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THE SURGEON GENERAL’S
2000 report highlights existing
oral health disparities, shortages
of primary oral health care
providers in underserved areas,
and a decline in the proportion
of underrepresented minorities in
the dental professions.1 The need
to train clinically and culturally
competent primary oral health
practitioners who can work in an
integrated, multidisciplinary pri-
mary care setting is even more
urgent for underserved areas
with high rates of HIV/AIDS.2,3

Columbia University’s School of
Dental and Oral Surgery provides
clinical training in predominantly
minority and economically disad-
vantaged communities in north-
ern Manhattan in New York City.
The school developed a mobile

program to bring dental health
care services to community-
based organizations serving peo-
ple with HIV/AIDS.

THE WE CARE PROGRAM

On July 1, 1999, the WE
CARE program was opened to
HIV-positive clients attending 3
community-based organizations
in Harlem, Washington Heights,
and midtown Manhattan. The
targeted subpopulations in-
cluded African Americans,
Hispanics, low-income women
and children, homeless youths,
gay and lesbian clients, trans-
gendered individuals, and vic-
tims of past abuse. Between July
1999 and July 2000, WE
CARE served 283 patients;
73% were African American,
25% were Hispanic, and 2%
were White. Nearly half (46%)
were women. More than half of
WE CARE clients suffered from
comorbid conditions, including
substance use (53%), mental ill-
ness (24%), and tuberculosis
(22%). The age distribution was
as follows: 78% were between
the ages of 20 and 49 years,
16% were aged 50 years or
older, and 6% were younger
than 19 years.4

WE CARE consists of a mo-
bile dental team that emphasizes
prevention, early intervention,
and linkage to comprehensive
care. Personnel include the pro-
gram director, a primary care
dentist, a clinical coordinator, a
dental assistant, and primary
care postdoctoral trainees in gen-
eral dentistry. The team travels
to the sites to provide care 4
days a week. Portable equipment
is stationed at each site and in-
struments are sterilized at the
School of Dental and Oral
Surgery. 

Cultural competency training
is provided to all members of
the dental team to improve com-
munication between patients
and providers. Team members
are taught to identify barriers to
communication based on cul-
tural differences, to recognize
the components of culturally
competent provider behaviors,
and to be aware of ways in
which clinicians’ assumptions
and stereotyping can inhibit op-
timum delivery of services. The
training consists of multiple ses-
sions with interactive exercises
that include case studies, role-
playing sessions, and client and
provider presentations of per-
sonal experiences.

In spite of the direct referral system and family-centered model of pri-
mary oral health care linking medical and dental care providers, most HIV-
positive patients at the Columbia Presbyterian Medical Center received only
emergency and episodic dental care between 1993 and 1998. To improve
access to dental care for HIV/AIDS patients, a mobile program, called WE CARE,
was developed and colocated in community-based organizations serving
HIV-infected people. WE CARE provided preventive, early intervention, and
comprehensive oral health services to minorities, low-income women and
children, homeless youths, gays and lesbians, transgender individuals, and
victims of past abuse. More efforts to colocate dental services with HIV/AIDS
care at community-based organizations are urgently needed, however.
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DISCUSSION AND
EVALUATION

In June 2000, a focus group
of 10 WE CARE patients was
convened at one of the commu-
nity-based organizations. The
participants were male, 30 years
or older, and either African
American or Hispanic. Most
(90%) of the group reported no
regular use of primary dental
care services before WE CARE;
many indicated that it had been
more than 2 years since their last
dental visit. Most had sought
only emergency care for painful
and debilitating problems.

The participants cited several
barriers to seeking care, includ-
ing fear of pain; lack of available
and accessible services; lack of
provider education about the
specific health needs and con-
cerns of patients with HIV/AIDS
and the risk of HIV transmission
between client and provider; fear
of contracting an illness, given

their compromised immune sys-
tems; and, most important, the
social stigma associated with
HIV/AIDS. Not only did these

men fear discrimina-
tion and lack of empa-
thy by dental care
providers, but they
also expressed feel-
ings of internalized
stigma sufficient to
keep them from seek-
ing dental treatment.

All participants re-
ported high satisfac-
tion with the program;
many felt that WE
CARE was among the
best services offered
at the community-
based organization.
The dental staff’s non-
judgmental attitudes

and aggressive outreach allevi-
ated clients’ initial fears about
seeking dental care. Many partici-
pants were overwhelmed by the
fact that the WE CARE
providers were not afraid to pro-
vide them with oral health care
and that they addressed the
clients’ concerns regarding physi-
cal appearance and the relation-
ship between oral health and sys-
temic conditions. Because dental
treatment plans were tailored to
their specific needs, clients were
motivated to engage in proactive
oral health behaviors. 

Partner organizations agree
that WE CARE is making an im-
portant difference to the health
and well-being of their clients. At
Safe Home, a shelter for home-
less teenagers infected with HIV,
program manager Navah Steiner
stated, 

The WE CARE program is one
of the most valuable services
that our clients receive. Home-
lessness, ignorance, and fear of
rejection prevent them from
seeking care until they are in

severe pain. Now our clients re-
ceive these services in a less in-
timidating environment where
they have the support of our
staff. The dental team is an in-
tegral part of our family. The
residents trust and like them. I
think that what they do here
goes beyond dental care. 

Colocated services provide an
effective way to enhance the de-
livery of oral health services to
individuals living with HIV/
AIDS, who often face discrimina-
tion.

Currently, the program is
funded by Ryan White Act Title
I funds, and the scope of services
provided is limited to those not
reimbursed by Medicaid. The
project is expected to continue as
long as resources are available. 

NEXT STEPS

WE CARE reaches some of
the most disadvantaged, impover-
ished, vulnerable people in our
nation, people who would other-
wise not receive routine oral
health services. Before the 
program’s inception, very few pa-
tients with HIV/AIDS in north-
ern Manhattan received preven-
tive or comprehensive oral health
care. It is crucial to expand the
scope of this program and simul-
taneously to increase efforts to
educate other dental providers

Highlights
• Many people with HIV/AIDS

find the stigma of their status a
barrier to seeking oral health
care.

• Dental providers need to be
educated about the specific con-
cerns and oral health needs of
people living with HIV/AIDS.

• Colocated services provide
an effective way to improve ac-
cess to primary oral health care
for people with HIV/AIDS.

The We Care Team at "Babette's
Place," the Women and Children's
Center, New York City, January
2001.
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on the specific oral health needs
of patients with HIV/AIDS. If the
oral health status and quality of
life of this special population is to
improve, the concerns of both pa-
tients and providers will have to
be addressed.  
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This book describes the varied spectrum of work done at
the local public health level, and how practitioners take

the lead in social justice today. The wide array of public
health department approaches, such as budgeting, staffing,
services, involvement in personal health services, and their
relationships with states is disclosed.   

This book is an incredible resource for: local public
health officers, administrators, and state and local health
planners for use in their own local public health practice.
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