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Objectives. We conducted 5 surveys on consumer and provider perspectives
on access to dental care for Ohio Head Start children to assess the need and
appropriate strategies for action.

Methods. We collected information from Head Start children (open-mouth
screenings), their parents or caregivers (questionnaire and telephone interviews),
Head Start staff (interviews), and dentists (questionnaire). Geocoded addresses
were also analyzed.

Results. Twenty-eight percent of Head Start children had at least 1 decayed
tooth. For the 11% of parents whose children could not get desired dental care,
cost of care or lack of insurance (34%) and dental office factors (20%) were pri-
mary factors. Only 7% of general dentists and 29% of pediatric dentists reported
accepting children aged 0 through 5 years of age as Medicaid recipients without
limitation. Head Start staff and dentists felt that poor appointment attendance
negatively affected children’s receiving care, but parents/caregivers said finding
accessible dentists was the major problem.

Conclusions. Many Ohio Head Start children do not receive dental care. Med-
icaid and patient age were primary dental office limitations that are partly offset
by the role Head Start plays in ensuring dental care. Dentists, Head Start staff, and
parents/caregivers have different perspectives on the problem of access to den-
tal care. (Am J Public Health. 2005;95:1352–1359. doi:10.2105/AJPH.2004.054858)
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follow-up care for children identified as
needing dental treatment.4

Most Head Start children are eligible for
dental care through Medicaid and its Early
and Periodic Screening, Diagnosis and Treat-
ment program or the State Children’s Health
Insurance program. In Ohio, this State Chil-
dren’s Health Insurance program is an eligi-
bility extension of the Medicaid program
(up to 200% of the federal poverty level)
rather than separate from it. In 2002–2003,
approximately two thirds (62%) of Ohio
EHS/HS children were enrolled in Medicaid,
yet the Head Start Program Information Re-
port, an annual mandatory self-report by local
EHS/HS programs, revealed that 45% of
those in need of dental treatment were not
receiving treatment.5

There are many different types of impedi-
ments that EHS/HS program staff encounter
in order to get dental care for their enrolled
children, some of which are beyond the pro-
grams’ control, such as the number of proxi-
mate dentists and Medicaid policy issues. Other
obstacles, however, may be easier to overcome

with persistence, education, and community
partnerships involving the Head Start program.
These hindrances include parental attitudes
and behaviors about oral health and dental
care, cultural beliefs and health practices, lan-
guage differences, fears, educational levels, and
negative attitudes that many dentists and their
staffs have about treating low-income children
covered by Medicaid.6,7

In 2002–2003, the Ohio Department of
Health began a project to improve oral health
and access to dental care for the state’s ap-
proximately 58000 Head Start children. The
department developed a logic model (Figure 1)
to illustrate how access to dental care is a
multifaceted concern involving parents, Head
Start staff, and the dental care delivery sys-
tem (mostly private practitioners).

We describe the findings of a series of
5 surveys designed to test the logic model’s
assumptions and to better understand paren-
tal, Head Start staff, and dental care provider
perspectives on the multifaceted problem of
access to dental care for Head Start children.
Two of the surveys have been described in

Head Start programs have shown the chal-
lenges low-income families encounter when
trying to meet the dental needs of their pre-
school children. Today, Early Head Start and
Head Start (EHS/HS) services extend to eligi-
ble infants and children aged 0 through 5
years of age, pregnant women, and their fami-
lies when family income is below 185% of
the federal poverty level.1 Although the pri-
mary target is low-income families below
100% of the federal poverty level or those re-
ceiving specific types of public assistance, up
to 10% of slots can be used for children
whose families exceed the low-income guide-
lines (over-income enrollees). Local Head
Start programs determine eligibility priorities,
including enrollment criteria for over-income
enrollees. In addition, 10% of enrollment slots
(regardless of income) are to be filled by chil-
dren with disabilities.2 During much of the
1990s, Head Start programs and parents of
Head Start children nationwide reported ac-
cess to dental care as their number one
health concern.3

