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Early childhood caries has emerged as a con-
cern over the past few years because of its
widespread and increasing prevalence, its in-
equitable distribution among preschool-aged
children, and its negative consequences for
children, their families, and public health pro-
grams.1–4 Many barriers to obtaining dental care
exist for young children in most parts of the
United States, particularly children in low-income
families, and treatment failure rates can be high
for those with elevated risk factors.5,6 Recent
initiatives have explored innovative approaches
to providing preventive and treatment services
for these high-risk young children.7,8

The Head Start and Early Head Start (EHS)
programs provide an excellent setting in which
to develop and test oral health interventions for
young children who are at high risk for early
childhood caries.9–11 Built on 30 years of Head
Start experience, the EHS program began in
1995 and now consists of approximately 650
local programs serving more than 60000 chil-
dren.12 Although EHS programs reach only
about 10% of eligible children, they can play an
important role in promoting the oral health of
young children and families.

EHS programs operate under a set of per-
formance standards adopted from the long-
standing Head Start program requiring that the
oral health needs of children and their families
be addressed.5,13 Several of these standards
relate to oral health activities and components
such as oral examinations, access to oral health
care, and preventive services provided directly to
children.5,14 Because EHS programs offer ser-
vices for pregnant women and infants soon after
birth, they can intervene at an opportune time to
help reduce risk factors for oral disease and
promote good oral health practices before the
onset of disease. By the time children are old
enough to enroll in Head Start, many are already
on a trajectory of poor oral health that is difficult
to change.5

Creating a foundation for a lifetime of good oral
health among EHS children requires a number
of strategies.11,15 Among others, these strategies

include (1) delivering effective oral health pro-
motion services in the classroom to instill healthy
habits, (2) educating and motivating parents to
take an active role in their children’s oral health,
and (3) developing collaborative relationships
within communities to ensure that EHS children
have access to oral health care.

Although EHS is well positioned to have an
impact on the oral health of young children and
families, little is known about the oral health
activities of EHS staff. Most of the small num-
ber of dental studies that have been conducted
have focused on Head Start, which targets
children 3 to 5 years of age (EHS includes
children up to the age of 3 years). Even in the
case of the Head Start program, however,
relatively little is known about program
effectiveness.

For example, the Task Force on Community
Preventive Services, in an evaluation of the
impact of early childhood development pro-
grams on health, concluded that there was
insufficient evidence to determine the effec-
tiveness of these programs in improving dental
outcomes.16 Therefore, a large gap exists in our

understanding of the oral health activities of EHS
staff and the barriers that affect these activities,
including characteristics of parents of enrolled
children and pregnant women. We explored the
oral health knowledge, attitudes, and activities of
EHS staff members, parents, and pregnant
women in relation to the oral health of EHS
children, as well as their suggestions regarding
future oral health educational interventions tar-
geting EHS children.

METHODS

Study Design and Setting

We conducted a qualitative study using
focus groups to gather information on the oral
health of children enrolled in EHS programs.
To our knowledge, qualitative research has not
been used to study this topic, and such studies
have been used only rarely to explore oral
health issues related to preschool-aged chil-
dren.17 We selected this approach because we
were in the initial stages of designing oral health
interventions for EHS programs in North Caro-
lina and believed that it was an appropriate
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research design to provide an in-depth under-
standing of the determinants of children’s oral
health. We believed that the results derived from
our research, coupled with other sources, would
enable us to plan a comprehensive educational
intervention.18

North Carolina has 18 EHS programs with a
total of 1440 funded slots for pregnant women
and children younger than 3 years. The 18
programs include 51 centers in 28 of the state’s
100 counties. Approximately 420 staff mem-
bers working directly with children or families
are employed in these programs. All but 1 of
the programs offer services for pregnant
women and enroll newborns soon after birth.
Because our long-term objective was to gain
insights that could be used to develop an
intervention aimed at improving children’s oral
health, we sought perspectives from partici-
pants representative of the state’s programs.

