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Role of African-American Fathers in Child-Rearing and Oral 
Health Practices in an Inner City Environment - A Brief 
Communication 
Hillary Broder, PhD; Susan Reisine, PhD; Robert Johnson, MD 

Abstract 
~ ~ ~~ ~ ~ 

Objective: This study assesses parenting behaviors, health behaviors and 
attitudes in a sample of disadvantaged African-American fathers and evaluates the 
potential of fathers as recipients of oral health promotion interventions. Methods: 
Participants were 60 African-American fathers whose children were enrolled in a 
childhood caries prevention study at Women and Infant Child Program (WIC) (n=25) 
or who were members of a Young Fathers’ Program (n=35) at an urban health 
center. Demographic factors, oral health knowledge, dental se/f-efficacx parenting 
behaviors, readiness to change, and health promotion behaviors were assessed. 
Results: Participants averaged 30.8 years of age (sd=8.6); children averaged 2. I 
years (sd=0.9). Half of the fathers always have lived with their own children and 92% 
had regular physical contact with their children. Almost half of the sample reported 
‘fair/poor’ oral health status, while less than 25% reported ‘fair/pooJ general health. 
Fathers had high oral health knowledge scores (X=7.7 correct of 9 items), and high 
readiness for change scores at the action stage (X=12.2 of 15; sd=1.9). dental self- 
efficacy scores were moderate (X=15.7 of 24; sd=5.5). Half of the fathers shared or 
had sole responsibility for brushing their children’s teeth; 90% report children’s 
teeth were brushed daily. Conclusions: African- American fathers participated in 
childrearing and oral health promotion behaviors. 

Key Words: African-American fathers, early childhood caries, oral health promo- 
tion, oral health knowledge, self-efficacy, readiness to change, parenting behaviors 

Introduction 
Most studies of oral health among 

ethnic minority children rely on in- 
formation hom the mother as the pri- 
mary caregiver with limited or no 
attention to the role of the father in 
oral health (1-3). This may in part be 
related to perceptions about minority 
fathers and their commitment to 
parenting. The stereotype of the “dis- 
interested” black adolescent father is 
largely unfounded and oversimpli- 
fied (4-10). Contrary to popular be- 
lief, young minority fathers do not 
routinely abandon their children. 
Minority inner city fathers often have 
strong commitments to their children, 

although the fathers’ success in 
achieving strong emotional ties to 
their children may be limited by their 
financial and social circumstances 
(6). While a substantial literature on 
low-income, minority fathers is emerg- 
ing, attitudes toward children‘s health 
status or involvement in health care 
or oral health care practices in the 
home are almost entirely unexplored. 
The omission of data on fathers is sig- 
nificant given the increasing role of 
fathers, including among ethnic mi- 
norities, in childrearing activities (11). 

Studies analyzing risk factors as- 
sociated with dental caries preva- 
lence, a serious health problem 

among disadvantaged young chil- 
dren, reveal that parental or caregiver 
social, cognitive and behavioral fac- 
tors contribute to dental caries in 
young children. Two major con- 
structs recently have provided the 
impetus for developing oral/health 
promotion interventions that could 
provide a framework for assessing 
minority fathers’ attitudes about oral 
health care behaviors. These include 
the cognitive behavioral theories of 
self-efficacy and readiness to change. 
Self-efficacy refers to peoples’ confi- 
dence in their ability to execute cer- 
tain behaviors (12). Self-efficacy is 
associated with one’s beliefs that be- 
havior can change and is reportedly 
associated with oral health promotion 
behavior. Self-efficacy is an impor- 
tant explanatory variable in brushing 
and flossing as well as in plaque 
scores (13) and the prevalence and 
incidence of dental caries among 
young children (14). 

Readiness to change theory pos- 
tulates that motivation for positive 
health promotion behaviors begins 
with cognitive understanding of the 
disease and its correlates, and this 
foundation knowledge is considered 
a prerequisite to initiating and main- 
taining behavioral change (15). 
Readiness to change is a powerful 
predictor of many health behaviors 
and adherence to preventive health 
programs (16, 17). Individuals are 
thought to mod* behaviors through 
a series of five stages: from 
“precontemplation” at which there is 
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no intention to change as individu- 
als are unaware of the problem behav- 
iors, to ”maintenance” where people 
adopt behaviors that are consistently 
practiced over time. Given this theo- 
retical perspective, if parents under- 
stand the importance of tooth 
brushing and proper dietary prac- 
tices, and incorporate this under- 
standing in their parenting behaviors, 
then oral health in their children can 
or will be promoted. 

