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~ Effectiveness of an Oral Health Program in Improving the Knowledge and Competencies
of Head Start Staff

Courtney Hugh Chinn, DDS, MPH'

'

Abstract: Purpose: Head Start and Early Head Start (HS/EHS) programs have partnered with the American Academy of Pediatric Dentistry to promote
, oral health and increase access to dental homes. Preparing HSJEHS staff for issues related to pediatric oral health promises to improve effectiveness of
t this collaboration. This paper’s purpose was to describe the Columbia Head Start Oral Health Program (C-HSOHP) and changes in HS/EHS staff pediatric
! oral health knowledge and competencies dfter participating in GHSOHP. Methods: Four HS/EHS grantees in New York City engaged in the 2008-09
; C-HSOHP. A convenience sample of 61 staff completed pre- and postself assessments of knowledge and competencies. Results: Significant paired mean
i improvements were found for staff-reported level of preparation to explain dental issues during pregnancy, the tooth decay process, and preparing parents
! for their child's first dental visit. Significant improvements were found in staff confidence in teaching parents about children’s oral health issues, referring
for pediatric dental services, and talking to a dentist about a concern. Conclusions: The Columbia Head Start Oral Health Program was effective in
improving Head Start/Early Head Start stoff self-confidence ond self-perceived preparedness in teaching parents about oral health, applying oral health
knowledge to HS/EHS programs, communicating with dental professionals, and improving access to pediatric dental services. (Pediatr Dent 2011,33:403-8)

The US Centers for Disease Control and Prevention reports
that, between 1988 to 1994 and 1999 to 2004 examination
periods, the prevalence of Early Childhood Caries (ECC) in
the United States increased from approximately 24% to 28%, a
15% relative increase.! ECC disparately affects the most vul-
nerable and disadvantaged, as children from poor or minority
families are more likely to have caries experience, untreated rooth
decay, and dental pain and less likely to be seen by a dentist.!?
Early preventive dental visits have been shown to reduce
restorative and emergency care and associated costs.* Despite
American Academy of Pediatric Dentistry and American Aca-
demy of Pediatrics recommendations for an age 1 dental
visit,”® however, access to dental services for poor young chil-
dren remains a challenge. Implementing oral health delivery
strategies requires substantial effort, and too few dentists are
willing to serve young children or accept Medicaid.”® As a re-
sult, few children in Medicaid have access to dental care. Bare-
ly a third of all children from birth to 21-years-old with
public dental coverage obtain a dental visit within a given year.?
Studies on dental provider reluctance to treat young Medi-
caid populations consistently report barriers that include low
reimbursement, burdensome paperwork, unfamiliarity work-
ing with young child populations, and concern about broken
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appointments, patient noncompliance, and cultural and lin-
guistic differences.”?!! Likewise, parents report barriers that
discourage establishing a dental home for their children, in-
cluding: negative experiences searching for providers or ar-
ranging an appointment; transportation; long waiting lines;
and disrespectful and discriminating behavior from staff and
providers due to their race and public assistance status.'>'?
Head Starc and Early Head Start (HS/EHS) are federally
funded programs that provide grants to local public and private
agencies to provide economically disadvantaged children with
child development and health services, including oral health.
HS/EHS enrollment improves access to preventive dental care
and treatment for dental problems.'* HS/EHS performance
standards specifically require that a health care professional
determine within 90 days of enrollment whether a child is up to
date with appropriate preventive dental care.® HS/EHS staff has
unique access to underserved populations for whom they can
promote healthy lifestyles and help overcome dental access barriers
using a holistic, respectful, and culturally sensitive approach to
those they serve. HS/EHS staff are also trained to assist fami-
lies to navigate and establish a connection with a wide range of
social and medical services, including access to a dental home.
The prevalence of ECC and oral health status of HS/EHS
populations has been well documented,'>? and a number of oral
health educational resources, programs, and training materials
exist for HS/EHS staff.??® Attitudes of HS/EHS parents and
staff regarding issues of dental access and barriers to care'*® and
the use of nondental professions providing preventive dental
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services®® have also been examined. Little research, however,
has investigated HS/EHS staff ability to advocate and assist
parents to achieve optimal oral health for their children and to
establish a pediatric dental home. HS/EHS staff training has
been shown to improve knowledge and work satisfaction.' In
addition, cognitive factors such as self-efficacy and controllabi-
licy have been used in causal models to determine oral health
promotion.>
The purposes of this paper were to:

1. describe the Columbia Head Start Oral Health Program
(C-HSOHP)—-created at Columbia University College
of Dental Medicine, New York City, in 2007 in
partnership with Columbia University Head Startand as
part of a Health Resources and Services Administration-

sponsored “Leadership in Pediatric Dentistry Training
Grant™?; and

2. examine changes in HS/EHS staff confidence and self-
efficacy in promoting pediatric oral health, preparing
parents for their child’s first dental visit, and gaining
access to a pediatric dental home after participating in
C-HSOHP using a convenience sample of 4 HS/EHS
grantees from New York City.