Sample Selection

In establishing our focus groups, we selected
a nonprobabilistic, purposive sample of 4 EHS
programs geographically dispersed across the
state. Programs were chosen to include the
major racial/ethnic groups (White, African
American, American Indian, and Latino) rep-
resented in the state’s population. The health
coordinator for each program arranged the
focus group sessions and recruited all partici-
pants. Coordinators were instructed to select
participants they believed would have opinions
and views representative of their staff and
parent enrollees.

We chose to conduct 9 focus group sessions
in the 4 selected EHS programs. Four sessions
were conducted with EHS program staff, 3
were conducted with parents of EHS children,
and 2 were conducted with pregnant women
enrolled in EHS.

Discussion Guide and Data Collection

We developed a discussion guide based on
the activities and responsibilities identified in
EHS performance standards and input from
an advisory committee of EHS staff. The
guide included 4 general areas of interest:
opinions about and values placed on the oral
health of young children and pregnant women,
current practices related to the oral health of
children, recommended oral health activities
for young children and pregnant women, and

suggestions for potential education and
training activities.

The focus group sessions were conducted
from October through December of 2004.
Each session was between 45 minutes and 2
hours in duration and was tape recorded to
ensure transcription accuracy. As a means of
ensuring consistency across the focus groups,
sessions were facilitated by one of a pair of
project personnel with experience in focus
group research. In addition, notes were taken
during each session by an independent ob-
server to aid in the analysis of the transcrip-
tions. One session was conducted in Spanish
with Latina parents of enrolled EHS children.
As a means of assessing data accuracy, partic-
ipants reviewed and commented on a summary
of the discussions (provided by the interviewer)
at the end of each focus group.

Participating parents and pregnant women
were provided with lunch before each session
as well as an incentive of $20 after the con-
clusion of the session. In addition, snacks were
provided for all EHS staff participants.

Data Transcription, Coding, and Analysis

Session recordings were transcribed verbatim
by a commercial company specializing in this
work (Franklin Square Services Inc, Chapel Hill,
NC). Research staff verified and corrected all
transcripts while simultaneously listening to the
recordings and reading the written transcrip-
tions. A summary of each of the 9 sessions was
prepared according to the major areas dis-
cussed. A separate summary for each type of
participant (i.e., program staff, parents, and
pregnant women), organized according to dis-
cussion topical area, was then prepared. From
these documents an executive summary was
prepared for discussion and input from all of the
EHS health coordinators in the state.

Transcriptions from the 9 focus groups were
imported into ATLAS.ti, a software package
that allows qualitative analysis of textual data.19

One of the investigators who had been trained in
the use of ATLAS.ti for qualitative data process-
ing and analysis conducted a systematic exami-
nation of the text to identify, group, and code
primary themes, along with subcategories that
further explained the primary themes.20 Patterns
of text were identified and labels (codes)
assigned to each group through an iterative,
comparative process of searching and

reviewing the text.21 This content analysis in
which codes were developed and refined con-
tinued until we were certain that all common
and important themes and subcategories had
been identified.

The results of the content analysis are
presented according to the primary themes
we identified in the text. Field notes and feed-
back from the health coordinators who
reviewed the summaries of the focus groups
were used to aid in interpretation of data.
We also analyzed the frequency of occurrence
of the primary and secondary codes, both
overall and by type of focus group, to assess
similarities and differences among staff, par-
ents, and pregnant women. These frequencies
were used to guide our choice of results to
present and discuss as well, but they are not
included here because of the large number of
codes (49 in all).

RESULTS

The 9 focus group sessions included 31 staff
members, 22 parents, and13 pregnant women.
All of the participants were female with the
exception of one father in a parent session.
The staff sessions included program directors,
teachers, and family service, health, and edu-
cation coordinators. One group of pregnant
women was composed entirely of first-time
expectant mothers; the other group was a
mix of first-time mothers and women with
other children, some of whom were already
enrolled in EHS. Each of the selected EHS
programs included a large proportion of par-
ents from one of the major racial/ethnic
groups represented in EHS. The racial/ethnic
makeup of the staff in each focus group largely
reflected that of parents from the program in
question, with the exception of the group with
Latino parents, in which most of the staff
members were African American or White.
Pregnant women were African American and
White.