Nationally, all Head Start programs oper-
ate under a set of performance standards re-
quiring that the program staff determine, in
collaboration with parents, each child’s oral
health status within 90 days of that child’s
entry into the program. Therefore, the staff
must determine whether the child has a con-
tinuous accessible source of dental care
(“dental home”) and, if not, staff must assist
parents in finding a source of care where a
dental professional will determine whether
the child is up to date on the Medicaid Early
and Periodic Screening, Diagnosis and Treat-
ment program schedule of age-appropriate
preventive and primary care services. If chil-
dren have no dental home, the program staff
must assist parents in scheduling dental ap-
pointments for the children and in arranging
for further examination and dental treatment
for children in need of dental care; the pro-
gram has a plan in place for monitoring
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Multiple Barriers
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FIGURE 1—Logic model for access to dental care for Head Start children.

greater detail elsewhere.8,9 In addition, we
analyzed geocoded addresses to supplement
information taken from the surveys.

METHODS

We collected information from 4 groups—
Head Start children, their parents or care-
givers, Head Start staff, and primary dental
care providers—using the surveys described in
the following sections.

Open-Mouth Screening Survey
We conducted oral screenings for 2555

children aged 3 through 5 years at 50 Ohio
Head Start centers during the 2002–2003
school year with probability-proportional-to-
size sampling. In addition, we analyzed paren-

tal responses to 6 access-oriented questions
on the consent form. Data were weighted and
analyzed with Stata software (Stata Corp, Col-
lege Station, Texas). A more detailed descrip-
tion of the survey methodology has been re-
ported elsewhere.8

Mail Survey
We sent the mail survey to primary care

dentists, that is, general and pediatric den-
tists, and safety net dental clinics (safety net
clinics are those clinics for people who do
not have a regular dentist but do know that
their Medicaid card will be accepted or that
they will not be turned away if they cannot
afford services).

A random sample of 13% of the state’s
4984 general dentists and 72% of the 139

pediatric dentists received a pretested 22-
question survey, mailed in late 2002. In ad-
dition, we sent a separate mailing to all Ohio
safety net dental clinics, with the exception
of those known to limit care to nonpediatric
populations.

The safety net dental clinics surveyed were
categorized into 3 groups:

1. Noninstitutional general practice, for exam-
ple, local health departments and federally
qualified health centers (SN-General)

2. Pediatric dentistry specialty practices, usu-
ally affiliated with teaching hospitals or
dental schools (SN-Ped) (Clinics that had at
least some care provided by pediatric den-
tists or residents, on a regular basis, were
categorized as pediatric dentistry.)
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TABLE 1—Distribution of Survey Respondents, All Ohio General and Pediatric Dentists, Head Start Centers,
and Safety Net Dental Clinics, by Geographic Character Classification: 2002-2003

Head Start   Safety Net 
General Dentists Pediatric Dentists Centers Dental Clinicsc

Survey All Ohio General Survey All Ohio Pediatric All All 
Geographic Character Classificationa (n = 351),% Dentists (n = 4860), %b (n = 58),% Dentists (n = 131), %b (n = 835), % (n = 72), %

Urbanized area, central cityd 25.4 27.2 20.6 21.4 44.3 58.4

Urbanized area, not central citye 50.7 51.3 67.2 67.9 18.1 9.7

Urban cluster, not central city (rural, small city)f 17.4 15.0 12.1 7.6 19.4 19.4

Ruralg 6.6 6.5 0.0 3.1 18.2 12.5

aPopulation calculated by census tract.
bLicensed dentists who were able to be geocoded.
cSafety net dental clinics providing services to children aged 0 through 5 years.
dCentral city = the largest place in a metropolitan statistical area or consolidated metropolitan statistical area; sometimes there is more than 1 central city per metropolitan statistical area or
consolidated metropolitan statistical area. Central cities are essentially contained within urbanized areas.
eUrbanized area = urban nucleus of 50 000 or more people; population density of 1000/mi2; could have adjoining territory with 500/mi2.
fUrban cluster = population of 2500 to 50 000; built-up territory around small towns and cities.
gRural = all areas that are not urbanized areas/urban clusters; population < 2500; towns and villages.