The purpose of this study is to as- 
sess the role of African-American fa- 
thers in child-rearing practices, 
particularly those related to oral 
health, as well as cognitive and be- 
havior factors associated with their 
own and their child’s oral health. The 
objective is to determine the feasibil- 
ity of targeting minority fathers in 
oral health promotion programs for 
their children. 

Methods 
This is a cross-sectional study us- 

ing a structured interview with fa- 
thers recruited from two sites in the 
northeast. The study examines: 1) 
sociodemographic characteristics; 2) 
cognitive factors: perceptions about 
oral health status, oral health knowl- 
edge, dental self-efficacy, and readi- 
ness to change; and 3 )  behavioral 
factors: fathers’ participation in child- 
rearing practices, including positive 
oral health behaviors for children and 
reduction of oral health risk factors. 

Participants 
The subjects included African- 

American fathers with children be- 
tween 12 and 60 months old. Only 
fathers who lived in the home or had 
extended routine contact with their 
children at the time of the study were 
included. Such contact had to include 
3 days per week with a minimum 
child contact of 3 hours per day on 
contact days. These criteria were con- 
sistent with contemporary theory on 
fatherhood: that is, fathers did as- 
sume parenting responsibility, which 
was often discounted if they did not 
reside in the home and/or did not 
provide most of the family income (18, 
19). Fathers also had to be English- 
speaking and had to be willing to 

travel to the university-based health 
center to complete the consent form 
and interview. 

The fathers were drawn from two 
groups. 1) WIC Study: This group in- 
cluded fathers of children whose 
mothers were enrolled in an interven- 
tion study located at the Women In- 
fant and Children’s (WIC) Program 
in Newark, NJ. The WIC intervention 
study was aimed at reducing the inci- 
dence of childhood caries in this 
group and only mothers and children 
participated. 2) Young Fathers’ Pro- 
gram in the Newark, NJ area is aimed 
at improving the quality of life of its 
participants and generally strength- 
ening individual family systems. Ser- 
vices include health education, 
counseling, GED or skills training, 
family/child support, health/medi- 
cal and life skills training, and family 
planning interventions, but do not 
address oral health promotion issues. 
The program serves over 400 young 
fathers who are mostly African- 
American and between 16-30 years of 
age. 

Procedures 
Posters advertising this study were 

displayed at the university-based 
health center and WIC. Administra- 
tors from the Young Father’s Program 
and WIC agreed to inform fathers 
about the study. The research assis- 
tant contacted all of the mothers who 
participated in WIC study in Newark. 
Approximately 50% of these mothers 
reported that their children had fa- 
thers (adult male caregivers) who 
qualified for participation. Initial con- 
tact with the fathers about participat- 
ing in the study was accomplished 
by phone, mail, or in person at the 
health center. Scheduled appoint- 
ments were made and consent forms 
were completed, as approved by the 
IRB, prior to the interviews. One RA 
trained by an experienced psycholo- 
gist conducted all of the interviews. 
The multiple training sessions in- 
cluded general interviewing skills, 
role-playing, recording of responses 
and probing techniques. Debriefing 
and retraining was conducted peri- 
odically throughout the study period. 

Following the interview, a modi- 
fied educational program on child- 
hood caries based on the materials 
developed by the Indian Health Ser- 
vice and the CDC was presented one- 
on-one to the fathers. The entire visit 
lasted approximately 50-60 minutes. 
Upon completion of these procedures, 
subjects received $25 to defray ex- 
penses, an oral health ”start up kit” 
(toothbrush, toothpaste, dental floss), 
and a brochure on childhood and 
adult oral health. The same format 
was used with each participant. 

Variables 
Demographiclfamily factors. 

Data were collected on fathers’ edu- 
cational achievement, residence, and 
employment status, and whether the 
father was living with the mother of 
his child, his history of residence with 
his family of origin, or living in some 
other situation, and the amount of 
routine extended time spent with 
child per day/week. 

Cognitive factors. Four cognitive 
constructs assessed in the interview 
were: dental self-efficacy, father’s per- 
ceived oral health status, oral health 
knowledge, and readiness to change. 

