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CHAPTER I 

INTRODUCTION 

There are many factors that contribute to a child's health care and overall well 

being. Optimal mental and physical health must be nurtured and sustained throughout a 

child's lifetime. This can be done through regular check ups, a healthy mental and 

physical environment, and genuine love and care for a child. Some may think that it is a 

family's responsibility to care for its own and if that family cannot provide the proper 

care then they will have to do without. However, that attitude simply does not show 

justice for our helpless children. Children are a society's most vulnerable component. 

They cannot determine their health needs nor do they have the means to pursue and 

secure their own care when a responsible guardian is not doing it for them. In this way 

children depend on us as a society to care for them. Society must find ways in which to 

allocate health services to all. In the short run, children need our care, but we must also 

realize that in the future we will need them to have good health as adults for our common 

care and welfare as a nation (Childress, 2001). Therefore, as a society we need to ensure 

that the health needs are met for all children. There are many factors that contribute to a 

child's overall health, but for this purpose I am going to focus on the oral health care of 

children and their need for preventive dental care. Basic oral care is what will be 

emphasized, including preventive measures for sound teeth, oral disease prevention, and 

maintenance of good oral hygiene. In our society there are many children that do not 

benefit fi-om our health system due to certain lifestyle conditions, and those children must 

face a variety of physical and social obstacles. Lifestyle conditions characteristic of those 

who do not receive dental care are those that include a low-income, are of minority status 



and live in inner cities or rural areas. Children may develop oral diseases and face 

hardships when put in social settings. I believe this is an unfair trend that needs to be 

acknowledged and changed. I will begin by discussing the populations of children that 

are least likely to receive oral heath care by interpreting the socioeconomic status, 

culture, and demographics of these populations. Then I will discuss oral health 

conditions in children that occur when preventive care and proper treatment is not given. 

There are also social conditions that a child must endure when they do not have adequate 

oral hygiene. I will examine these various conditions and how they relate to oral care. 

Lastly, I will share some of the awareness programs that are dealing with the lack of 

children's dental care and what services they are providing to improve it. 



CHAPTER II 

DISADVANTAGED POPULATIONS 

In the United States there are certain social, cultural, and demographic 

populations that are put at a disadvantage when it comes to receiving oral health care. 

Tooth decay and other oral health problems are highly correlated with low income, 

limited education and social disadvantage (Edelstein, 2000). Our society is access based; 

for example, if one does not have the means, because of job opportunities, ethnicity, or 

geographical location, then they may or may not receive a service that is regularly offered 

to others. It is because of these prejudices that too many of our American children do not 

have proper dental care. 

2.1 Socioeconomic Status (SES) 

Excluding the perception that it is not needed, the most common barrier to not 

receiving dental care is the inability to pay (Strickland, 1996). It is assumed that 

socioeconomic status is an important predictor of a child's dental health. Children fi-om 

low-income families are less likely than children fi"om high-income families to have 

access to dental services (Gillcrist, 2001). Without dental care children's health and 

social well being are jeopardized. A child with a low-SES is denied so many 

opportunities throughout life that his higher-SES peers have, but fortunately most of 

these do not put the child at risk. It is when a child's health is in danger, due to the lack 

of funds to go towards treating the child that he is at disadvantage. Dental care should 

not be a burden in children's lives because they cannot afford for the services of a 

professional. Unfortunately, but understandably, dental services come at a high price; 

however, they are sometimes out of reach for those who have limited means and other 



obligations to fulfill. Even with options such as insurance and Medicaid that help pay for 

these dental services they are still often unattainable. 

2.1.1 Insurance 

Children fi"om low-income families are less likely to have dental insurance as 

well. The jobs that the parents of most low-income families usually have do not offer 

medical insurance plans and furthermore do not have dental insurance plans. It is 

estimated that 108 million Americans lack dental insurance (Satcher, 2002). This number 

is significantly higher than the amount of Americans without health insurance. Dental 

needs can be just as inhibiting as medical needs in the long-run; therefore, more 

insurance plans that contain dental coverage need to be implemented. Uninsured children 

are 2.5 times less likely to receive dental care than insured children, but are three times as 

likely to have dental needs because of years of unattended oral hygiene (Satcher, 2002). 

In one study 49 percent of low-SES children had oral treatment needs compared to that of 

34 percent for medium-SES children and 26 percent of high-SES children (Gillcrist, 

2001). This higher percentage of dental needs could also be caused from abnormal 

environments that will be discussed further. 

2.1.2 Medicaid 

However, many families without insurance think they can be supported by 

Medicaid. Unfortunately, there are also barriers to establishing Medicaid eligibility. The 

Medicaid program is the nation's public health insurance program for low-income 

Americans (Milgrom,1999). It currently finances health services for 47 million 

Americans, and 24 million of those are children (Milgrom,1999). But if there are 108 

million Americans without dental insurance, what happens to the other 61 million people 



without any dental coverage at all? Only an estimated 0.5 percent of Medicaid 

expenditures fund children's dental care (Gillcrist, 2001). Expenditures by Medicaid 

reach far fewer children with access to dental care than children with access to medical 

care (Edelstein, 2000). Some of these people that are not covered by Medicaid lack 

awareness of the agencies and programs available that offer Medicaid, or they lack a 

telephone or transportation that would assist in gaining the information for Medicaid, or 

they might just have functional illiteracy (Strickland, 1996). After getting past these 

barriers, a low-income family should then be able to receive Medicaid with no problems. 