3. General practice residency (GPR) and
advanced education in general dentistry
(AEGD) programs affiliated with hospitals
or dental schools (SN-GPR/AEGD)

In the analysis, responses for general den-
tists in private practice were considered ac-
cording to years since graduation and geo-
graphic character (e.g., urbanized, rural) of
their practices. Greater detail on survey
methods is available elsewhere.9

Comparison of Head Start With Dental
Care Provider Locations

Although this was not a survey per se, we
used geocoded data to compare the locations
of practices of the state’s primary care den-
tists in the licensure database of the state
dental board with the locations of safety net
dental clinics and Head Start centers. To en-
sure that the addresses listed in the dental
board’s database were offices rather than
homes, we compared the list with an Ohio
Dental Association membership renewal list.
We reconciled discrepancies by researching
on-line listings and making telephone calls to
dental offices. We established the geographic
character of private practice respondents with
ArcView GIS, version 3.3 software (Environ-
mental Systems Research Institute, Redlands,
California). We used census definitions10 to
categorize dentists into 4 mutually exclusive
geographic classifications at the census tract
level (Table 1).

Telephone Interview Surveys of Head
Start Staff

After adjustment for duplicates, pilot test
participants, and disconnected telephones, 82
of the 87 Ohio EHS/HS programs identified
in the directory of the regional Head Start
quality network contractor were contacted by
telephone, and 60 interviews were com-
pleted. Depending on each Head Start health
coordinator’s answers to 2 filter questions,
the actual number of questions ranged from
6 to 16, most of which were open ended. The
questions related to systems or approaches
that worked to provide dental care.

A convenience sample of 15 of the 82
Head Start grantee or delegate agencies was
drawn to represent EHS/HS programs by geo-
graphic locations in Ohio (i.e., north, south,
east, west, and central). Grantee and delegate
agencies generally have many Head Start cen-
ters, totaling 835 in Ohio. Health coordinators
at the sample centers participated in a 13-item
structured telephone interview survey about
their perceptions of children’s oral health care
needs and how those needs were met.

Telephone Interview Survey of Parents/
Caregivers of Head Start Children

We asked the interviewed Head Start
health coordinators to identify 3 to 5 families
who had children in Head Start programs.
We sent parents information about participa-
tion in an 11-item structured interview survey
about dental care for their children and asked

them to return written consent to be con-
tacted for telephone interviews. The first par-
ent to be reached by telephone from each of
the 15 sites was included in the study.

RESULTS

The surveys confirmed and quantified
some of the underlying conditions assumed
by the Head Start Dental Care Access Logic
Model and revealed some varied perspectives
on other concerns, many of which are sum-
marized in Table 2.

Unmet Dental Care Needs/Receipt of
Dental Care

The findings of the oral health survey are
described in greater detail elsewhere.8 Over-
all, 28% of the 3- to 5-year-old Head Start
children screened had dental caries, and
12% of the 3-year-old children had evidence
of early childhood caries. Parents who re-
ported that their children could not get de-
sired dental care were more likely to be unin-
sured and White.8

Head Start Parent/Caregiver Perceptions
Interviewed parents indicated that they en-

countered impediments when they tried to
obtain dental care for their children, specifi-
cally the unavailability of dentists, particu-
larly those who accepted Medicaid; the cost
of dental care, when uninsured; problems
getting to the appointment (e.g., work, child
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TABLE 2—Comparison of Ohio Consumer and Provider Perspectives on Dental Care Access Concerns 
for Head Start (HS) Children: 2002-2003

Provider Perspectives: General Practice Dentists (GPs),
Pediatric Dentists (PDs),

Access Concerns Consumer Perspectives: HS Staff and HS Parents and Caregivers and Safety Net Dental Clinic Dentists (SNDCs)a

Access to dental care is a problem for low-income families HS parents and caregivers: Dentists strongly or somewhat agreed that low-income 