Table 1 displays selected characteristics of
each of the EHS programs from which focus
group participants were selected, as well as
characteristics of all 18 programs in the state.
The 4 selected programs were larger in terms
of number of staff, children, and pregnant
women than the average program in the state
and included more minority staff members and
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parents, a result of our goal to adequately
represent each of the 4 major racial/ethnic
groups in the study. With respect to other
characteristics, these programs were generally
representative of the state’s 18 programs as a
whole (Table 1).

Six major themes emerged from the content
analysis: (1) the importance of oral health for
young children and pregnant women, (2) the
consequences of tooth decay for children and
families, (3) communication between parents

and staff about oral health, (4) oral health
practices in EHS programs and at home, (5)
provision of professional dental services for
EHS children, and (6) recommended educa-
tional activities for EHS programs. Results re-
lated to each theme are presented in the
sections to follow.

Importance of Oral Health

A common subtheme was that staff ac-
knowledged the importance of oral health

for young children, particularly the impor-
tance of early dental care; however, the reasons
why it is important were not consistently
well understood. According to one staff
member,

I think it’s very important to start ’em real little. . . .
I know we’ve started in these classrooms of Early
Head Start when they’re just real little. Once they
get that first tooth broke through, even before
then we use the little thing you slip on your finger
and go across their gums and clean that for them.

Many staff members reported that EHS
parents do not seem to place enough impor-
tance on their children’s oral health. One staff
member noted, ‘‘I really don’t think it . . .
crosses [parents’] minds that it is really, really
important.’’ Another staff member expressed
the belief that parents do not take their children
to the dentist because they think ‘‘their chil-
dren’s teeth are going to fall out anyway.’’

By contrast, many parents understood the
importance of caring for children’s teeth and
developing good oral habits early in life. For
example:

You should start caring for [teeth] early. Even my
son, he’s very young, but he has a couple of teeth.
I believe you should brush them twice a day at
least. Start early to get a routine of them brushing
at least twice a day.

Comments from other parents, however,
indicated that some did not recognize the
importance of oral health care in young chil-
dren. One noted that ‘‘baby teeth fall out
anyway and don’t have nerve endings, so why
care for them?’’

Pregnant women generally did not under-
stand the importance of dental care during
pregnancy. A number of misconceptions were
expressed about the effects of pregnancy on
teeth, as evidenced by statements such as the
following: ‘‘Pregnancy sucks the calcium out of
your teeth.’’ Most first-time expectant mothers
lacked an understanding of the importance of
primary teeth and how they should care for the
oral health of their child after birth.

Consequences of Tooth Decay

A variety of perceived effects of tooth decay
in children were discussed by both staff and
parents. The consequences for children ob-
served by staff included lack of participation in
the classroom, pain, inability to eat properly,
speech problems, and fear of going to the

TABLE 1—Comparison of the 4 EHS Programs From Which Focus Group Participants Were

Selected and the State’s 18 EHS Programs as a Whole: North Carolina, 2004

Programs Participating in Focus Groups

Characteristic

Focus Groups

With Staff

(n = 4)

Focus Groups

With Parents

(n = 3)

Focus Groups

With Pregnant

Women (n = 2)

All Programs

(n = 18)