But that is not the case. There are very strict criteria one must meet to be eligible for 

Medicaid. Often families make too much money for Medicaid but too little for insurance 

(Strickland, 1996). These are the families that are left without any dental coverage and 

must try to pay the cost of dental care on their own. This is impossible for many families 

to try to budget, even those who have a moderate socioeconomic status. It is often the 

families that are unable to gain access to the programs that are the ones eligible for 

Medicaid. They do not have a way to get to the office where they may fill out 

applications or they do not know how to find out where to go to apply. For those few 

who actually gain access and become eligible for Medicaid, there are still further 

obstacles to receiving health care services. There are limited offices that serve Medicaid 

patients, and those offices that do provide their services are often impossible for low-

income Americans to get appointments because of high demand and low appointment 

availability. Most often, individuals are unable to fmd information on where the 

Medicaid eligible services are rendered. Alternatively, the offices are so far and few that 

they can not get to them. 



We need to have an understanding of what children's medical needs are in order 

to improve our Nation's service-delivery system (Ireys, 2001). By finding out what is 

important to the families and understanding that all aspects of a child's needs are 

interconnected, such as medical, dental, social and educational needs, we can improve 

their overall health care access. Another strategy for eliminating these economic barriers 

is to increase reimbursements for private and public dentists which will in turn improve 

access (Gillcrist, 2001). Dentists provide about $390 million a year in care to low-

income individuals for which they are not reimbursed (Manski, 2001). At this point, the 

government should step in and help fund the dental offices so those dentists can continue 

to provide this "free-care." While these dentists do much for the low-income 

communities there are still too many persons unable to receive the necessary dental care 

(Manski, 2001). Also, these suggestions alone are not enough to ensure adequate dental 

care for all children. There are many other factors that can contribute to ending this 

epidemic of poor dental access in America. 

2.1.3 Other Obligations 

The poor have limited time and access when it comes to obtaining dental services. 

Low-income jobs are generally less flexible in allowing employees to leave the office for 

an hour for a dentist appointment. Even more restrictive is the time involved for a parent 

to be able to take off work, pick their children up from school, and make it to an 

appointment. Taking off from a job for these parents usually means a loss in pay which 

is not a sacrifice most of these families can afford to make. Other time constraints low-

SES populations must face are extended waiting periods for an appointment as well as 

spending longer time in the office before being seen (Craft-Rosenberg, 2000). When the 



sacrifice is made to give up time at work and therefore money, priority is not given to 

preventive dentist appointments. Priority is made when the child is sick and needs to see 

a medical doctor (Strickland, 1996). For these reasons, the government should do more 

to enforce laws that allow parents to take time off work, with pay, so that they are better 

able to take children to all necessary health appointments. 

2.2 Race 

Some barriers to a lack of dental service can be removed and improved, but others are 

fixed and determined factors. It has been evident that race is an indicator of poor oral 

health. Although there are several other factors that contribute to these findings, such as 

socioeconomic status and location, it is still overwhelmingly true that minorities have 

poorer oral conditions. One study says that African Americans are significantly more 

likely to have cavities than any other population (Waldman, 2002). Another study that 

compares non-Hispanic whites, non-Hispanic blacks, and Hispanics in three different 

levels of incomes show that in all categories preventive dental services are significantly 

lower, almost by half, for the non-Hispanic blacks and Hispanics than that of whites 

(Watson, 2001). There could be several explanations for these findings such as education 

and language barriers, but the fact that race is tied to socioeconomic status is the main 

reason for the lack of dental care among minorities. It is shown that minorities have 

significantly lower incomes than whites. Minorities are faced with low incomes because 

of prejudices that decrease life chances. One study in con^aring whites to African 

Americans, shows that African Americans are approximately half as likely to attend 

college and have more than double the unemployment rate as white Americans. Their 

median income is only slightly more than half that of white's and have an unemployment 



rate that is three times larger (Dalaker, 2001). Since minorities have only recently 

obtained equality in America there are still several barriers that they must overcome to be 

able to receive complete equal status as far as incomes and job opportunities. As a result 

race is a direct carrier of socioeconomic status. 

2.3 Demographics 

Besides income and ethnicity, the mere address of a child's home could contribute to 

their poor oral care. The two most obvious areas that lack access to dental services are 

the inner cities and rural areas. 

2.3.1 Inner cities 

The studies that are conducted in inner cities are done so because the cities are 

predominately disadvantaged Hispanic or African-American populations. I have already 

discussed how minorities in general are affected, but they are also at a greater 

disadvantage when they live in cities where much of the population is composed of 

minority and poverty levels. The inner cities I will address are some communities of 

Northern Manhattan that include Central and East Harlem, and Washington-Heights. 

