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I Maternal Beliefs and Motivations for First Dental Visit by Low-income Mexican American
i Children in California
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Abstract: Purpose: The purpose of this study was to examine Mexican American immigrant caregivers' beiiefs and motivations surrounding the first

dentai visit for their young chiidren (median age=5-years-oid). Methods: Quciitative interviews were conducted among a convenience sample of 48 iow-

income, Mexican American mothers about their young children's orai health. Transcripts were independently read, coded, and thematically analyzed.

Results: Half (51%) of first dental visits were for parent-initiated reosons, including: for pain or visible dental problems; for parentes proactive desire to

get a checkup; or to avoid future dental problems. The other half was initiated by external prompts, especially pediatrician recommendations and school

requirements. Once a child went to the dentist for his/her first visit, 94% continued with reguiar checi<ups. The mean age for a first dental visit was

3-years-old. Three parents reported cases in which dentists discouraged visits for symptomatic chiidren before they were 3-years-old. Conclusions: The

low-Income, urban Mexican American parents interviewed take their children to their first dental visit when they are approximately 3-years-old, much later

than the recommended 1-year-old first visit for this at-risk population. Physicians are well positioned to play an important role in prompting first dental

visits. (Pediatr Dent 201l;33;392-8) Received February 4,2010 I Last Revision August 19,2010 i Accepted October 20,2010
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First dental visits. Early dental visits for children help establish
a "dental home," recognize the early stages of early childhood
caries before more invasive treatment is needed, and provide
an opportunity for parent edueation.''^ Other researeh suggests
that early dental visits result in fewer restorative needs and,
therefore, reduced cost for treatment later in life^' and can
lead to more positive views about dentists and dental visits,"*
The American Dental Association (ADA) and American Aea-
demy of Pédiatrie Dentistry (AAPD) reeommend that ehil-
dren have the first dental visit and establish a dental home by

Despite these recommendations,''' most at-risk American
children do not have their first dental visit before they are 1-
year-old. The age of first visit is generally much later (eg, in
Iowa, only 2% of children had a dental visit by 1-year-old,
11% by 2-years-old, and 31% by 3-years-old^), Another study
found that only 47% of low-income African American ehil-
dren in Detroit, Mieh. have ever visited a dentist by 3-years-
old.̂  These late visits may be in part due to finaneial barriers
to aeeess and dental professionals' reluctance to treat very
young children.^'" There is very limited literature on parental
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beliefs, attitudes, and motivation for first dental visits, A US
study found that caregiver factors, such as self-preventive
care, positively influence child dental visit behavior,* Two
quantitative surveys of Saudi Arabian families concluded that
parents do not have sufficient knowledge about when first
dental visits should occur: 34% of parents thought the first
visit should be during the child's third year, while 42%
thought it should be during the sixth year.'''" The major rea-
sons for a child's first dental visit in those samples were re-
gular visit (40%) and emergency (28%)."*"

Latinos and early childhood caries. Latino children have
among the highest rates of early childhood caries (ECC), even
when controlling for other variables such as ineome."" Mexiean
Ameriean sehool ehildren, in partieular, have higher ECC rates
than other groups in both the United States, generally, and
California speeifieally.'̂

Reasons for this health disparity ate not fully understood.
Some researeh suggests that Mexiean immigrant parents
might: have poor knowledge and praetiee of effective pre-
ventive measures'^"; not understand the relationship between
the child's diet and oral disease; accord low value to primary
teeth; or not recognize early signs of oral health problems in
their children. '̂''̂ ' Additionally, much research has pointed to
barriers to access and dental utilization.̂ •̂ •̂ ^ There are no reports
examining the age and motivation for first dental visits for
Mexican American children, factors that could play a role in
this health disparity.

Using a basic social eonstruetionist theoretical approaeh,'̂ ''
the purpose of this study was to examine the meanings and
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practices of parents around first dental visits for their children.
The following research questions were asked: What meanings,
thoughts, and beliefs surround low-income Mexican American
caregivers' seeking of a first dental visit for their children?
Additionally, what factors influenced the timing of a first den-
tal visit?