Mean no.a

Staff 49.5 52.3 55.5 26.4

Children 113.0 115.3 128.0 77.2

Pregnant women 18.5 20.0 30.0 9.0

Staff

Mean age, y

Educational level, %

38.2 37.0 38.1 38.3

Some high school 0.0 0.0 0.0 0.8

High school diploma 9.5 12.1 3.2 9.3

Some college 44.2 40.0 33.7 49.3

Undergraduate degree 39.0 39.3 52.6 31.8

Graduate degree

Race/ethnicity, %

7.3 8.6 10.5 8.8

White 25.6 20.1 26.6 48.1

African American 55.6 56.1 70.2 37.9

Latino 2.2 2.9 0.0 4.0

American Indian 15.0 19.4 0.0 7.9

Other 1.6 1.4 3.2 2.1

Parents

Mean age, y

Educational level, %

28.0 26.6 26.9 28.0

Some high school 16.1 15.5 18.1 18.3

High school diploma 29.0 29.7 27.5 32.6

Some college 47.8 44.5 49.7 42.2

Undergraduate degree

Race/ethnicity, %

7.1 10.3 4.7 6.9

White 14.4 11.8 16.8 35.7

African American 69.0 65.8 78.5 40.1

Latino 4.8 6.8 2.7 17.9

American Indian 11.4 15.5 1.3 5.7

Note. EHS = Early Head Start.
aAverage number of staff, children, and pregnant women in the 4 selected programs and the 18 programs in the
state as a whole.
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dentist. Staff also believed that diseased pri-
mary teeth could have negative consequences
later in life and that parents’ lives would be
affected as well because of the financial impli-
cations of dental treatment. Health coordina-
tors in particular expressed frustration in find-
ing treatment for children affected by tooth
decay.

Many parents also discussed their percep-
tions of the consequences of tooth decay for
children, including pain, trouble sleeping, poor
nutrition, crying, bad moods, and fear of den-
tists. The costs of dental treatment and missed
work were mentioned as consequences for
parents themselves. Parents voiced strong
opinions regarding the negative emotional ef-
fects of childhood dental disease on both
themselves and their children. For example,
some parents mentioned feelings of guilt and
the emotional toll of not being able to care
better for their children’s teeth:

And the parent feels bad when the child does
have a cavity, and feels like, ‘‘Well, what did I do,
and what didn’t I do, why [does] the child [have]
that?’’

I think the emotional pain they go through with
their teeth having to be done that way, and
having to be put to sleep and have their teeth
worked on, that’s an ordeal.

Communication Between Parents

and Staff

Staff and parents both expressed frustration
in regard to their efforts to communicate with
each other about oral health, the most common
theme in the study. Many staff members
struggled in achieving effective communication
with parents and felt unable to persuade them
that oral health is important and should be a
priority at home. One staff member com-
mented: ‘‘Some are going to take it a lot easier,
some are going to be ‘Oh, okay,’ nod their head
and go out the door.’’

In turn, parents at times believed that they
were not well understood by EHS staff, even
perceiving criticism and unfair judgment. Par-
ents expressed difficulties in managing their
demanding lives and stated that staff members
sometimes did not understand what parents go
through from day to day. In the words of 2
parents:

They can give us advice, but this is our child so
we’re going to still do it the way that we believe is

right. I mean, I’ll listen to the advice that they give
me, but I’m still going to have my own opinions
about it, and deal with that in my manner.

I would take friendly advice, but not like criti-
cism, like you’re doing it wrong. Like maybe
suggestions or something.

Oral Health Practices

The oral health practices of EHS children as
described by staff were generally age appro-
priate and often creative but also reflected a
need for continuing education of staff to update
dental knowledge and practices. Teachers en-
gage in various activities to teach children how
to care for their teeth and attempt to transmit
educational messages to children through
songs and other classroom activities. In accor-
dance with Head Start oral health standards,
staff reported that children’s teeth were
brushed after meals and that infants’ gums
were wiped after feedings. All of the programs
reported serving healthy foods, not allowing
‘‘sippy cups’’ or pacifiers, and using bottles only
at mealtimes.

However, other Head Start standards related
to prevention, such as educational activities
for parents, varied among the programs.
American Indian program staff reported that
they had offered workshops on oral health for
parents. By contrast, staff from the other
3 programs had not offered oral health edu-
cational workshops for parents. In addition,
staff use of toothpaste to brush children’s
teeth in the centers was not consistent across
programs.

Parents expressed frustration in their at-
tempts to care for their child’s teeth because
of their busy schedules, conflicting life de-
mands, a lack of cooperation from their child,
or a lack of knowledge about how to brush a
young child’s teeth. Parents mentioned a vari-
ety of reasons for not practicing good oral
hygiene for their children, including ‘‘I’m too
tired at bedtime to struggle with my child’’ and
‘‘It’s just not a priority for me.’’

Although some parents understood the
importance of children’s oral health, they
reported that they were unable to determine
how to incorporate oral health practices
into their daily routines. Many parents also
expressed great frustration at the pervasive
availability of sweets and did not have confi-
dence in their ability to keep them out of their
children’s diet.