These communities are identified as Dental Health Manpower Shortage Areas by the 

Bureau of Shortage Designation of the Health Resources Services Administration of the 

Department of Heath and Human Services (Albert, 2002). This means that the 

communities do not have enough dental access in order for the people to be able to 

receive proper treatment. There are not enough service providers that are willing to work 

in these areas. One evident reason that dental care providers are hesitant to offer business 

in these areas is because they are less likely to get paid due to the extreme poverty levels 

and lack of insurance of the population. In Northern Manhattan 34 percent of the 



population is living at or below the federal poverty level (Albert, 2002). It is known that 

these areas tend to be more dangerous than other metropolitan cities and health care 

providers are not likely to work in an area that could risk their lives. In a study on 3 to 4 

year olds it is shown that the children in Northern Manhattan had significantly more 

decayed teeth and fewer filled teeth than the U.S. total population and comparable cavity 

rates to the total minority population. However, compared to the total minority 

population, the children of Northern Manhattan were less likely to receive treatment for 

the decay (Albert, 2002). Therefore, it is critical to overcome the barriers that inhibit 

preventive dentistry and access to care so that the oral health of the children in these 

disadvantaged urban populations can become a priority for families. 

2.3.2 Rural areas 

Rural areas are another geographical region with an uneven and/or disadvantaged 

distribution of dental care. Twenty percent of the population in the United States inhabits 

rural areas (Waldman, 2002). There are many differences regarding the dental health 

care of children between urban and rural populations. First, there are health risks such as 

adolescents smoking. Studies show that adolescents living in rural counties are more 

likely to smoke than those who live in large metropolitan areas (Waldman, 2002). 

Smoking poses many risks to the body, but it also leads to many oral diseases. There 

may be a lack of education concerning the health risks of smoking to rural adolescents, 

whereas urban counties advertise the associated risks to us on billboards, television, and 

radio. Second, there are more dental health care providers in relation to the population in 

urban counties than in the rural counties (Waldman, 2002). Overall, urban areas have 

two times as many physicians per capita as in urban areas (Strickland, 1996). As for 



pediatric dentists, there are even fewer of these professionals available in rural areas 

(Waldman, 2002). Most likely, children of rural areas go to a general dentist if they go at 

all and do not have the option of seeing a specialist that may be more appropriate for the 

children's special needs. Unlike the reason for the inner city disparity, there are less 

dental professionals in rural counties, because dentists are primarily concerned with 

having access to urban amenities (Waldman, 2002). It would be more reasonable for 

dentists to live with city life attributes as well as where there are more patients. In 

addition, rural individuals are less likely to receive preventive dental screenings than are 

urban individuals (Strickland, 1996). This could be due to the low availability of dentists 

in rural areas, or because of the lifestyle ideology of rural individuals. Rural people tend 

to believe that as long as they are able to perform their daily functions without serious 

impairment then they are healthy, and therefore preventive care is usually not sought 

and/or is given low priority (Strickland, 1996). Most rural residents only visit a dentist if 

they are experiencing major pain or problems. To help eliminate these problems and 

provide more awareness to both parents and children, education about proper oral care 

needs to be brought into all areas of the United States. 
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CHAPTER III 

ORAL DISEASES IN CHILDREN 

Now that we know who is mostly susceptible and why these certain children are 

not able to receive dental care, I will continue discussing some of the oral health issues 

that follow. Preventive dental care is important for children, because it helps monitor 

oral health and prevent oral disease before it occurs. This, in turn, helps conquer all 

disease (Edelstein, 2000). Good oral care is essential to maintain overall health because 

certain oral infections can lead to other infections in the body (Satcher, 2002). In order to 

have adequate oral care one must start early. The American Academy of Pediatric 

Dentistry guidelines recommend that preventive dental procedures should begin in the 

first year of Hfe and continue every six months (Grembowski, 2000). By taking care of a 

child's oral hygiene at this stage in life, further oral diseases can be prevented. The 

conditions that can arise from not receiving preventive dental treatment are early 

childhood caries, tooth decay, gingivitis, periodontitis, and others. 

3.1 Earlv Childhood Caries (ECC) 

Early childhood caries, also known as baby bottle tooth decay, are uncontrolled 

caries in the primary teeth or "baby teeth" of infants and toddlers (Self, 1999). Caries are 

more commonly known as cavities but for this purpose the more scientific term will be 

applied. They are caused by frequent and prolonged exposure of a child's teeth to 

carbohydrates, particularly sugar in milk, juice or formula (Self, 1999). It is called baby 

bottle tooth decay because the decaying teeth are often caused by putting an infant to bed 

with a bottle containing a sugary liquid. The liquid flows around the teeth, and the 

bacteria Streptococcus mutans that are present in the child's mouth turn the sugar into 
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acid that then cause the decay (Edelstein, 1998). The baby can obtain the mentioned 

bacteria from its mother through oral contact. Photographs depicting early childhood 

caries show they look like rotten teeth. Some of the teeth in the child's mouth are 

completely black, and some are decayed so much that there is barely any of the tooth 

remaining. Most cases of ECC are preventable, but early detection is needed to stop or 

prevent fiirther development of this disease. However, ECC is most prevalent in low 

income and minority children because of barriers that restrict these groups of individuals 

from receiving preventive dental care (Edelstein, 1998). Five to 10 percent of the total 

population of young children in America have ECC. However this figure doubles for 

children of low-income families and increases to 43 percent of children in American 

Indian populations (Edelstein, 1998). 