Dental self-efficacy scale. A nine- 
item Likert-like scale was developed 
previously to study predictors of den- 
tal caries among young children (11) 
with acceptable internal reliability 
(Cronbach’s Alpha = .67). Fathers 
were asked to rate how sure they were 
from not at all sure (0) to extremely 
sure (3) on the following items: could 
brush child’s teeth, keep sugar out of 
meals, take child to dentist, have child 
use a cup, take child to dentist if child 
had a toothache, keep child from get- 
ting cavities, keep child from losing 
teeth, make sure child does not get a 
toothache and keep child from getting 
rotten teeth. Scores could range from 
0-27. The scale was highly reliable in 
this sample as measured by 
Cronbach’s alpha, which equaled 
0.83. 

Fathers’ perceived oral health sta- 
tus. Fathers’ oral health status was 
assessed with a single item. Fathers 
was asked to rate their perceived oral 
health status on a Likert-like scale 
from poor, fair, good to excellent. 
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Oral health knowledge scale. A 
nine-item true/false format oral 
health knowledge questionnaire de- 
veloped for the WIC study assessed 
knowledge of oral health promotion 
and factors contributing to increased 
risk of childhood caries (11) 

Readiness to change. A 15-item 
scale consisting of true/false state- 
ments examining readiness to change 
parenting-related health behaviors 
was developed for this study. These 
questions were based on Prochaska’s 
theoretical framework of the five 
stages of change: precontemplation, 
contemplation, preparation, action, 
and maintenance stages (15, 16). 
Items included plans to stop using a 
bottle, use of cariogenic foods, use of 
dental care, improved child rearing, 
interest in learning more about child 
rearing and cariogenic foods. 
Cronbach’s alpha was 0.53, raising 
some questions about the internal con- 
sistency of the scale. However it is not 
expected that responses across stages 
are correlated but rather are mutually 
exclusive. In other words, individu- 
als in the contemplation state are 
merely thinking about health promo- 
tion behaviors like feeding their chil- 
dren a balanced diet, whereas 
individuals in the action stage are 
procuring foods to ensure that their 
children are eating ’healthy’ sub- 
stances. 

Behavioral factors. Three sets of 
behaviors were assessed: general 
parenting behaviors, oral and health 
parenting behaviors, and father’s oral 
and health behaviors 

General parenting behaviors. 
This measure included a 15-item sub- 
set from the well-validated National 
Survey of Families and Households 
(19) or families with the ”focal child 
under five years of age.“ The items 
included type of activity and number 
of hours per week the father and other 
members of the household spent on 
various parenting activities in the 
child’s home (i.e. meal preparation, 
home activities, bedtime procedures). 
These items were asked only of fathers 
residing in the same home as their 
children to gain an understanding of 
the fathers’ roles in the children’s 
homes. Father’s participation in each 
activity was recorded by calculating 

whether he had spent at least one or 
more hours per week in the activity. 
The total number of activities was cal- 
culated by summing the number of 
activities meeting the above-stated cri- 
teria. 

Oralhealth parenting behaviors. 
These behaviors were measured by 
items specifically related to the child’s 
general and oral health. Items also 
included rating of the child’s oral 
health, feeding practices (e.g., use of 
the bottle), and care of the child’s teeth 
(e.g., brushing or wiping teeth). 

Sugar intake scale. This scale was 
used to ascertain the types and fre- 
quency with which the child ate cari- 
ogenic foods and drinks as snacks or 
at regular meals. The response set 
ranged from never, a few times per 
week, almost daily, every day, to sev- 
eral times a day. The scale had a range 
from 0-28 (11). 

Fathers’ oral/health behaviors. 
These questions pertained to health 
services utilization. Fathers identified 
the frequency and reason for their use 
of general health care and oral health 
care services. The responses regard- 
ing reasons for utilization were cat- 
egorized by preventive / maintenance 
versus reparative. For example, a den- 
tal cleaning or a check-up was con- 
sidered preventive; while a tooth ex- 
traction, treatment for fever, or surgery 
was considered reparative. 