Most parents were unaware of the impor-
tance of fluoride among high-risk children. One
of the biggest problems in maintaining oral
health mentioned by parents was weaning their
children from the bottle, which they found
difficult to do by the recommended age. Many
expressed the opinion that use of a bottle was
the only way they could get their child to sleep
at night.

Provision of Professional Dental Services

Staff members reported that dental screen-
ings are a routine part of all EHS programs.
Each program arranges for a dental screening
and assists families in obtaining treatment
when needed. However, considerable differ-
ences in the interpretation of the Head Start
performance standards as they apply to den-
tal screening of EHS children were observed
among programs. Some interpreted the stan-
dards to mean that EHS children must receive
an examination by a dentist just as Head Start
children do, and others interpreted them to
mean that dental screenings in the EHS cen-
ter or a medical setting may be counted
toward meeting the performance standards
outlined for EHS children. Staff also demon-
strated awareness of area medical providers
who perform dental screenings of young
children as part of a Medicaid statewide pro-
gram.22

Some EHS staff, particularly health coordi-
nators, believed that they were effective in
locating dentists to provide for the oral health
treatment needs of their children, often under
challenging conditions. When needed to en-
sure that care is received, transportation, fi-
nancing, and translation services are provided
to EHS families. However, most staff expressed
concern and frustration that, as a result of the
shortage of dental providers who treat young
children, parents often must travel long dis-
tances, wait long periods for an available ap-
pointment, or have their child go without
treatment.

Most parents were unsure of the recom-
mended age for the first dental visit, and few
had taken their child for a dental checkup,
generally only visiting the dentist when a
problem arose. Pregnant women reported
varying experiences in obtaining dental care
during pregnancy. Some had no trouble
scheduling an appointment for a checkup,
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whereas others were unable to find a provider
who would see them.

Recommended Educational Activities

A common theme was the frustration
expressed by participants regarding the
lack of oral health information and misinfor-
mation on a number of preventive dentistry
activities. They offered thoughts on the kinds
of information they would like included in oral
health–related interventions for EHS programs
(see the box on this page). For example, parents
wanted to know the age to start tooth brushing
and to start using fluoridated toothpaste, and
staff wanted to know when children should
visit the dentist for the first time.

Focus group participants also discussed the
need to gain skills to care for children’s oral
health needs. For instance, staff noted that skills
training would increase their confidence in
educating children and communicating with
parents in an effective manner. Also, some staff
members wanted to know how to integrate oral
health information into their existing curricu-
lum and how to better communicate with
parents about the importance of oral health.
Other staff mentioned the need to know how to
work effectively with children who are unco-
operative while their teeth are being brushed.
Parents also expressed a desire to know how to
manage an uncooperative child during oral
hygiene care.

Participants had numerous suggestions on
how training should be conducted. They em-
phasized that training should be ‘‘participa-
tory’’ and ‘‘hands on.’’ To meet these goals,
some participants suggested having demon-
stration activities that would include role
playing between parents and children.

Finally, a number of staff and parents dis-
cussed cultural sensitivity. They mentioned
that parents come from diverse cultural back-
grounds and that health education messages
might be better received if they were culturally
and linguistically appropriate.

DISCUSSION

Valuable information and insights were
gleaned from the participants in our focus
groups regarding their oral health knowledge,
attitudes, and activities as well as their sugges-
tions on oral health education interventions
targeting EHS children. Overall, we did not find
any major differences in participants’ com-
ments according to race or ethnicity.

Staff and parents were generally knowl-
edgeable about oral health in young children,
although gaps were noted. We also received a
number of mixed messages from parents and
pregnant women about their attitudes and
practices associated with their children’s oral
health. Despite the sentiment expressed that
children’s oral health is important, few parents

discussed taking appropriate oral health pre-
ventive measures for their children other than
tooth brushing. Comments revealed that par-
ents and pregnant women had a range of
attitudes, both positive and negative, toward
oral health in young children. Studies have
shown that one’s culture, experiences, and
beliefs strongly influence one’s oral health
attitudes.23 The ways in which oral health edu-
cation messages can address divergent beliefs
and attitudes that adversely affect the oral health
of young children need to be considered in
planning any educational intervention for this
population.