• 28% of HS children have untreated tooth decayb • 11% reported their HS child could not get needed dental families have significant difficulty obtaining dental care:

• 12% of HS 3-year-olds have early childhood cariesb care during past yearc • 77% of GPs

• 9% reported their child had toothache during past yearc • 86% of PDs

• 85% reported their child had dental visit in past year; 10% • 99% of SNDCs

never had dental visitc

Dentist factors

Most general dentists won’t see young children HS parents and caregivers (60%) and HS staff (67%) said it is 34% of GPs reported seeing patients aged 0 through 

more difficult to find dentist than a doctor (physician) to 2 years of age in the past year

care for HS childrend,e 91% of GPs reported seeing patients aged 3 through

HS staff cited problems with the dentists’ inability to treat 5 years of age in the past year

young childrend 

Pediatric dentists and SNDC dentists are more likely to 54% of HS parents or caregivers whose child had a dental visit 100% of PDs reported seeing patients aged 0 through 2 years

treat young children, HS children, and Medicaid reported visits to be with a PDe of age and aged 3 through 5 years of age in the past year

patientse 65% of all SNDCs reported seeing patients aged 0 through 

2 years of age in the past year

97% of all SNDCs reported seeing patients aged 3 through

5 years of age in the past year

Many general dentists who see young children are not 67% of HS staff strongly or somewhat agree it is difficult to find Among specific dental services, GPs reported being least 

willing to provide more than examinations or cleanings dentists to provide fillings or extractions for their childrend willing to provide complex restorative care (46% not 

willing before child is aged 4 years), extractions (39%),

and simple restorative care (26%)

39% of GPs reported that they will only provide 

examinations and cleanings for HS children

Dentists do not accept Medicaid patients aged 0 through HS parents or caregivers and HS staff often reported dentists’ 22% of all GPs accept Medicaid patients aged 0 through 

5 years of age, especially new patients unwillingness to accept Medicaid as a hindrance to 5 years of age, but only 7% do so without limitations

accessing cared,e,f 69% of all PDs do same, 29% without limitations

94% of all SNDCs do same, 81% without limitations

Head Start parent/caregiver factors

HS parents or caregivers do not know how to access HS parents and caregivers disagreed that this was a concerne . . .

dental care

HS parents or caregivers do not value dental care sufficiently 67% of HS staff somewhat or strongly agreed that parents do For Medicaid patients, dentists strongly or somewhat agreed 

not value oral health care for their childrend that parents and caregivers do not sufficiently value 

No HS parents or caregivers considered this an impediment dental care:

to their children getting caree • 79% of GPs

• 70% of PDs

• 35% of SNDCs

HS parents or caregivers find it difficult to get to dental HS parents and caregivers (40%) and HS staff (67%) identified Dentists identified missed or late appointments as the 

appointments (e.g., child care, transportation, difficulties in getting to dental appointments as most common problem that might limit their treatment 

leaving work) impediments to getting dental cared,e of Medicaid patients:

• 95% of GPs

• 94% of PDs

• 61% of SNDCs

Continued
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TABLE 2—Continued

Head Start factors

HS staff help to get their program’s children into dental care All interviewed HS staff reported assisting parents and caregivers Some GPs (18%) and PDs (13%) said they were more willing 

to gain access to dental care for their childrend to see Medicaid children if they were in HS

40% of interviewed HS parents or caregivers reported receiving 

HS staff assistancee

HS programs do not adequately prioritize oral health and 73% of HS staff somewhat or strongly disagreed that there was . . .

dental care inadequate time to make dental care a priorityd

80% of HS staff felt that their program was able to meet oral 

health needs of children they served

aMail survey of Ohio general (n = 351) and pediatric (n = 58) dentists and safety net dental clinics (n = 72), 2002–2003.9
bOhio HS oral health screening survey, 2002–2003 (n = 2555).8
cQuestionnaire taken by parents and caregivers of HS children participating in HS oral health screening survey (n = 2435).8
d Telephone interview surveys of Ohio HS staff (perceptions [n = 15]; and approaches that have been effective in assuring access to dental care for EHS/HS children [n = 60]), 2002–2003.
e Telephone interview survey of Ohio HS parents or caregivers, 2002–2003 (n = 15).
fOnly 8% of parents and caregivers of Medicaid children who could not get needed care stated that the reason was an inability to find a dentist who accepted Medicaid.c

care, transportation); and long waiting times
for appointments.