3.1.1 Costs of ECC 

There are several other problems that occur when a child has early childhood 

caries. They include health as well as monetary costs that affect the child. All of these 

facts listed come from a publication by Amy Self at the National Maternal and Child Oral 

Health Resource Center in 1999: 

• ECC increases the risk for future dental caries. 
• A child with ECC usually weighs less than their peers because of poor eating 

habits. 
• A child may have poor nutrition, speech problems and socialization problems 

because of self-esteem issues. 
• Treatment of ECC requires much corrective work for the child's teeth. 
• The cost to treat ECC is usually about $1,500 per child. If general anesthesia 

is used, it can cost an extra $6,000. 

This disease is one that causes pain and embarrassment on a child and financially burdens 

their family. 
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3.1.2 Prevention of ECC 

One preventive method of ECC a parent can take is to schedule a child's first 

dental appointment by 12 months of age (Acs, 1999). However, this is not an option for 

most of the populations that tend to have ECC more frequently because of access 

barriers. As mentioned previously, populations such as low-SES families, minorities, and 

those who live in rural or inner cities are the ones with the least access and thus greater 

ECC rates. Therefore, Amy Self has made a list of prevention methods parents and 

caregivers can do to eliminate the risks of ECC in a publication by the National Maternal 

and Child Oral Health Resource Center: 

• Do not put a child to bed with a bottle that contains sugary liquids. 
• Encourage the child to make the transition from a bottle to a cup by the age of 

12 months. 
• Give fluoride supplements at 6 months if there is not an adequate amount in 

the drinking water. 
• At the first eruption of a tooth until age 2, clean the child's teeth with a small 

toothbrush or moist cloth. 
• For children ages 2 to 6, brush their teeth with a very small amount of 

fluoridated toothpaste. 
• Encourage other family members to maintain good oral hygiene so that they 

can reduce the bacteria that gets passed to the child. 

3.2 Other Oral Diseases 

There are other oral diseases and infections that can occur in children. These 

diseases do not occur as early in life as the ECC. These occur primarily when the child 

develops his or her permanent teeth. Oral diseases that occur in permanent teeth can be 

threatening to ones health as well as lead to long term oral problems. 

3.2.1 Dental Caries in Permanent Teeth 

There are other forms of tooth decay that affect the child's permanent teeth. 

These dental caries are also a problem for children with little or no access to dental care. 

13 



Surveys have shown that dental caries have affected 80 percent of the pediatric 

population by the age of 17 (Albert, 2002). The high percentage of cases could be 

attributed to the fact that they have never been to the dentist. In the instance that a child 

has never been to the dentist, they are not likely to know that they have dental decay and 

even less likely to have fillings that help stop the decay which then lead to more serious 

infections that can further jeopardize their health. This is yet another reason why we as a 

society should find ways to increase dental access to underserved children. The causes of 

these types of caries are also from the daily consumption of sweets and a child's late 

bedtime which can easily be reversed (Mattila, 2001). These are some ways that a child 

can reduce caries on a daily basis: 

• Improving a child's dietary habits, that does not include a large amount of 

sweets. 

• Reduce the intake of juices or other sugary liquids near bedtime. 

• Develop the child's understanding of dental hygiene by encouraging them to 

brush their teeth twice a day. 

Tooth decay is the most prevalent preventable chronic disease of childhood, and not 

administering the necessary prevention in this case is a lack of concern to attend to a 

child's basic needs. 

3.2.2 Gingivitis 

Gingivitis is the first stage of periodontal disease that causes gum tissue to swell, 

turn red and bleed easily (Ramberg,1994). It is caused by several species of bacteria that 

can reside in the mouth and the gum tissues reaction to these bacteria (Bimstein, 1999). 

Reports show that there is an age-related tendency in the development of gingivitis 
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(Bimstein, 1999). Clearly gingivitis is more common in adults than children, but there 

have been several cases in which children have developed gingivitis (Ramberg, 1994). 

This age-related tendency is associated with the organisms present in a child's mouth and 

hormonal influence. Studies show that children are more likely to develop gingival 

inflammation during puberty because of the reactions of the microbiota of dental plaque 

with the increased availability of sex hormones in the dental fluid (Bimstein, 1999). The 

reaction causes increased blood circulation to the gums which then causes the teenagers 

gums to become sensitive, swollen, red, and to bleed frequently (Ramberg, 1994). 