Data Analysis 
The analytical approach for this 

feasibility study was primarily de- 
scriptive. Frequencies, means, medi- 
ans and standard deviations were 
calculated to assess whether the vari- 
ables met the required assumptions. 
Differences between the participants 
recruited from the two sites that might 
have affected the results were also 
assessed using chi-square for cat- 
egorical data and analysis of variance 
for continuous variables. To better 
understand potential relationships 
among sociodemographic factors, be- 
haviors and cognitive factors, the re- 
lations among these variables were 
examined separately for the two 
groups using chi-square, t-tests and 
analysis of variance. Significance 
was established at the p <0.05 level. 

Results 
Demographic characteristics. The 

demographic characteristics of the 
fathers enrolled in the study are 
shown in Table 1. Of the 60 fathers, 
35 were enrolled in a Young Fathers 
Program and 25 had a child enrolled 
in a WIC study on childhood caries. 
The average age of the fathers was 
30.8 years (sd=8.6) with the fathers in 
the Young Fathers Program being 
somewhat younger than those asso- 
ciated with in the WIC group (27.4 
and 35.5, respectively). The average 
age of the children was 2.1 years. The 
children whose fathers were involved 
in the Young Fathers Program were 
somewhat older than those enrolled 
in the WIC study (2.4 and 1.7 years, 
respectively; p<0.05). Thirty-three 
percent reported being married; two- 
thirds of the fathers reported that they 
were living with the child currently; 
60% reported that they had lived with 
their own fathers, and 67% reported 
that they had had a male role model 
while growing up. Most participants 
(75%) had graduated from high 
school. Fathers in the Young Fathers 
Program were much less likely to be 
employed (43% to 72%), the only sig- 
nificant difference between the two 
groups. 

Cognitive factors. Table 1 also de- 
picts the results from the cognitive 
scales (Dental Self-Efficacy, Dental 
Knowledge and Readiness to 
Change). No significant differences 
on the cognitive scales between the 
two groups were observed. Fathers 
generally scored in the mid-range on 
Dental Self-Efficacy with a mean score 
of 15.7 (sd=5) of a possible 27. Fa- 
thers had very high scores on the 
Dental Knowledge Questionnaire 
with an average of 7.7 (sd=l) of a pos- 
sible 9 or 86% correct. Finally, fathers 
scored relatively high on the Readi- 
ness to Change Scale, with an aver- 
age of 12.9 (sd=2) of a possible 15. 
Fathers scored well on all subscales, 
as well with a mean score of 2.4 
(sd=0.8) on Precontemplation, 5.6 
(sd=0.7) on Contemplation, 0.63 of 1 
(sd=0.5) on Preparation and 4.3 
(sd=l) on Action. The findings sup- 
port the notion that these fathers were 
interested in positive parenting be- 
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haviors. Although many of the fathers 
reported not always giving their chil- 
dren healthy foods, 95% of the respon- 
dents indicated an ”interest in 
learning more about ways to help their 
children have healthy teeth and 
gums.“ 

Health behaviors and health sta- 
tus ratings. Finally, Table 1 presents 
data on the use of health care services, 
oral health behaviors and global rat- 
ings of general and oral health. Most 
participants visited a physician in the 
past two years, but those from Young 
Father’s Program were significantly 
more likely to have had a visit largely 
because of their affiliation with the 
Division of Adolescent and Young 
Adult Medicine Of those with a visit, 
the majority (65%) received preventive 
health services. In contrast, only 40% 
of the fathers had visited the dentist 
in the past two years and among these 
fathers, 17% reported receiving pre- 
ventive services rather than repara- 
tive care. 

Fathers’ health status ratings. Re- 
garding fathers’ self-reported health 
status, 23% reported ”fair/poor” gen- 
eral health compared to the 45% re- 
porting ”fair/poor” oral health across 
groups. Fathers reported their gen- 
eral health as being better than their 
oral health and report higher utiliza- 
tion of medical services than dental 
services for preventive care. 

Oral health parenting behaviors. 
The overwhelming majority of fathers 
(92%) reported that their children had 
their teeth wiped or brushed daily 
with 58% of the participants report- 
ing that their children’s teeth were 
brushed more than once a day. Over 
40% of the fathers reported that their 
children used the baby bottle at night. 
Fathers who reported that their chil- 
dren used the bottle also reported high 
frequency (84%) of putting sweetened 
drinks, such as juice, soda or sweet- 
ened milk in the bottle. More than 80% 
said that children were put to bed 
with a bottle “almost every time.” In 
examining the children’s diets, the 
fathers reported relatively low intake 
of sugar among their children, with 
an overall mean score of 6.2 of 28 
(sd=4) on the Sugar Intake Scale. 