These factors were confirmed by the par-
ent questionnaire for children screened in the
open-mouth survey. The parents who re-
ported that during the previous 12 months
their children could not get desired dental
care most often indicated that the main rea-
son was cost of care or lack of insurance
(34%) followed by factors relating to the den-
tal office (20%), such as inconvenient hours,
long waiting times, dentist availability, and
difficulty getting an appointment.

Head Start Staff Perceptions
Head Start Program Staff who were inter-

viewed reported helping parents sign up for
Medicaid and access dental care for their chil-
dren. The type of assistance included partner-
ing with local providers or making arrange-
ments for special clinics; having Head Start
program staff take the child, with parental
permission, to a dentist; facilitating the entire
dental appointment process (e.g., preparing
the child for the first visit, locating a dentist,
making an appointment, and providing child
care and transportation); locating dentists or
providing a list of dentists who accept Medic-
aid; and paying for dental care.

Most Head Start parents interviewed re-
ported that the program taught them how to
take care of their child’s teeth, and almost
half reported that the program helped them
get dental care for their child.

Head Start staff agreed with parents that
finding dentists who accept Medicaid, accept
young children as patients in their offices,
and provide more than examinations and
cleanings are the primary hindrances to
receiving dental care for their children.
A number of respondents in rural counties
said that some local dentists would do exam-
inations and cleanings but would refer the
children to children’s hospitals that generally
were located a great distance away and
had long wait times for children requiring
sedation or general anesthesia for more
complex care.

The approaches that Head Start health co-
ordinators identified as most effective were
those that were labor intensive and relied on
partnerships and on building relationships
with local dentists and dental clinics.

Dental Care Providers’ Proximity to
Head Starts

Table 1 shows that although Ohio’s Head
Start programs and safety net dental clinics
are most often located in central city portions
of urbanized areas, half of general dentists
and two thirds of pediatric dental practices
were in urbanized areas, not central city
(roughly equivalent to suburban).

Dental Care Provider Perceptions
The adjusted response rate for the survey

of private practice dentists was 63.2% and
for safety net dental clinics was 100%. Figure 2

summarizes dentists’ treatment of young chil-
dren, those whose care is paid for by Medic-
aid, and those enrolled in Head Start. Pedi-
atric dentists, who represent less than 3% of
Ohio dentists, generally are willing to provide
almost all types of dental care to children, re-
gardless of the child’s age. The safety net
programs that have pediatric dentists or
GPR/AEGD residents are most similar to pri-
vate pediatric dentists in their willingness to
treat young children, whereas the general
safety net clinics are more like general den-
tists in this regard.9

Pediatric dentists were approximately
twice as likely as general dentists to have
treated a Head Start child in the past 12
months. Essentially all the safety net clinics
provided care to Head Start children. Al-
though more than 90% of general dentists
reported a willingness to provide diagnostic,
preventive, and emergency care to 3-year-
old children, fewer were willing to provide
restorative care and extract teeth. More than
one third of general dentistry sites (general
dentists=39%, SN-General=36%) limited
care for Head Start children to examinations,
with or without referral.9 Pediatric dentists,
with few exceptions, reported providing the
majority of Head Start children with both
examinations and restorative care, as did
essentially all pediatric and GPR/AEGD
safety net clinics.9

Dentists indicated a number of factors
that limit their treatment of young children,
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FIGURE 2—Ohio primary dental care providers’ treatment of young children during the
preceding 12 months.

the most common being the disruption that
behavior problems cause in their offices.
The greatest limitation on the pediatric den-
tistry safety nets and the GPR/AEGD safety
net clinics was their capacity to accept any
new patients.9