Our results provide justification for designing
intervention programs to help reduce the burden
of early childhood caries and its impact on the
quality of life of children and their families.24

Comments from our focus group participants
provide a vivid account of the importance of oral
health and how it affects the lives of children and
the parents and staff who care for them. Parents
reported effects of dental disease in a number of
areas and particularly conveyed its emotional
consequences, for example their feelings of guilt
about not being able to prevent tooth decay or
extensive dental treatment in their children.

The functional and psychological effects
of oral diseases among EHS children, parents,
and staff members should be considered as
an outcome in intervention studies con-
ducted with the EHS child population. Such

Oral Health Information Sought by Focus Group Participants: North Carolina, 2004

Staff Parents Pregnant Women

How can parents be better educated? How can I get my kids to open their
mouth to brush their teeth?

Why should I take care of my teeth
during pregnancy, and how does
this affect my baby’s teeth?

What are the specific consequences
of poor dental care? How can I teach my kids to brush

on their own? How can EHS help me find dental
resources in the community?

How should we apply the Head Start
performance standards to EHS children? What age should I start brushing my

child’s teeth and using toothpaste? What is the correct amount of
toothpaste to use with children?

What is the recommended age for the
first dental visit? What can I do for a toothache?

Which is better for my child’s teeth,
breast milk or formula?

How should gums be cared for before
teeth come in?

Why do some children get
cavities and others don’t?

Are pacifiers okay to use?What are correct toothbrushing techniques? How does pregnancy affect teeth?
Is thumbsucking bad for my

child’s teeth?
What do cavities look like? How can I enforce a healthful

diet at home and keep
sweets away from my kids? What should I do for teething pain?

How can we encourage children to cooperate?

What drinks should I give to my child?
How can we help promote weaning from bottles?
What is the relationship between diet and

dental decay?

Note. EHS = Early Head Start.

RESEARCH AND PRACTICE

February 2009, Vol 99, No. 2 | American Journal of Public Health Mofidi et al. | Peer Reviewed | Research and Practice | 249



an approach would involve recognition of
the importance of parents’ perspectives on
how dental disease in their children influences
their lives, complementing the biological per-
spective prevalent in the literature.

A strongly expressed theme that emerged
from both staff and parent focus group sessions
was the need for more effective ways to com-
municate about oral health. Staff believed that
they were responsible for the oral health of
enrolled children but were at times frustrated
by their inability to communicate effectively
with parents. Parents expressed frustration
with what they sometimes perceived as criti-
cism from staff members regarding how they
cared for their children’s dental needs. This
lack of communication was exacerbated by the
discrepancy between the value many parents
placed on their children’s oral health and staff
members’ beliefs that parents had a low regard
for their children’s oral health. Staff may have
misinterpreted parents’ lack of time and in-
ability to incorporate oral health habits into
their daily lives as their placing a low value on
oral health.

A study in which Ohio Head Start staff and
parents were surveyed produced similar find-
ings. Most staff (67%) surveyed in that study
believed that parents did not value oral health
care for their children, whereas parents re-
ported that they valued oral health care.25

This discordance between staff members and
parents raises important practice implications.
For example, with the understanding that par-
ents value their children’s oral health, staff
members could devote less time and energy to
persuading parents about the importance of oral
health and more to providing useful and prac-
tical information building on parents’ knowl-
edge, experience, and readiness to change. Fur-
thermore, by repeatedly stressing the point that
oral health is important to parents who already
possess this belief, staff may appear to be putting
parents down. This approach can in turn de-
crease the likelihood that health education
messages are heard and accepted.26

Because of the communication problems
uncovered in this study, we are in the process
of investigating approaches to communicating
health information that may be particularly
suited to helping EHS staff assist parents in
improving the oral health of their children.27 A
number of well-developed approaches to health

behavior change focus on identifying an indi-
vidual’s stage of change (or readiness to change)
and providing skills to facilitate the individual’s
progression along different stages.