Methods :
C-HSOHP was created to assist local HS/EHS grantees in the
Washington Heights/Inwood neighborhood of Northern Man-
hattan to access dental homes and promote a social climate
of positive oral health. This training grant was established to:
encourage leadership in nontraditional pediatric dental careers
toward public service for Maternal and Child Health popula-
tions, such as HS/EHS; and be a resource and support for
continuing education, consultation, and technical assistance.
Initial development of the program, including parent education
and staff training materials, occurred during the 2007-08 pro-
gram year as part of a capstone project by this paper’s author.
C-HSOHP has since expanded and now partners with 4
Head Start grantees serving over 600 young children and
their families. No selection criteria were used for participants
in this study, and all 2008-09 participants learned of C-
HSOHP by word of mouth.

C-HSOHP recognizes that, while promoting good oral
health is a universal goal of HS/EHS, individual grantees may
have specific oral health needs and concerns and may take a
flexible and community-based approach with HS/EHS part-
ners. Participating grantees were asked to complete a needs
assessment to identify the current knowledge base of staff,
existing areas of strength, and topics of concern where assist-
ance would be most beneficial. The needs assessment consisted
of a simple self-completed form, which instructed Head Start
staff to identify and rank in order the top 5 dental issues they
encountered or believed to be a problem. .

The results of the needs assessment were reviewed with the
grantee program director or health coordinator. Additionally,
an oral health program was collaboratively designed from a
menu of services, which included: a 2-hour staff workshop
training session (provided by a single pediatric dentist on
community-decided topics of focus in pediatric oral health; a
45-minute parent educational and question-and-answer ses-
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sion; a half day of onsite dental screenings; and assisted referrals
to a local pediatric dental clinic for comprehensive services,
which included contact information for direct assistance with
appointment scheduling.

C-HSOHP staff training sessions were primarily devoted
to answering specific questions and issues by staff and using

Table 1. TOP 5 REPORTED DENTAL PROBLEMS/DENTAL ISSUES
FROM HEAD START GRANTEE COMMUNITY NEEDS
ASSESSMENT

Rank Grantee
Site 1 Site 2 Site 3 Site 4

First Lack of Bottle Nutrition/ Oral
dental habits bottle hygiene
knowledge habits*

Second Nutrition/ Missed Oral Access to
bottle dental hygiene care
habits* appointments

Third Missed Pacifiers Pacifiers Bottle
dental habits
appointments

Fourth Tooth Oral Tooth Tooth
decay hygiene decay decay
process process process

Fifth Access to Lack of F Lack of
care dental dental

knowledge/ insurance
access to
care*

* More than 1 topic/issue tied for ranking. + Did not have a ranking.

e 2. HEAD START STAFF WORK EXPERIENCE

AND LEVEL OF EDUCATION (n=71)

Distribution of staff by All Respondents
Head Start grantee staff % % (N=61)
(N=71)
Site 1 18 18
Site 2 47 44
Site 3 17 16
Site 4 18 21
Ys working at HS/EHS
<2 36 30
2-5 21 23
>5 48 48
Highest education level
High school or some 44 43
college
Bachelors degree 38 38
Graduate degree or other 18 20
Previous employment
Health care 6 7
Education or child care 50 46
Social services 13 13
Other 23 26
No previous job 9 8




an oral health resource guide “fipbook.” This flipbook con-
tained: educational materials for staff to use during sessions
with parents; answers to frequently asked oral health ques-
tions; a glossary of commonly used dental terminology; and
a list of available pediatric dental services and contact inform-
ation for referral assistance.

While this collaborative approach required more initial
' planning, it also: allowed for an efficient allocation of resources;
helped build respect and trust between partners; involved
maintaining regular and open communication; and created a
program that was responsive to the needs of the community.
During the 2008-09 C-HSOHP: all 4 participating grantees
elected to receive the 2-hour staff training and assisted referral
materials; 3 grantees chose to receive at least 1 parental educa-
tional session; and 1 grantee opted for onsite dental screenings.