Methods
A qualitative approach was used to gain an understanding of
urban Mexican American parents' knowledge, beliefs, and
practices surrounding their young children's oral health, in-
cluding first dental visit. The study was conducted in a low-
income neighborhood with a high proportion of Mexican
American residents in San José, Calif The targeted county is
classified as "high-risk for ECC," with 51% of low-income
children entering kindergarten with a history of cavities, and
nearly one third having untreated decay.•̂ ^

Eligible study participants were: primary caregivers of
children 10-years-old and younger, with the aim that the
youngest child would be 5-years-old or younger; and self-
identified as fitst- or second-generation immigrants from
Mexico. The convenience sample of participants was drawn
from multiple sources in the community, including a migrant
parents' group, preschools, low-income dental clinics, commu-
nity festivals, and referrals from other participants. Screen-
ing specifically for children who had caries experience was not
undertaken. All data were self-reported; no data came from
medical or dental records. No clinical examinations were made
or treatments offered, although referrals to local dental re-
sources were provided upon request.

Bilingual interview staff recruited, screened, and obtained
informed consent from interested participants. A grocery store
certificate of $20 was offered as an incentive to participants.
All interviews were face-to-face and relied on open-ended
questions and probes from a semi-structured interview guide
approved by the Institutional Review Board of the University
of California, San Francisco, Calif Interview questions were
developed based on previous studies of Latino immigrant and
low-income populations' conceptions of oral disease and ex-
periences with the oral health care system.""'^ Interviews
documented caregivers' conceptions of their children's oral
health and disease and related behaviors. Main questions that
generated the data analyzed in this article include: When did
you take your child to the dentist for the first time? How old
was he/she? How did you decide/know that it was time to
take him/her?

Interviews were conducted in Spanish or English, digital-
ly recorded, translated, and transcribed, and all observations
were recorded as typed field notes. Following standard quali-
tative analytic procedures, '̂'̂ ^ a short list of codes related to
initiation of dental visits was developed and applied indepen-
dently by 2 researchers using NVivo 8® software (QSR
International, Cambridge, Mass). After initial codes were ap-
plied to text, codes were iteratively refined as various themes
emerged while rereading transcripts and field notes. '̂'̂ ''

When parents mentioned multiple reasons prompting an
initial dental visit, all were recorded, but in the following nu-
meric results only the first reason was counted. The category

of "school" includes both preschool and elementary school.
Most parents did not specify the type of medical provider
their child saw, so the categorization of "pediatrician" may also
include general and family physicians.

As each child in the family had a different oral health
situation, parents usually went through their family child by
child to detail to the interviewer all the oral health experi-
ences her children had, including oral health habits, pain or pro-
blems, and encounters with dentists. Responses were categor-
ized pet child (as most families had multiple children). This
enabled us to discern how parental actions and reasons for the
first dental visits changed from first to subsequent children.
Acknowledging that there are limitations to this approach, and
in the absence of the ability to conduct a prospective study
at this time, parents were asked to recall information, such
as child's age at first dental visit. Quotations provided below
reflect typical sentiments and comments expressed by the
caregivers in the course of the interview.

Results
Sample. The sample comprised 48 mothers primarily from
low-income (median annual income=$24,000) and low-
education (mean=9±2.8 years) immigrant families of Mexican
origin or descent (100%). The average age of mothers was 31-
years-old; approximately one-third (35%) had health insurance,
half (52%) came from rural areas, and most (90%) were born
in Mexico and had lived in the United States for an average
of 9 years. The majority (60%) of mothers reported having a
current need for dental treatment. Most participants (90%)
preferred to speak Spanish and conducted their interviews in
Spanish.

As a gtoup, these mothers had an average of 2.5 children
per family. Most children (61%) were younger than 5-yeats-
old and had been born in the United States (83%). Mothers
reported caries experience for neatly two-thirds (64%) of these
children. Over one-thitd (36%) of children younger than 5-
years-old had older siblings with caries experience. The mean
age for a child's first dental visit was 3±I.6-years-old. In the
county studied, Santa Clara County, Calif., all children, re-
gardless of legal or income status, had access to some form of
dental insurance, although a small minority (3%) of undocu-
mented children aged 6 or mote were on the waitlist. Nearly
all insured children (90%) were on public dental insurance
programs.