Table 1 
Sociodemographic characteristics, cognitive factors and 

health status of study participants 

Total 
Variable (n=60) 

Demographic Characteristics 
Father’s Age (Mean (sd)) 
Child’s Age (Mean (sd)) 
% Married 33% 
% Living with Child 67% 
% Lived with Biological Father 60% 
% Had Male Role Model 67% 

30.8 (8.6) 
2.1 (0.9) 

High School Grad 75 % 
%Employed* 55 % 

%$5-$19,999 43% 
%>=$20,000 33% 

Personal lncome 
%<$5,000 23% 

Dental Self-Efficacy (0-27) (Mean (sd)) 

Readiness to Change (0-15) (Mean (sd)) 

15.7 (5) 
7.7 (1) 
12.9 (2) 

Precontemplation (0-3) 2.4 (0.8) 
Contemplation ((0-6) 5.6 (0.7) 
Preparation (0-1) 0.63 (0.5) 

Oral Health Knowledge (0-9) (Mean (sd)) 

Action (0-5) 4.3 (1) 
Health Status/Behaviors 

% with Medical Visit in Past 2 years* 62% 
% Health Promotion Visit 65% 

% with Dental Visit in Past 2 years 40% 
% Health Promotion Visit 17% 

Does child have teeth brushed? 
Yes 92% 
Brushing Frequency 

Once a day 33% 
More than Once a day 58% 

70 Currently using the Bottle 42% 
Bottle Contents (n=25) 

Milk or Water 16% 
Sweetened drinks 84% 

Sugar Intake Scale (0-28) (Mean (sd)) 
General Health Status Rating 

6.2 (4) 

% Good/Excellent 77% 
% Fair/Poor 23% 

% Good/Excellent 55% 
% FairPoor 45% 

Oral Health Status Rating 

General parenting activities: 
Table 2 presents data on the parenting 
activities. Most fathers were currently 
living with their children, but there 
were significant differences between 
the WIC and fathers in Young 
Father’s Program on whether they 
had always lived with their children 
(data not shown). Eighty percent Of 

the WIC fathers compared to 37% of 
the fathers in the Young Father’s Pro- 
gram (p<O.O1) always lived with their 
children. More than 90% of the par- 
ticipants saw their child every day 

across groups. Fathers also partici- 
pated in a variety of activities with or 
for their children, shown only for fa- 
thers who lived with their children. 
These parenting behaviors included 
preparingmeals, cleaning up, paying 
bills, as well as feeding and dressing 
their children. The only significant 
differences between the fathers were 
that WIC fathers were more likely to 
shop for groceries and do yard work 
compared to the fathers in the Young 
Father’s Program (data not shown). 
On average, the fathers participated 
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TABLE 2 
Family and parenting characteristics of fathers recruited 

from YFP, WIC and in total 

Variables 
Always lived with child 
Currently living with child 
Sees child every day 
Parenting Activities 

Prepares meals 
Wash dishes 
Clean house 
Yard work 
Shop 
Iron 
Pay Bills 
Car Care 
Drive 
Take child to school 
Take to physician 

Total Number of Activities (Mean(sd)) 

Total 
(n=60) 
55% 
67% 
94% 

(n=37) 
76% 
81% 
98% 
32% 
84% 
73% 
49% 
41% 
49% 
32% 
26% 

8.3 (1.7) 

in more than eight activities (mean = 
8.3; sd =1.7) of the thirteen ”routine” 
parenting activities. There were no 
significant differences between the 
fathers’ groups on average number of 
activities. 

Discussion 
This study assessed the role of Af- 

rican-American fathers in child-rear- 
ing practices, particularly those 
related to oral health, as well as cog- 
nitive and behavior factors associated 
with their own and their child’s oral 
health in the context of examining the 
feasibility of including fathers in oral 
health programs for their children. 
Over 90% of the fathers reported regu- 
lar contact with their children, two- 
thirds resided with their children, and 
over three-fourths of those who re- 
sided in the home indicated weekly 
participation of over one hour in ac- 
tivities like food shopping and pre- 
paring meals. Although this high 
level of contact is a function of the 
study’s recruitment strategy, the au- 
thors’ efforts have identified a group 
of men who could be the foundation 
for future health and oral health in- 
terventions to reduce the caries risk 
of their children. Fathers are involved 
in tooth brushing and meal prepara- 
tion. Interventions with fathers could 
include behavioral interventions to 
reduce sugar in the diet, increase tooth 

brushing and reduce or eliminate the 
use of the baby bottle, particularly 
with sweet liquids. 