C-HSOHTP also recognizes that, while predoctoral dental
students and pediatric dental residents may already interact
with the community, most of their experiences remain within
a traditional dental operatory setting. C-HSOHP engages stu-
dents and residents by allowing trainees to step outside the
dental clinic and interact with families and communities from
a different perspective. Through engagement in C-HSOHP
events and activities, trainees come to better ack-
nowledge the value of community partners by
leaving the dental clinic and providing services in
an environment which is much more familiar and
comfortable for HS/EHS staff, children, and parents.

Through these experiences, C-HSOHP seeks
to expand the trainee’s ability to look beyond the
mouth and consider the whole child in the context

Table 3.

PEDIATRIC DENTISTRY  V33/NOS SEP/OCT 11

commercial statistical software package® to assess any change
that may be attributed to the intervention.

Results
Table 1 presents a summary of the top 5 ranked oral health
issues of concern by individual grantees. Three out of the 4
grantees ranked topics related to dental nutrition or inappro-
priate bottle habits either first or second in priority. '

Seventy-one HS/EHS staff members of grantees in the
2008-2009 C-HSOHP were invited to participate in the study.
Sixty-one of these staff members (-86%) successfully com-
pleted both pre- and postprogram surveys. The 61 HS/EHS
staff who completed both pre- and post-C-HSOHP training
were representative of the 71 HS/EHS staff employed by the
4 Head Start grantees regarding demographic characreristics,
work experience, and level of education (Table 2). No signifi-
cant mean differences in the pre- and post-C-HSOHP surveys
were found when compared by Head Start grantee, years
working at EHS/HS, highest level of education achieved, or
previous employment.

Table 3 describes the changes in HS/EHS staff percep-

tions of enrollee oral health status and difficulties encountered

CHANGES IN HEAD START PERCEPTIONS OF ENROLLEE OVERALL ORAL

HEALTH STATUS AND DIFFICULTIES ENCOUNTERED WITH DENTAL CARE
(n=61)

of families, community, and society. It is envisioned
that these experiences and lessons learned from
C-HSOHP are taken “back home” and incorporated
by students and residents in their future clinical
practices. Additional information about C-HSOHP
can be found on their website.*

This study was approved by the Institutional
Review Board of Columbia University Medical
Center. Prior to commencing the C-HSOHP staff
training, a convenience sample of HS/EHS staff
members—engaged in direct and regular interaction
with families (N=71)—from the 4 participating
C-HSOHP program grantees were invited to par-
ticipate in a self-completed presurvey. This pre-
survey included: demographic information;
frequency of dealing with oral health issues in HS/
EHS, such as dental caries or dental pain; and atti-
tudes regarding pediatric oral healcth and HS/
EHS populations, including perceived difficulty in
various aspects of oral health promotion. Additional
items assessed respondents’ self efficacy and locus
of control—2 psychosocial constructs that assess a
person’s readiness and ability to carry out tasks.

One month following the completion of the
last C-HSOHP activity, an identical postsurvey
was distributed to all participating HS/EHS staff.
Analysis of variance and paired ¢ test analyses of
pre- and postsurvey data were conducted using a

Presurvey  Postsurvey ~ Mean paired  P-value
(%) (%) difference
+(SD)

Overall oral health status of Head -0.164+0.094 .09
Start/Early Head Start children

Poor or fair 38 33

Good 53 46

Very good or excellent 10 21
Difficulty to find pediatric oral 0.19710.109 .08
health materials

Not difficult or not difficult at all 39 54

Somewhat difficult 44 34

Difficult or very difficult 16 12
Difficulty to complete dental 0.115£0.097 .24
screening

Not difficult or not difficult at all 53 62

Somewhat difficult 41 33

Difficult or very difficult 7 5
Difficulty to refer for pediatric 0.180+0.079 <.03*
dental services

Not difficult or not difficult ar all 48 67

Somewhat difficult 46 25

Difficult or very difficule 7 8
Difficulty to obtain complete 0.27920.097 .006*
treatment

Nor difficult or not difficult ar all 28 53

Somewhar difficult 61 39

Difficult or very difficult 12 8
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with dental care. Significant paired mean differences (P<.05)
between pre- and post-C-HSOHP surveys were found for dif-
ficulty in referring for pediatric dental services and difficulty
completing all needed dental treatment. Following C-HSOHP,
there was a 20% increase in staff who reported referring for
pediatric dental services as not difficult or not difficult at all
and a 24% increase in staff who reported completing all
needed dental treatment as not difficulc or not difficult at all.
No significant paired mean differences between pre- and
post-C-HSOHP surveys were found by staff report of identified
dental issues, dental related pain, or overall oral health status.