Sensitive gums can intensify irritation of any kind such as extreme hot or cold 

substances, rough textured food particles and plaque. A teen has enough self-esteem 

obstacles to face growing up and having a gum disease hinders positive self-esteem-

While microorganisms play a key role in the development of this disease, gingivitis is 

often caused by poor oral hygiene, and is reversible with professional treatment and 

proper oral home care (Ramberg, 1994). 

3.2.3 Periodontitis 

Periodontitis is the advanced form of gum disease. It occurs when plaque goes 

below the gum line, allowing the bacteria in the plaque to irritate the gums, and the toxins 

from the bacteria cause a chronic inflammatory response (Peretz, 1996). This process 

can destroy teeth and gum tissues if untreated. There are two types of periodontitis that 

occur in adolescents. They are: Localized and generalized periodontitis (Peretz, 1996). 

Localized periodontitis is found in teenagers and young adults and is 
characterized by the severe loss of alveolar bone, which is below the tooth. 
Generalized periodontitis may begin around puberty, is characterized by gum 
inflammation and heavy amounts of plaque and calculus, and can eventually 
cause the teeth to become loose. (Peretz, 1996) 
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There are some conditions that cause children to be more susceptible to periodontal 

disease. When a child has a systemic disease such as diabetes, Down's syndrome or 

leukemia, they have a 10 percent more chance of having periodontitis (Bimstein, 1999). 

In a publication on children's oral health, the American Academy of Periodontology gives 

four signs that can alert one of periodontal disease in a child: 

1. Bleeding gums at any time 
2. Puffmess of gums, meaning they are swollen and red 
3. Receding gum line away from the tooth, where sometimes the root may show 

4. Constant bad breath even after brushing 

These facts show that there are many oral diseases a child may endure; thankfully 

they are all preventable and/or treatable. However, there are still the statistics that prove 

oral disease is a problem for our youth in America. These painful and embarrassing 

diseases in children present the need for more education about oral hygiene to families 

and the need for easier access to dental facilities. Both education and access will 

decrease the risk of a child developing these oral diseases. Not only are the oral diseases 

physically hindering to a child, but children's developmental processes throughout 

infancy, childhood and adolescence are vulnerable to untreated diseases (Mouradian, 

2001). This will be discussed in the following chapter by examining the social 

consequences a child undergoes throughout his life from poor oral health and hygiene. 

16 



CHAPTER IV 

SOCIAL INADEQUACIES 

Insufficient dental and oral care can cause not only pain, suffering, and major 

dental and oral problems, but can also create social problems throughout a child's life. 

Children's lives on average consist of going to school, being involved in sports or other 

activities, playing with friends, and concentrating on succeeding in whatever they do. 

One's self-esteem and acceptance is crucial to all of these activities. It is hard to fathom 

that the lack of dental care can cause such a difficult obstacle to overcome in happily 

performing these normal, daily functions. Many Americans are not aware of this fact, but 

too many disadvantaged parents and children are. Awareness of these burdens is one 

key factor to eliciting change by soliciting for better dental service for children. 

4.1 Learning is Restricted 

An estimated 51 million school hours per year are missed because of dental 

related illness, as well as, 1,611,000 school days missed by students in 1996 because of 

acute dental problems (Acs, 1999). These figures do not differentiate between the 

children that were actually able to go to the dentist and the children that simply had to 

stay home in pain because they cannot afford dental care. However, it is noted that 

children from low-income families had to miss 12 times as many days of school as 

children from high-income families due to a dental illness (Acs, 1999). Therefore, not 

only do underprivileged kids have higher rates of dental disease and a lack of access to 

health care services, but their public education is lessened as well. The government 

provides a public education to the disadvantaged population, as they do for most of 

America's children. But it is hard for this particular group of people to take full 
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advantage of the opportunity with other burdens that prohibit that access, such as the 

burden of missing a lot of school due to oral pain. From this point of view it is more 

cost-effective for the government to make sure that every child has access to oral health 

services. If all children had regular dental treatment, attendance would improve, thus 

improving funding for the schools. Furthermore, if a child is sick or in pain from the 

absence of dental care, then they cannot compete as equals among their peers. This does 

not represent a society that is committed to equality of opportunity for children 

(Childress, 2001). America seems to pride itself on the value of equal opportunity in our 

political culture, but so many situations of inequality are overlooked. If our society does 

want all children to grow up with fair opportunities, one easy way to better the chances of 

this is to find ways to provide dental care that sustains all children. 