Table 2 indicates the small percentage of
dentists (7% of general dentists and 29%
of pediatric dentists) who reported accepting
Medicaid patients without limitation. Al-
though most dentists who treated Medicaid
patients indicated more than 1 factor for
limiting their entry into the practice, the
single most common limitation for general
dentists was to accept patients of record but
not new patients (40%), and the most com-
mon limitation for pediatric dentists was
that they only took referred patients (35%).
Fifteen percent of pediatric dentists who
treated Medicaid enrollees did not accept
new Medicaid patients.9

The differences between Ohio general den-
tists based on years since graduation and on
the geographic character of their practices
were not dramatic.9

Enrollment in Head Start appears to make
dentists in private practice somewhat more
willing to see a young child whose care is
paid for by Medicaid.9

DISCUSSION

Although impediments to dental care ac-
cess for Head Start children have been de-
scribed elsewhere,6 the Ohio surveys quanti-
fied the problems and compared perspectives
of parents and caregivers, providers, and
Head Start staff. Making significant inroads
remains a challenge in the face of geographic
disparity between consumers and providers,
as well as the disparity of each faction’s per-
spectives on some of the underpinning dental
care access concerns. It is clear that a large
number of Ohio Head Start children are not
having their dental care needs met. Our sur-
veys tended to be about 10 percentage points
higher than self-reported Ohio Program Infor-
mation Report data5 for Medicaid eligibility,
dental visits, and need for dental care. Al-
though all surveyed groups shared the per-
ception that access to dental care is a problem
for low-income families, including those with
children in Head Start, they did not all agree
on the causes.

Although widely used, the term access to
dental care lacks a standard definition. Many
health professionals assume that linking chil-
dren with a dental home will ensure the
receipt of such care, resulting in good oral

health.11–13 Even with our cross-sectional sur-
veys and Head Start Program Information
Report data, we could not measure the estab-
lishment of a dental home, because the cur-
rent definition implies a continuous relation-
ship between the child and the dental home.14

Our surveys, however, demonstrated that
linkage to a dental office often does not meet
the dental home definition.

It is not surprising that Head Start pro-
grams and safety net clinics tend to be lo-
cated near low-income populations (e.g., cen-
tral city portions of urbanized areas) whereas
private dental offices are more likely to be in
more suburban areas. Although this lack of
proximity of dental offices may be another
hindrance, it did not appear to be a primary
issue and was not likely to be influenced by
Head Start programs.

The greatest access-to-dental-care prob-
lem that Head Start children face is that
Medicaid pays for the dental care of two
thirds to three fourths of all children en-
rolled in Head Start. Most dentists who ac-
cepted Medicaid also limited their participa-
tion, most often closing their doors to new
patients. Typical reasons that dentists of-
fered for not treating Medicaid recipients
can be grouped into 2 primary categories:
administrative issues (e.g., low fees, slow
payment, difficulty in getting questions an-
swered) and client behaviors.15,16 The Ohio
survey of dentists identified client behaviors
(i.e., appointment keeping and timeliness) as
the more significant reasons.

Enrollment in Head Start had a positive ef-
fect on Medicaid-eligible children visiting the
dentist. Ohio’s Medicaid program reported
that in the 2001–2002 fiscal year, 34% of
3- to 5-year-old children enrolled in Medicaid
at some time during the year had a dental
visit (the proportion increased to 42% for
those enrolled for at least 11 months).17 The
percentage of Medicaid-eligible Head Start
children whose parents or caregivers reported
a dental visit was roughly double that rate
(85%). Furthermore, dentists reported a
greater willingness to provide some services
for children whose care was paid for by Med-
icaid if they were also in Head Start. Parents
and staff confirmed that Head Start programs
play an active role in ensuring that children
have dental visits. Surprisingly, although
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parents and caregivers enrolled in EHS/HS
programs and EHS/HS staff were quick to
identify finding a dentist who accepted Med-
icaid as a problem, only 8% of surveyed par-
ents and caregivers who said they could not
get needed dental care for their Medicaid
child identified locating a dentist who ac-
cepted Medicaid as the main problem.