Motivations for first dental visit. A child's fitst dental
visit was motivated by 2 distinct sources: intetnal ot external
prompts (see Table 1). Half the mothers reported that their
youngest child's first dental visit was made fot intetnal, patent-
initiated reasons. These intetnal reasons wete divided into
subcategoties: 1 reactive motivation and 2 proactive motiva-
tions. Half the mothers initiated the child's first dental visit
because of extetnal prompts. External prompts also comprised
subcategoties. Once a child had gone into the dentist fot
whatever reason, neatly all (94%, 67 out of 71) continued
with tegular checkups twice a yeat, with many mothets spe-
cifically mentioning reminders from the dentist as the ttigger
ptompting subsequent visits.
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Internal prompts.
Reactive: Parent-noticed problems. The main reason

for an internal prompt or parent-initiated first dental visit was
reaction to a parent-noticed problem, such as tooth-staining
or crumbling, the child complaining of pain, or trauma. One
earegiver explained how a visible problem prompted her to
take her child to the dentist for the first time:

Respondent: "Because I saw that my daughter's teeth were
going black and I didn't want that to happen to her. That's
why I took her [child's first dental visit at 2-years-old]. "

Another caregiver explained how, even though the pro-
blem was noticed earlier, it was her child's pain complaints
that motivated a first dental visit:

Interviewer: "Okay, so tell me a little bit about the
cavity problem. "
Respondent: "It was with the youngest, when he was
approximately 2-years-old. It started when he was about
2-years-old, ever since he was little. They [his teeth] hurt
him, and he cried and cried, and then when he was about
4, he started to say that it was his teeth that hurt him.
And that's when we started caringfi)r his teeth. "
Interviewer: "What did you do?"

Respondent: "We took him to the dentist so that they
could take care of the cavities and take out the bad teeth,
ones that already had lots of cavities [child's first dental
visit at 4-years-old]. "

Proactive: Parental desires for checkup. The next most
common internal prompts were parental self-standards or pro-
active desires for a preventive visit. Mostly, this comprised
parents deciding it was time for a checkup or cleaning, and
asking service providers when their child could see a dentist, as
these two examples demonstrate:

Interviewer: "How did you decide to bring her into the
dentist the first time?"
Respondent 1: "1 just thought it was time for her to go for
her first cleaning [child's first dental visit at 3-years-old]. "

Interviewer: "And how did you decide to take him to the
dentist the first time?"
Respondent 2: "I asked about it when my [older] daughter
had a [dental] appointment and I asked the [dentist]
when I should bring him to the dentist for the first time,
and he said that if I wanted to I could bring him any
time, that he could see him. He already had Medi-Cal
and everything [child's first dental visit at 2-years-old]. "

Six of these 16 proactive parental-desires-for-checkup
cases were initiated because the parent had an older child and
had learned about children's dental needs through experiences
with the older sibling. Here's an example of one of those care-
givers:

Interviewer: "Ok, let's move on to your youngest child,
the 3-year-old. "
Respondent: "His first visit to the dentist was when he
was 2-years-old. He would want to go [to the dentist] when
I took the others [older siblings]. I got an appointment
for him at that same place, at the [clinic name]. I told
them that he was 2-years-old and they said they would

MAIN REASON FOR FIRST DENTAL VISIT (N=78 CHILDREN)
BY INTERNAL AND EXTERNAL PROMPT

Reason

Internal prompt: N=40 (parent initiated)

Reactive: Parent noticed pain/problem

Proactive: Parental desire for checkup; parental
avoidance of problem

External prompt: N=38 (other initiated)

Pediatrician

School requirement

Other

N

16

24

16

14

8

Proportion
of all

reasons %*

51

21

31

49

21

18

10

' Percentages toral more rhan 100% due to rounding error.

see him. They gave him an appointment, I took him to it,
and I think it was fun for him. He'd see his older brother
and sister go in and he'd want to, too [child's first dental
visit at 2-years-old]. "

Proactive: Avoidance of problems. A similar proactive
parent reason for initiating children's visits to a dentist was
desire to avoid dental problems. The problems parents sought
to avoid included: cavities; problems previously experienced
by the parents themselves or older siblings (sueh as pain or
abseess); or "silver teeth." As this earegiver explains:

Interviewer: "How did you decide that it was time to
take him to the dentist?"
Respondent: "Well, mainly because I thought that we
should take care of his teeth. There are small children
that have those silver things [on their teeth]. You see small
children who already have that. If I just leave him and
don't take him to the dentist or anything, then maybe
he would need that too, all that silver stuff. That's bad
[child's first dental visit at 3-years-old]. "

External prompts.
The most frequently given external reason prompting a mother
to take her ehild for a first dental visit was a pediatrician's
[physician's] recommendation. These caregivers explain:

Interviewer: "How did you know it was time to take her
[to the dentist]?"
Respondent: "Because the pediatrician would tell me to
when I'd take her there for her checkups. They said it was
time to take her to the dentist, to check her teeth to see
if they were OK. I started when she was 2-years-old. I'd
take her every 6 months. They'd clean her teeth and check
them. I've been taking her every 6 months since she was
2-years-old [child's first dental visit at 2-years-old]. "

The next most frequent external source prompting a visit
was a school requirement, as described by this caregiver:

Interviewer: "How did you decide that it was time to go
to the dentist?"
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Figure 1. First dental visit by age (N=71 children).

Respondent: "Because the school asks you to. You have to
bring in a paper that says that they have been to the den-
tist. That's why we took him to the dentist [child's first
dental visit at 4-years-old]. "

Other examples of extetnal prompts wete recommenda-
tions from a variety of social ot welfare service providers
(including federally funded Women Infant and Children
[WIC] nuttition sites, continuation school, and community
centers) and ftom family membets (such as mothets and sis-
ters). Collectively, these other external prompts accounted for
only 10% of initial dental visits by children.

Age of first dental visit. As Figute 1 illustrates, the
most frequent mothet-tepotted ages fot the child's first dental
visit was 2- and 3-years-old (range=O.7-10-years-old). Except
for school tequitement, evety othet prompt motivating a
mothet to initiate a child's fitst dental visit tesulted in the same
outcome: on average, a fitst dental visit occurred at approxi-
mately 2î/2-yeats-old. When compated to all othet teasons, the
reported age of first dental visit fot childten with a "school
tequitement" as the patentai motivation was different, much
later (approximately 4-yeats-old vs 2!/2-years-old).

Mothet's education, mothet's age, family income, yeats in
the United States, child's age, country of bitth, and birth otder
appeated to have little ot no influence on age at fitst dental
visit. Children botn in Mexico and childten of oldet mothers
appeated mote likely to have fitst dental visits at a later age
than childten of US-botn ot younget mothets.

Barriers to early access. Some mothets repotted diffi-
culty accessing dental cate for childten. Three patents talked
about ftusttations when encounteting dentists that would not
accept theit childten as dental patients, because they wete too
young. All 3 of these cases were childten with significant den-
tal problems. These patents noticed visible ptoblems with
theit children's teeth (spots and ctumbling) and attempted to
take them to dentists when the childten wete only 2-yeats-
old. The categivers wete told their childten were too young
and to tetutn when theit childten wete 3-yeats-old.

Interviewer: "Do you remember the first time you took
her to the dentist?"
Respondent: "The first time I took her to the dentist—

well, the dentist said you can't take them until they're 3,
Because I took her once when her teeth were bad, you
could tell they had cavities on them and they [the dentist]
said they couldn't do anything until she turns 3 to put the
caps on her because she's still young. So I took her back
when she turned 3 and they put caps on her, on the ones
[teeth] that she still had lefi. "

Interviewer: "How could you tell she had cavities? What
did they look like?"
Respondent: "Because they're [the teeth are] yellow and
brown and your teeth do not have spots. Not that color
spots. "

While 2 patents chose to tetutn aftet theit child was 3,
resulting in extensive testotations, 1 patent persistently visited
many dentists until she found one who would see het 2-
yeat-old:

Respondent: "When I took him there [dental clinic], I
had taken him to many places before taking him there,
and nobody wanted to see him, because he was a small
boy. They didn't want to see him anywhere. When he had
that problem with his teeth, I took him to a dentist, I
took him to many dentists, and none of them—they only
checked him and said that there was nothing they could
do. I called [insurance provider] and [insurance provider]
told me about that clinic [that would see him]. Now
Tve changed to that clinic. "

Discussion
Results ftom this study ate similat to findings repotted in
the litetatute on the general population: Few childten access
dental care when they are younget than 24-months-old.^''^
Half of patents took childten to theit fitst dental visit of theit
own accotd, often prompted by visible dental ptoblems, child's
complaint of pain, the categivet's concetn that it's time fot a
checkup, ot to avoid futute dental ptoblems. The othet half
of patents was motivated by pediatricians [physicians], school
tequitements, ot othet people.

In this study, these low-income, Mexican-otigin parents
wete taking theit childten to the dentist when they wete ap-
ptoximately 3-yeats-old, which is atound 2 yeats latet than
the tecommended age of 1 yeat fot high-tisk childten. The
tesults suppott the benefits of early fitst dental visits, with
94% of the sample repotting subsequent tegular dental visits
ot establishment of a "dental home" aftet the first visit.

Findings ftom this study ptovide a valuable contribution
to a cuttently spatse atea of the litetature. One of this study's
ptimaty sttengths is that it is one of the fitst to describe mo-
tivation fot fitst dental visits in a high-tisk, low-income, Mex-
ican Ametican population. While epidemiological sutveys can
tell us the ptopottion of childten at specific ages who have
seen a dentist, this style of teseatch has not examined when
the fitst dental visit was undettaken, not can it examine what
influences that visit. Vety little is cuttently teported on cate-
givets' thoughts, beliefs, motivations, and behaviots suttound-
ing fitst dental visits. This teseatch ptovides some key infotm-
ation about those thoughts, beliefs, and motivation and lays a
foundation for futthet teseatch examining these impottant
psychosocial and behaviotal components.
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This study's limitations, however, must be considered
when interpreting results. This is not a representative sample. A
limitation oF particular concern is recall bias because mothers
were recalling age at first dental visit, sometimes 3 or 4 years
after the fact. There is also an issue that multiple children
from a single family were included in child data analysis, as
there may be family characteristics influencing the data. In
this primarily qualitative study, however, inclusion oF data
from all siblings in a Family revealed important information
not otherwise discernable—that older children's dental expe-
riences influenced mothers to begin seeking professional oral
health care at an earlier age for the younger children in the
family. Caution must be used in generalizing findings to a
larger population, although in some instances this study's
findings suggest a focus for future studies using larger represen-
tative samples. Caution must also be exercised in generalizing
results to other Latino populations, such as those from a dif-
ferent socioeconomic class, immigrant status, or geographic
location.

Other limitations of this study include single location,
self-report data, and social desirability bias. The distribution
and proportion of parental motivations for first dental visit
cannot be generalized beyond the study sample, but this study
has contributed knowledge about what those motivations are
and how they came about. This provides a key first step For
future studies with larger representative samples.

We found pediatricians to be important sources prompt-
ing a child's first dental visit, resulting in a visit, on average at
approximately 2i/2-years-old. This is similar to other reports
noting that, despite the current recommendations,''' only 5%
of physicians are referring children younger than 1-year-old to
dentists, and most pediatricians are not reFerring children for
dental visits until they are 2i/2-years-old, on average.''^'^^ Be-
cause more young children visit a medical provider (85%) than
a dental provider (20%), pediatricians can—and do—play a key
role in influencing timing of the first dental visit through oral
health screenings and dental referrals.̂ *"'" Only halF oF practi-
cing physicians who see young children, however, are trained
in oral health screening or early childhood caries (ECC) and
only 10% know about ECC prevention therapies.'^'" There is
ample research to show that physicians with proper training
can accurately identify children with and without caries. '̂''̂

Pediatricians have been reported elsewhere to reFer chil-
dren to dental services,''̂ '̂ ^ and oral health is one of the Ame-
rican Academy oF Pediatrics' (AAP) top 3 priorities and was
the focus of the 2008 Peds21 Summit.'' The timing of the first
dental visit reported in our sample, however, is later than the
recommended age. In May 2003, the AAP updated their oral
health policy to include risk assessment by 6 months, with
high-risk children getting a dentist referral within 6 months of
eruption oF the first tooth or by 1 year old. The AAP identi-
fies Factors that place a child at high risk for caries, including:
low-income; high sugar diet; poor oral hygiene; having older
siblings with caries experience; and parents with poor oral
health.''*•''All the children in this study were low-income, a
third of them have older siblings with caries, and 60% oF care-
givers reported themselves to have untreated dental problems.

