guidelines should not only
address the need for nutrition in dental
education but also discuss methods for
its incorporation in the dental student and
professional community. An added bene-
fit of this recommendation is that as more
guidelines and consensus statements are
created, accrediting and credentialing bod-
ies will be pushed to address nutrition in
their own work.

Dental professional bodies create and pro-
mote continuing nutrition education for
practicing dental professionals, especially
in regard to addressing issues of food inse-

curity—Many practicing dentists who have
completed their formal education continue
to feel inadequately trained in nutrition-
al aspects of dentistry, especially related
to food insecurity. In addition, there is a
lack of nutrition content in the continuing
education resources provided by the ADA
and other dental professional groups [9].
Therefore, guidelines and resources should
be created to support dental professionals.
They should include but not be limited to: a)
providing resources to patients regarding
the importance of nutrition in oral health;
b) screening patients for food insecuri-
ty and connecting food insecure patients
to appropriate nutrition resources; and <)
maintaining records of patients screening
positive for food insecurity, the resourc-
es recommended, and whether patients
are connected to resources. Furthermore,
guidelines should encourage practicing
dentists to partner with communities in ad-
dressing the structural and systemic pro-
cesses that lead to inequities in food secu-
rity and access to oral health care.

Insurers adequately reimburse nutrition
services within dental payment systems
—This recommendation is critical to the in-
corporation of nutrition services into dental
practice. As stated by Dr. Palmer, “If you get
paid for something, you'll do it.” Reimburse-
ment for nutrition counseling should there-
fore focus on improvements within the cur-
rent payment system while also looking to
future payment models by:

Adequately reimbursing nutrition ser-
vices within current fee-for-service
(FFS) dental payment systems, and

Considering value-based payment
systems as a way to incentivize den-
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tists to incorporate nutrition counsel-
ing into their services while providing
adequate reimbursement. Unlike FFS,
which pays clinicians based on the
number and type of procedures they
perform, value-based models reim-
burse clinicians based on the quality,
rather than volume, of care provided
[38]. Because value-based care em-
phasizes preventive oral health man-
agement and nutrition counseling is
a form of high-value, preventive care,
shifting towards value-based models
could promote the provision of nutri-
tion services within the dental profes-
sion.

interdisciplinary ~ collaboration
around nutrition and patient care—As dis-
cussed, there is a synergistic relationship
between oral health, physical health, and
nutrition. Interdisciplinary education and
practice allow dental students to under-
stand the roles of other medical colleagues
regarding nutrition and how all professions
work together to care for the whole patient
[23]. In fact, at some dental schools, inter-
disciplinary collaboration allows dental stu-
dents to be taught alongside nutrition stu-
dents and to learn from nutrition initiatives
and best practices already undertaken in
medical education [14].

Dental schools appoint at least one faculty
member trained in nutrition (registered di-
etician nutritionist or dentist) to guide the
development of nutrition curricula [36] —
Curricula guided by faculty with nutritional
knowledge will allow students to better un-
derstand the value of nutrition and how it is
utilized by practicing clinicians.

CONCLUSION

Dentists have the potential to play a key role
in the prevention and mitigation of oral and
systemic disease through nutrition screening,
counseling, and referral to appropriate services.
However, the systems that train and license
dentists have not fostered an environment in
which this can be accomplished. Key barriers
preventing nutrition from becoming an essen-
tial part of dental student education include the
lack of nutrition components in dental school
accreditation and dental student licensing ex-
ams, lack of qualified nutrition instructors in
dental schools, and lack of reimbursement for
nutrition counseling in dental practice. Over-
coming these barriers are important for the
health of all patients, but especially for those
who come from under-resourced communities
and face challenges including food insecurity
and inadequate access to dental care.

In order to change the oral health landscape,
action must be taken both by the field of den-
tistry as a whole and by individual profession-
als. We recommend actions including creating
clear guidelines for incorporating applied nutri-
tion education into dental school curricula as
well as in the accreditation process for dental
schools and licensing examinations for den-
tal students, developing continuing education
guidelines and resources for dental practi-
tioners, and adequately reimbursing dentists
for nutrition counseling services with an in-
creased focus on value-based dental care.

As the novel coronavirus continues to impact
us today and reshape our tomorrows, the in-
equities that face those who are already mar-
ginalized will continue to grow. Furthermore,
those who were previously secure will face new
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uncertainties. The understanding of nutrition
and its interplay with oral health will be more
important to dentists than ever before as more
people face challenges of food insecurity and
diminished access to dental care. Dentists now
have the opportunity to lead the future of nu-
trition in oral health. With the appropriate ed-
ucational foundation and financial incentives,
the investment in nutrition counseling made
by dentists can improve the oral and physical
health of many communities now and for gen-
erations to come.
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