As we all know, children do have a tendency to miss school even when they are 

not truly sick. They may pretend to be sick so that they can miss school for various 

reasons, like, having a test they have not studied for or a homework assignment they have 

not completed, being too tired, or for a reason that is less obvious to the parent - they are 

embarrassed by their appearance. There have been comical scenes on television of 

teenagers missing school because of a pimple or a bad hair cut but rarely does the public 

think a child might miss school over something as permanent as teeth. A chipped tooth, 

crooked teeth, discolored teeth, etc., are cosmetic related issues that society has linked to 

an unattractive appearance. Many American children can get a cap on their chipped 

tooth, or braces, or even teeth whitening. However, these are all extra expenses that must 

be budgeted even for high-income families. In a "teens" sensitive age, these issues are 

extremely crucial to their self-esteem. Missing school for any reason results in a child's 
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decreased performance in class. They are likely to miss an assignment, quiz, or 

important lesson that is not easily made up. They will fall behind in their schoolwork and 

will not be on the same level of learning as the others in class. Children that do not have 

the option to miss school because of child-care barriers or other reasons must attend and 

perform in school with oral pain or embarrassment that can affect their learning. For 

some, oral pain can be so bad that they cannot concentrate on lessons, are unable to 

complete homework, or perform poorly on tests (Childress, 2000). Teachers may have 

difficulties in recognizing that a child's behaviors such as - anxiety, fatigue, irritability, 

depression and withdrawal from normal activities - are due to a dental problem 

(Acs, 1999). As a result of this a child might be wrongly diagnosed or judged with other 

learning disabilities, such as being "slow" or having disorders like Attention Deficit 

Disorder (ADD). The extreme result of a child's learning being interrupted by dental 

issues could be failed classes, or even further, a child may drop out of school because of 

repeated failure. Society as a whole is burdened by unsuccessful youths. Society may 

have to endure an increase in substance abuse, crime rates or welfare populations when 

children do not succeed and ultimately drop out of school. 

4.2 Self-esteem 

As with many tribulations a child must experience throughout life, poor dental 

health can have a negative impact on their self-esteem. As mentioned previously the 

appearance of unattractive teeth can influence ones self-image. Because of superficial 

attitudes sown by society on appearances, poor and underprivileged kids reap the 

consequences. These kids do not have the funds or means to receive cosmetic dental 

surgeries or appliances. So they must suffer being teased about their awkward looks. 
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The loss of social acceptance because of a child's appearance is prevalent among poor 

children (Childress, 2001). Other than materialistic dental needs, the consequences of 

pain caused by ones oral health can affect a child's self-esteem as well. When a child has 

oral pain they withdraw from normal activities such as sports, playing with classmates, or 

other group activities. This leads to exclusion by peers in which children feel left out and 

unaccepted. This can have a negative impact on a child's socialization skills and reduce 

their confidence in social settings. When a child fails at school it not only affects their 

future but their self-esteem as well. They are segregated at school, which again leads to 

exclusion. Also they get frustrated when they are having trouble completing or 

understanding lessons which leads many to give up and lose a sense of self-worth. Self-

confidence and a high esteem are so valuable to a child's life that the presence or lack of 

either can mold a personality that will cast a shadow on one's outlook on life. 

4.3 Limited Activities 

In the previous section I touched upon some of the activities in which children are 

limited to participate. Some examples of these activities are a basketball or baseball 

game, a simple game of tag on the playground, or school organizations such as student 

council, choir or theater. Oral care is one cause of this unfortunate reality for a couple of 

reasons. They may limit themselves from these pastimes because their oral discomfort 

does not allow them to be able to perform as well as the others. Oral pain can be so 

devastating to a child that they cannot concentrate on learning rules to a game or perform 

skills that it takes to speak or play in a certain setting. This pain can be so unbearable 

that they cannot focus on anything else. Knowing that a simple yearly visit to the dentist 

could help or prevent this tragic pain and loss of involvement by students is heart 
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breaking. Another reason oral care restricts our youth from being involved is a lack of 

confidence. Some oral problems cause difficulty in a child's speech, so that a child will 

not want to be in an organization that requires leadership or other communication skills. 

Also if a child looks different than their peers his confidence within himself is lowered 

and he will therefore not participate with other children. This type of barrier can be 

caused by their peers' teasing, or because they think of themselves as an outcast. Leaders 

arise from being involved. Who knows how many undiscovered leaders did not reach 

their potential due to lack of confidence in their appearance. 

There is more to the lack of dental care for children than the obvious health risks. 

Their learning, self-esteem, and active involvement with others are debilitated. In the end 

it is the children's well being and opportunities that are hindered, if they are poor and 

have a lack of access to dental care. Therefore, a child's quality of life is diminished 

without proper dental services. 
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CHAPTER V 

PROGRAMS THAT HELP 

There are obviously many problems that arise for children unable to receive 

proper oral health care. Therefore, many programs have been implemented or are in the 

process of being passed to try to make dental care available to all children. These 

programs consist of education about oral care and providing dental services to 

underserved kids. 

5.1 Education in schools 

One of the most common programs is the education of dental hygiene in schools. 

This education program has been on-going for many years, and will continue to be a part 

of children's education curriculum as long as it is successful. The program is designed to 

educate children on how to take proper care of their teeth. It is presented to students in a 

fun and exciting manner as to influence kids to perform better oral hygiene and want to 

brush their teeth. By implementing this program children learn the essentials of dental 

care at an early age and adopt these skills for use in their daily dental routine. The goal is 

to make sure that every school has a dental hygiene education program. The program 

consists of a dental hygienist or dental educator from the area that comes and teaches the 

children about dental care. This program is especially beneficial to underserved children 

because they are the population with a lack of knowledge about the importance of good 

dental hygiene. In some areas the educators are able to provide the students with sample 

toothpaste, toothbrush, and floss which encourages kids to go home and brush their teeth 

and have pride in their oral hygiene. This educational program has proven to leave a 

lasting impression on how children take care of their teeth. However, like every program 
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there is still room for improvement. Also, due to lack of funding in the areas with little 

access, these children are also less likely to receive the samples of dental care products 

where they are most needed. The program has not been implemented in every school in 

America because of lack of educators. It is important that more dental educators visit the 

schools with large populations of children that meet the profile of little or no dental care. 