Following C-HSOHP, 66% of staff reported physically see-
ing a cavity in at least 1 child’s mouth within the last 6
months. Forty-eight percent of staff indicated receiving at
least 1 parental report of a child experiencing tooth-related
pain and 30% of staff indicated receiving at least 1 parental
report of taking a child to the emergency room due to a
dental-related issue.

No significant paired mean differences between pre- and
post-C-HSOHP surveys were found in Head Start staff acti-
tudes on oral health recommendations and effectiveness of
training program or in their role in influencing oral health.

Table 4. CHANGES IN ATTITUDES OF HEAD START STAFF ON COUNSELING

PARENTS ON PEDIATRIC ORAL HEALTH (v=61)

Presurvey ~ Postsurvey ~ Mean paired  P-value
(%) (%) difference
+(SD)

Preparedness on dental -0.279£0.112 <.02*
issues during pregnancy

Not prepared at all 54 36

Somewhat prepared 31 39

Prepared or very prepared 15 25
Preparedness on the tooth -0.426£0.098 .001*
decay process

Not prepared at all 53 26

Somewhat prepared 31 46

Prepared or very prepared 16 28
Preparedness in prepping -0.426£0.098 .000*
parent for child’s first
dental visit

Not prepared at all 43 17

Somewhat prepared 41 44

Prepared or very prepared 16 39
Confidence to teach parents -0.246+0.109 <.03*
on child oral health issues

Not confident or not 31 21

confident at all
.-Somewhat confident 39 35

Confident or very 30 44

confident
Confidence to refer child -0.29510.100 .005*
for services

Not confident or not 21 10

confident ar all

Somewhat confident 31 24

Confident or very 48 66

confident’
Confidence to talk to a -0.34410.109 .003*
dentist about a concern

Not confident or not 20 7

confident at all

Somewhat confident 36 28

Confident or very 44 65

confident

* Statistically significant (P<.05).
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Following C-HSOHP, 92% of staff said educating
parents on children’s oral health was important or very
important; 93% said getting a parent to brush their
child’s teeth was important or very important; 97%
said not allowing a child to go to sleep with the bottle
was important or very important; and 89% said the
age 1 dental visit was important or very important.
Eighty-nine percent of staff reported training in oral
health was effective or very effective, and 93% said
onsite dental screenings were effective or very effective.

Regarding HS/EHS staff’s perceived influence on
improving children’s oral health, no significant paired
mean differences were found. Following C-HSOHP,
the following percentages of staff reported: having an
influence or a large influence on a child’s overall oral
health (69%); getting parents to brush their children’s
teeth every day (59%); getting parents to switch from
a bottle to a sippy cup (56%); and getting parents to
terminate nocturnal bottle use (39%).

Table 4 presents changes in attitude and perceived
confidence of HS/EHS staff in advising parents on
pediatric oral health issues. Significant paired mean
differences between pre- and post-C-HSOHP surveys
were noted for level of preparedness on teaching
parents about dental issues during pregnancy and the
tooth decay process, and preparing parents for child’s
first dental visit. Following C-HSOHP, there was a
10% increase in staff who reported being prepared or
very prepared to explain dental issues during preg-
nancy, a 12% increase in staff who reported being
prepared or very prepared to explain the tooth decay
process, and a 23% increase in staff who reported
being prepared or very prepared to help parents pre-
pare for their child’s first dental visit.

Significant paired mean differences were also
found in HS/EHS staff confidence in teaching parents
about child oral health issues, referring a child for
dental services, and talking to a dental professional. Fol-
lowing C-HSOHP, there was a 15% increase in staff
who reported being confident or very confident in
teachingzﬁérents about children’s oral health issues, an
18% increase in staff who reported being confident or
very confident in referring a child for dental services,
and a 21% increase in those confident or very con-
fident in talking to a dentist regarding an oral health
concern.