The results from the assessment of 
cognitive dimensions indicate, first, 
that fathers have a good understand- 
ing of factual information about oral 
health care for their preschool chil- 
dren. Second, fathers’ scores on the 
dental self-efficacy scale are in the 
mid-range, suggesting that although 
fathers are knowledgeable about oral 
healthpractices, they are not very con- 
fident in their ability to prevent cavi- 
ties or to stop behaviors that put their 
children at risk of cavities, toothaches 
or losing teeth. Dental self-efficacy is 
a strong predictor of the initiation of 
oral health promotion behaviors (13, 
14). Improving self-efficacy among 
fathers could be an effective cognitive 
intervention to prevent dental dis- 
eases in their children. Finally, fa- 
thers have moderately high scores on 
the readiness to change scale. Ap- 
proximately 95% of the fathers indi- 
cated that they were interested in 
learning more about improving the 
oral health of their children and the 
overwhelming majority of them were 
consistently beyond the “pre-contem- 
plation” stage regarding oral and gen- 
eral health promotion for their 
children. Fathers appear to be recep- 
tive to behavior change related to their 
children’s oral health. 

Fathers’ low utilization of oral 
health services and low rating of oral 
health status relative to general health 
services and overall health status is 
noteworthy. In this sample only 40% 
of the fathers had visited the dentist 
in the past two years and of these only 
17% received preventive rather than 
reparative care. In the United States 
in 1999, more than 75% of adults had 
a dental visit in the past year. The 
relatively poor oral health status may 
represent access to care problems as 
well as a lower priority given to den- 
tal care and oral health among these 
fathers. An intervention to improve 
fathers‘ oral health through better oral 
hygiene and dental care could help 
establish a relationship with dental 
care providers as well as improve the 
behaviors of fathers as role models of 
good oral health. 

The preliminary results from this 
feasibility study suggest that an iden- 
tifiable subgroup of African-Ameri- 
can fathers may be an appropriate 
target in efforts to reduce childhood 
caries. Considering the stress of 
parenting and the prevalence of 
unmet dental needs among poor chil- 
dren of ethnic minorities, tapping vi- 
able resources within the children’s 
support system seems worthy of con- 
sideration. Given the presence and 
involvement of the fathers such as 
those observed in this study, the au- 
thors believe that health profession- 
als may overlook the fathers who can 
be an important resource to the well- 
being of their children (8,20). 

A family systems approach (20) 
may be effective in preventing child- 
hood caries rather than traditional 
methods that target only female 
caregivers in health promotion pro- 
grams for preschoolers. It has been 
suggested that promoting paternal 
participation, apart from providing 
economic support to ease the burden 
of child rearing, can be significant 
(20). Jackson (21) emphasized the 
importance of factors other than eco- 
nomic contributions that might impact 
on the well being of low-income black 
children. In summary the findings 
support developing and testing oral 
health promotion programs that in- 
clude poor African-American fathers 



Vol. 66, No. 2, Spring2006 143 

who can be identified through out- 
reach programs, such as the Young 
Fathers Program in Newark, or gov- 
ernment programs, such as WIC. 

Limitations 
The results should be viewed cau- 

tiously. There is considerable bias in 
the sample by virtue of being a conve- 
nience sample of fathers enrolled in 
social services related to improving 
their children’s quality of life. Also, 
generalizability is limited since the 
sample is not representative of young 
African-American fathers as all par- 
ticipants had to spend at least three 
days for three hours with their chil- 
dren, and they all self-selected to par- 
ticipate. The most likely bias is that 
these fathers are more involved in 
parenting than the average African- 
American father, thus the results over- 
estimate disadvantaged African- 
American fathers’ participation in 
parenting behaviors. However, this 
sample provides a unique dataset 
among African-American fathers who 
are not often included in oral health 
promotion efforts. 
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