The ultimate goal is to have dental hygiene educators in all schools. 

5.2 ABCD Program 

The Access to Baby and Child Dentistry (ABCD) program was implemented in 

1995 in Washington State. The program offers extended dental benefits to participating 

Medicaid enrolled children and higher fees paid to certified providers. The ABCD 

program was implemented to increase access to dental care for children from birth to age 

five in low-income families. The programs goals are to encourage early preventive 

dental visits by preschool children so that they do not develop further health risks, which 

may then lead to a fear of the dentist. A recent study showed that only one in five 

Medicaid eligible children in the United States had been to a dental office by the age of 

20. Several of these children are at risk for developing serious dental problems. At this 

stage, pain is a common factor in resolving the dental problem. Therefore, the 

development of fear is common among children that rarely go to the dentist. ABCD 

believes that if the number of children that are able to go to the dentist starting at a young 

age increases, then the fear will not develop and the result will be continued use of dental 

services. To encourage the utilization of this program they offer routine dental visits as 

well as extended benefits, like fillings and sealants, extra fluoride treatments and family 

oral health education. In order for children to continue use of the service, parents are 
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responsible for prompt and regular appointments. Because the program involves young 

children, the appointments are generally short and allow for more patients to be seen in 

one day. A child in the ABCD program is 7.2 times as likely to have at least one dental 

visit versus a Medicaid enrolled child not in the program. Local, state and federal taxes 

pay for the program, and the dentist are paid on a fee-for-service basis. The program 

allows the dentists involved to receive the maximum payment available from Medicaid as 

well as educating staff on how to reduce payment delays. Research concluded that the 

ABCD program successfully increased access for preschool children enrolled in 

Medicaid, as well as, reduced fear among families and increased parental knowledge and 

satisfaction of dental services. All of this information was obtained from an article by 

David Grembowski in the Journal of Public Health Reports (Grembowski, 2000). 

5.3 Community DentCare 

The Community DentCare is another program implemented to help make dental 

care available to all children. This program was established in Northern Manhattan in 

1995 by the Dental School at Columbia University, as a way to bring needed services to 

the community (Formicola, 1999). Principals from schools in Northern Manhattan were 

troubled when they discovered children with toothaches had no place for dental care 

(Formicola, 1999). It is from these reports that the University became aware of this need 

and implemented the program. Community DentCare deals with two main problems 

involving dental care in their community: 1. There are oral health inconsistencies due to 

low income and race, and 2. Minority communities do not have the proper establishments 

for preventive dental care. Preventive dental care, which includes dental check ups and 

regular cleanings, is the primary purpose of Community DentCare. The target population 

24 



for the program is 40,000 children living in the communities. These children are 

primarily minorities and from low-income families. The backbone of the plan is to 

provide dental care service in public schools, then have access available in other locations 

around the community for extra measures. Dental care would take place at in-school 

facilities. There is also a mobile dental unit that would be an extra source of prevention, 

fiirther improving access and providing education in dental care. The program also helps 

those that are eligible to enroll in Medicaid, so that they are able to help more children 

that do not have any insurance coverage at all. The partnerships that DentCare has 

developed with various institutions, such as dental schools, churches and hospitals, have 

played a big role in their success. These institutions help the project with funding, 

practitioner assistance, and space in the buildings to improve access. This program is just 

a start to reach out and improve access to dental care for children. Community DentCare 

has positively influenced the Manhattan Community and has made itself a role model for 

other communities. 

5.4 Other programs 

There are several other programs around the nation that aim towards helping 

children with access to needed dental care. There is not much information published on 

these because they are new and growing. One is the Peekskill Area Health Center's 

School-based Caries Preventive Program (Zabos, 2002). It was started to provide basic 

oral health care to low-SES children in public schools for no cost at all (Zabos, 2002). 

The schoolchildren of Peekskill had higher amounts of dental caries than in surrounding 

communities because of the lack of fluoridated water, and low rates of Medicaid 

participation by dentist. This program donates their services by having dental care 
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providers go to the schools in Peekskill and apply sealants to the children's dental caries 

which prevent further dental decay. Another program is headed by the Women, Infants 

and Children (WIC) Program and is fiinded by Healthy Start. This program"s objectives 

are to increase awareness about early childhood caries (ECC), educate health care 

providers to be more aware of ECC, educate parents or other guardians on good oral care 

for their children, and provide dental referrals for eligible children. The populations the 

program is directed towards are Healthy Start and WIC-eligible women and/or infants, 

and toddlers. This particular program is based in Pasco County and is a model program 

for other areas that need an ECC awareness program. Healthy People 2010 is a program 

that has future goals of health care and has objectives to achieve by 2010. For 2010 one 

of the main focuses of Healthy People is to eliminate oral health disparities in which all 

children can obtain oral health care (Lockwood, 2000). Another organization that is 

making efforts to raise awareness of the discrepancies in dental care for children is the 

National Center for Education in Maternal and Child Health. They have published 

several articles on oral diseases in children and on the lack of access to dental care. 