Discussion

C-HSOHP had 4 grantees participating in the 2008-09 program
year who primarily heard about the program through word of
mouth. Thus, findings are limited to the reported data of this
convenience sample of HS/EHS grantees who participated in
C-HSOHP. Additionally, while this study provides an overview
of the C-HSOHP program, findings are limited to Head Start
staff survey reporting and not a comprehensive evaluation of
the C-HSOHP program as a whole. The number of assisted
referrals, for example, was not collected as a part of this study.
Finally, as individual HS/EHS grantees were allowed to choose
which services they wished to receive, this study is inherently
vulnerable to confounding. As HS/EHS staff were from 4 dif-
ferent grantees within the Washington Heights/Inwood neigh-
borhoods of NYC, however, we believe these findings are a
fair representation of HS/EHS programs serving an urban,
primarily Spanish-speaking Hispanic/Latino population.

C-HSOHP was effective in improving HS/EHS staff self-
confidence and self-perceived preparedness in teaching parents
about oral health, applying oral health knowledge to HS/EHS
programs, communicating with dental professionals, and im-
proving access to pediatric dental services. Additionally, C-
HSOHP’s use of a Head Start community needs assessment
and tailored program in partnership with local HS/EHS
grantees allowed for the identification of pre-existing strengths
and a more efficient use of resources. For example, it was con-
cluded that onsite dental screenings would not be especially
beneficial for 2 grantees, but that efforts would be better spent
providing parent education sessions and staff training. An un-
expected consequence of this community-based approach
has been the formation of deeper partnerships. C-HSOHP fa-
culty members have been invited to join 2 Head Start Health
Advisory Boards and a community Early Childhood Coalition
and to participate in a local neighborhood fair.

While not statistically significant, an increase in positive
perception on the overall oral health status of HS/EHS children
was reported by staff following C-HSOHP. Explanations for
this finding may be due to social desirability by staff to report
improvement in oral health after participating in C-HSOHP
or an initial overestimation of existing disease burden. This is
because HS/EHS staff are previously knowledgeable of the
high caries risk status of the populations they serve. Examining
the correlates of assessed oral health of HS/EHS children by
HS/EHS staff would be an interesting future area of research.

[t was not surprising that no significant differences were
found for either the importance of oral health or the effective-
ness of an oral health program following C-HSOHP, as HS/
EHS staff already has previous knowledge in pediatric oral
health issues. It was similarly not surprising that no significant
difference was found for difficulty in obtaining a dental screening.
This is due to the fact that the Office of Head Start has existing
oral health requirements for Head Start grantees, including the
required documentation of a dental examination within 90 days
of enrollment as well as oral health programs such as after-meal
tooth-brushing and the provision of oral health information.

These findings suggest that:

1. A significant baseline knowledge in oral health and

an accepted role as an advocate for their local com-
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munities may pre-exist with HS/EHS staff. Additional
required training may be minimal.

2. Improving access to dental screenings may be less of
a concern to HS/EHS staff in this local community
than other oral concerns such as improved access to
pediatric comprehensive services.

When considering access solutions for pediatric Medicaid
populations such as HS/EHS, increasing reimbursement rates
for pediatric dental services alone are not sufficient to improve
access to dental care.’® Additional barriers include patient non-
compliance, paperwork, and issues of communication and
mutual understanding and respect for cultural and linguistic
differences.”>'3 Support and assistance from trained and trusted
community advocates such as HS/EHS staff can be integral
in overcoming these barriers for both dental professionals and
MCH populations. This can include assisting parents to
navigate the health care system, ensuring patient compliance,
overcoming cultural and linguistic challenges, and linking
families with a source for comprehensive and ongoing oral
health services.

In 2008, the American Academy of Pediatric Dentistry
and the Office of Head Start partnered together to improve oral
health access to pediatric Medicaid populations through the
“Dental Home Initiative”¥ to provide the approximarely
900,000 HS/EHS children enrolled in the United States each
year with a dental home. Using a national network of pediatric
dentists and general dentists, the Dental Home Initiative seeks
to provide quality dental homes for EHS/HS children, train
EHS/HS staff, and assist EHS/HS programs in obraining
comprehensive services to meet the full range of children’s oral
health needs. With the current shortage of dental workforce
available for underserved US populations including EHS/
HS, new strategies are needed to maximize the effectiveness of
current dental care delivery systems and encourage new pro-
viders to serve MCH populations, such as HS/EHS.

Conclusions
The Columbia Head Start Oral Health Program is a community-
based program that assists local Head Start/Early Head Start
grantees in accessing dental homes and promoting a social
climate of positive oral health.
1. C-HSOHP appears to improve HS/EHS staff-
reported levels of confidence and preparation in topics
related to oral health.

2. C-HSOHP appears to improve HS/EHS staff-reported

ability to assist families access pediatric dental services.
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