The gap between referral to a dentist and
establishment of a dental home also relates to
many dentists’ lack of interest in providing
comprehensive care for young children, at
least in part because of the perceived disrup-
tion to their offices. This problem is much
greater for children younger than 3 years,
whom only one third of general dentists saw
in their offices, mostly for examinations and
emergency care. Pediatric dentists (whose
work is dedicated to children) and safety net
dental clinics (whose mission is largely to
serve low-income and Medicaid populations)
are more likely to provide care for Head Start
children than general dentists, but numbers of
both are too small to meet the need.

The challenge for Head Start programs is
to win the hearts and minds of local primary
care dentists, a feat that has been accom-
plished by some Head Start staff with some
individual dentists but rarely has been accom-
plished systemwide. Although pediatric and
general dentists share dissatisfaction with
various aspects of the Medicaid program and
patient behaviors, pediatric dentists were
more than 3 times as likely as general den-
tists to treat Medicaid patients. Unfortunately,
if Head Start programs are to meet perform-
ance standards, they will need considerable
help from general dentists, who far outnum-
ber pediatric dentists and safety net clinic
dentists. This resource could be strengthened
by getting more pediatric dentists to treat
Medicaid children and more general safety
net dental clinics to become comfortable
in providing comprehensive care for young
children.

Our surveys indicate that while Head Start
staff understand the provider problems in
providing dental care for children in their
programs, they also see that the solution with
the greatest potential impact—for many more
general dentists to accept Medicaid—is a pol-
icy matter that they can only hope to influ-
ence. In the meantime, Head Start staff, then,

are left with the slow and frustrating 1-dentist-
at-a-time and 1-parent/caregiver-at-a-time
approach. Although some Head Start pro-
grams have had significant success in devel-
oping individual dentist champions, doing
so requires ongoing effort and becomes
more difficult when there is the significant
staff turnover that many Head Start pro-
grams experience.

The differences in perspectives highlighted
in this article are fundamental to the re-
siliency of the frustrations experienced by
providers, Head Start staff, and parents and
caregivers. Although dentists and Head Start
staff questioned parents’ commitment to the
oral health of their children, the interviewed
parents and caregivers did not. It is difficult
to distinguish the extent to which broken ap-
pointments reflect a lack of caring rather than
legitimate challenges that families encounter,
such as getting time off work and arranging
transportation for dental appointments. For
example, a North Carolina study of caregivers
for Medicaid-insured children reported that
caregivers were often discouraged and ex-
hausted from their attempts to obtain dental
care for their children. Focus group partici-
pants identified significant impediments such
as finding providers, obtaining convenient ap-
pointment times, and securing transportation,
as well as additional hindrances in the dental
office such as long waiting times and judg-
mental, disrespectful, and discriminatory be-
havior from staff and providers.18

The primary limitations of our surveys, as
with all such surveys, are the extent to which
the responses reflect the true attitudes and
behaviors of the various target groups and
the extent to which those surveyed were rep-
resentative of the entire population. The lat-
ter limitation was of more concern because
of the small convenience sample of Head
Start staff and, potentially even greater, of
the parents, who may have been identified
by Head Start staff because of their relative
reliability or willingness to provide feedback.
Furthermore, the survey questions, several of
which had been used in previous surveys,
were not validated. Geocoding by census
tract, rather than block groups characterized
by median family income, may have ob-
scured differences between dentists’ attitudes
and practices and disparities between the lo-

cations of Head Start programs and dental
care resources.

In conclusion, many Ohio Head Start chil-
dren do not receive needed dental care. Dental
offices that have limitations on accepting young
patients and patients whose care is paid for by
Medicaid is the primary difficulty that is only
partly resolved by the positive role Head Start
staff play in ensuring dental care. Dentists, Head
Start staff, and parents and caregivers have dif-
ferent perspectives on the access problem.
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