Motivational interviewing,28 an individual-
ized, semidirective approach that recognizes that
people who need to make behavioral changes
are at different levels of readiness, may be one
approach to help move parents toward adopting
desirable oral health behaviors. According to
the basic principles of motivational inter-
viewing, the person providing advice must
express empathy toward the person being
counseled, as well as exploring discrepancies
between deeply held values and day-to-day
behaviors, accepting the person’s reluctance
to change, presenting options, and supporting
the person’s self-efficacy. Motivational interview-
ing has not been applied widely in dentistry,
but results in other settings show promise.29,30

We are currently using this approach to test
interventions designed to support appropriate
parental oral health behaviors and simple
communication techniques.

This study produced a number of positive
findings with respect to current activities re-
lated to children’s oral health. Staff members
confirmed that children in the 4 EHS programs
receive some of the oral health preventive
activities called for in the Head Start perfor-
mance standards. EHS programs appear well
equipped to care for children’s oral health
through the provision of balanced, noncario-
genic diets; tooth brushing; and creative play
for educational purposes. Also, when local
resources permit, staff effectively network with
local providers to obtain needed treatment.

However, insights gained in the focus group
sessions also raised several concerns about
current activities. For example, many of the
pregnant women in the focus groups had not
visited a dentist during their pregnancy. This
finding is consistent with results from other
studies suggesting that economically disadvan-
taged women are less likely than are other
women to visit a dentist during pregnancy.31

Also, despite the fact that Head Start and EHS
standards require meaningful involvement of
parents in promoting the oral health of their
children, few parent education activities were
reported by staff members. Accordingly, effective
strategies to prevent dental caries in EHS chil-
dren should include the education of prospective

and new parents as a means of instilling positive
parenting behaviors.32

Our results suggest that clearly defined policy
guidance is needed for EHS programs. Histori-
cally, Head Start performance standards have
been applied to EHS programs without consid-
eration of the differences in developmental
stages of the children enrolled in the 2 pro-
grams. We found that staff and parents were
confused about the age at which children should
have their first oral health clinical assessment,
whether it should be a screening or examina-
tion, and who should provide that service.

At the time of this study, most programs
actively practiced oral hygiene in the centers,
but staff members were confused about the use
of fluoridated toothpaste. The Head Start Bureau
has recently provided clarification on some of
these policies.14 Our hope is that through con-
tinued research on educational interventions in
the early childhood education setting, further
evidence-based program policy guidelines can be
developed and training provided so that guide-
lines are adopted and understood in EHS settings.

Participants’ suggestions generated useful
information regarding future dental health
education interventions targeting EHS staff,
parents, and pregnant women, including the
importance of primary teeth and professional
visits to dental and medical clinics for preven-
tive dental services. A number of issues cut
across focus groups, such as the need for
culturally sensitive materials; hands-on, partic-
ipatory educational activities; and simple, clear
educational messages. Pregnant women in
particular need to be informed given that often
they do not have a clear understanding of the
importance of caring for their oral health dur-
ing pregnancy and that they have varying
degrees of knowledge regarding how to care
for young children’s dental needs.

Limitations

The qualitative nature of this study may limit
the conclusions that can be drawn from the
findings. Participants made up a convenience
sample recruited by EHS health coordinators.
Although all of the state’s major racial/ethnic
population groups were represented in the
sample, responses from participants may not
have been representative of the larger popula-
tion of EHS staff, parents, and pregnant
women. Another limitation involved the
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differences between the cultural backgrounds
of focus group facilitators and participants,
which may have limited the focus group dis-
cussions. However, the extensive amount of
information collected, coupled with repetition
of themes, minimizes the significance of this
limitation.

Conclusions

This study is one of the few to examine
issues related to the oral health of EHS chil-
dren. It contributes to the literature by helping
to identify the knowledge, attitudes, practices,
and suggestions of a diverse group of EHS staff
members, parents, and pregnant women rele-
vant to the oral health of EHS children. Such
experiential knowledge not only has implica-
tions for the design of oral health interventions
in North Carolina EHS programs; it also has
broader implications for EHS programs else-
where and for other early education and child-
care programs that enroll low-income children.
Further research is required in EHS programs
in other regions of the country to validate and
build on the findings of this investigation. j
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