There is also the Oral Health Advisory Committee which develops and coordinates 

different methods of establishing better overall health care and services for the 

underserved as well as efforts to increase the legislation involved. 

There are several organizations that are aware of the problems associated with 

dental care in children, but they are not yet enough. The first step is to raise even more 

awareness among the public. Next, education for families, children and even health care 

providers on the dangers of not receiving preventive dental care is key. Finally, 
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implementing ways to administer and sustain good oral care will work towards 

alleviating this little known, but devastating problem in our society. 
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CHAPTER IV 

CONCLUSION 

Children's dental needs are all too often unmet. The populations of children that 

do not receive dental services are most often those of low-SES, minorities and those who 

live in geographically underserved areas. These children are at a high risk for developing 

many oral diseases, such as cavities, gingivitis, and periodontitis. These oral infections 

can lead to other health issues that may be more harmful to the child and in the long run 

cost more to treat. Children with out dental care not only suffer painful oral diseases but 

suffer from constant socialization issues. Such as being unable to learn and pay attention 

at school, being excluded from peers and suffering from a low self-image. Awareness 

programs are in the process of helping children receive more adequate dental care but 

there are still not enough to make it available to all children. 

Oral health care disparities among children are high and frequent. This 

inconsistent allocation of dental care is often over looked because it is assumed to be for 

appearance purposes. It is not well known that the lack of dental care is a major health 

care need especially for children in that the lack of can lead to extensive health problems. 

Children in general are vulnerable and therefore, present the need to be rendered dental 

care services without discrepancy. There is a societal obligation to ensure dental care for 

all children from a moral grounds argument. A child's well being, including self image, 

education and attitude, would be bettered if they were treated with dental care. To 

promote equal opportunity in our society there must be equal distribution of health care to 

all. This is an important value in American culture but is lacking delivery in the dental 

care department especially among children. There is much evidence that certain 
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populations of children are not receiving dental services. In the matter of justice for all. 

services that are provided to groups of adults should also be provided to children 

(Childress, 2001). There are particular segments of the adult population that are given 

extra care because of a certain status which are not given to children. These arguments 

should provide sympathy for children in that they are in a weak position to receive a fair 

quality of health care services. In a more selfish outlook on social obligation to provide 

dental care for children there are benefits to society. If all children are given proper 

dental care their health will be better in the future and in turn a healthy society produces 

more quality care takers in the long run. It is also more cost effective for a society to 

provide care when a person is young because there will be less health needs when they 

become adults. This saves the government and insurance company's money. All of these 

reasons to provide dental care to children to reduce the disproportions of who receives the 

services can be done in many ways. First of all there needs to be more insurance plans 

implemented, to businesses where the employees are of low incomes, that include dental 

coverage for the entire family. These employers should also provide leave with pay to 

allow for appointments to be made without the employee having discrepancies or 

priorities of which health service to choose. Medicaid guidelines should be changed to 

include a more reasonable proportion of the society to be eligible as well as increase the 

dental offices that serve Medicaid eligible people. Medicaid services can be utilized 

more if there is more information and more knowledge on how to receive the 

applications. For dentists that provide service to these low-income individuals at no cost, 

the government should provide reimbursement so that more service can be provided. 

Dentists should also be encouraged to provide services in the underserved areas. Lastly, 
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education is vital to increasing dental care among children. There needs to be extended 

education to dental care providers on the lack of access for children and what they can do 

to help, as well as further education to general dentist and health care providers on 

children's special oral needs. There needs to be education to the underserved 

populations on how to receive dental access for their children, how to care for their 

children's oral health without a dental professional, and the risks and consequences of not 

receiving dental care. There also needs to be education to general caregivers of children 

such as teachers about the needs of dental care for children and ways to promote care. 

Finally, the population with the least awareness is the general public. While there are 

numerous programs that are trying to provide access and awareness for children's dental 

care most of the American population does not realize the extensiveness of the problenx 

With more public outreach to society through awareness programs there can be a greater 

effort to provide the needed dental care to all children. Just like every cause funds and 

motivation are needed. These can be provided by the government as well as more 

organizational involvement to help. 

As a final thought, children are helpless individuals who are not always given 

proper care due to the lack of care by the responsible guardian or other barriers due to the 

child's status. Therefore the American society is responsible for ensuring their care. 

Children that must endure the lack of dental care have many associated problems. It is 

not only beneficial to the child to receive dental services, but society as a whole will 

benefit in the long run. Assured dental care to all children will be one more step to 

reducing disparities among the nations most vuhierable population. 
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