As a high-risk population, they should have been referred to
dental treatment much earlier.

There is a possibility that pediatricians referred children at
the recommended age, and there was a delay between the time
of referral and the time when parents actually achieved a first
dental visit," a topic warranting further research. If pediatri-
cians are going to be successFul gatekeepers to getting high-
risk children to their first dental visit, however, children need
to be screened and referred earlier to allow for this delay.

Pediatricians cannot control the dental environment to
which they are referring these children, and many pediatri-
cians report difficulty reFerring children.'' There is a large lite-
rature on barriers to access to dental care, including dentists
not accepting young children, particularly those on public
insurance."•"'''' There is some debate about whether the den-
tal workforce is trained, equipped, and willing to see and treat
such young children, particularly those with severe needs,
such as many of those with public insurance."''"''^ Only 36%
or Fewer dentists agree with the ADA's recommended age 1
year dental visit.̂ '"*'"*̂

Smith et al., found that only 3% of dental practices would
see publicly insured children younger than age 1 year For a
preventive visit vs. 15% oF dental practices who would see pu-
blicly insured children older than 5-years-old for a preventive
visit."' These dentist characteristics aFFect access to care and
may be a distinctive influence in determining the proportion
oF children achieving the ADA and AAPD recommended age
1 dental visit. Three parents in our study mentioned dentists
discouraging early dental visits. These particular cases involved
children with severe ECC that most likely were exacerbated
between the parents' attempts at a first visit, and actually achiev-
ing a visit at age 3. This underscores the need for more dentists
to treat young children and more dental schools to adequa-
tely train dentists to be able to do so.^"'''^ Additionally, there
is a need for community organizations to continue to help
caregivers overcome barriers to access to care.'"'"

Schools also serve as an important prompt to initiate dental
care, triggering caregivers who have either not received or not
followed suggestions from other sources. Rules at both the
preschool and elementary school level"*"* were important in get-
ting children into the dentist for the first time. In California,
legislation passed in 2006 requires a dental visit before the end
of the child's first year in school, whether that be kindergarten
or first grade.'*'' Head Start has requirements that encourage
children to visit a dentist and establish a dental home, and
parents Feel the program helps support them in overcoming
access barriers.'^''^ School age is too late for first dental visits
for a high-risk population, however, such as low-income
Mexican American children (many with older siblings and
parents with caries experience or untreated dental problems).
Schools should not be relied upon as a primary prompt For
first dental visits, but do serve an important function in rein-
forcing the need for children to receive dental care.

It is important to increase and tailor education for par-
ents, pediatricians, and other service providers to encourage
and facilitate the first dental visit by age 1 for this population.
At the same time, the dental workforce needs to be better
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equipped to handle an inerease in young patients. For this at-
risk population, increasing preventive treatment at a young
age may help deerease their later earies experience and cost of
care as well as increase their quality of life.

Conclusions
Based on this study's results, the following conclusions can be
made:

1. Parents' internal motivations for taking their ehildren
to a first dental visit are either reactive or proactive.
Reaetive visit initiation eame after diseovery of a vi-
sible tooth problem or a ehild's eomplaint of pain.
Proactive visit initiation resulted from parents' desire
to avoid dental problems or desire for a cheekup.

2. Parents' external motivations for taking their children
to the first dental visit stemmed mainly from pedia-
tricians' recommendations, Sehool requirements and
other sources (eg, family members) were less promi-
nent external prompts.

3. Children in the study, as in many previous studies in
the literature, sought first dental visits at approxi-
mately 3-years-old, much later than the reeommended
first dental visit at 1-year-old. Children of parents who
sought a dental visit for their ehildren due to sehool
requirement had particularly late first visits.
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