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Introduction

This report gave parents a chance to talk about their experiences in obtaining dental
health services for their children in their communities. Many of the problems, challenges,
barriers, and experiences that parents spoke to us about have been documented in other
research, some of which we present in this report to support the parents’ observations. The
power of personal stories and of parents taking time out of their busy days to talk about
oral health speaks volumes about where Kentucky needs to go in order to increase the over-
all health of all of our children.

We know that low-income parents face many barriers when they try to access dental
health care for their children. These barriers include: lack of transportation to dental
offices, being uninsured, inflexible work schedules, too few providers who will see their
children, and families own understandings about the importance of dental health to their
family’s overall health. These barriers will be explored in greater depth in this report as
parents’ voices are highlighted.

Not only do parents encounter barriers to getting their children the care they need,
dentists also report many issues associated with serving low-income patients including no
show appointments, extensive paperwork, and low reimbursement rates from Medicaid.
While we acknowledge that dentists have a story to tell about dental health barriers, this
project did not involve talking with dentists. We believe that dentists have existing venues
to get their stories out, so we concentrated our efforts on those who do not have a seat at the
solution table.

Why children’s dental health matters

In a previous KYA report, entitled Open Wide or Lock Jaw: Dental Health Access in Ken-
tucky, we documented that only one-third of Kentucky’s low-income Medicaid or Kentucky
Children’s Health Insurance Program (KCHIP) enrolled children received dental services
in 2002. For this report, we reviewed 2004 service statistics and found that the proportion
of Medicaid enrolled children who received any dental services was essentially unchanged
two years later (see chart on pg 16)." This is simply not acceptable as the effects of poor oral
health are life long and costly, not only financially, but developmentally. In many ways,
poor oral health is a quality of life issue as well as an economic development issue in that
gaining entry into the employment marketplace may be difficult if one’s appearance is not
acceptable to the employer or oral pain and infection create an atmosphere of nonatten-
dance at the workplace.

Kentucky currently ranks 49th in the nation in percent of people who have lost six or
more teeth because of decay or gum disease.” The Kentucky Oral Health Program in the
Department of Public Health discovered in its 2001 study that a shocking 47 percent of the
2 to 4 year olds that were examined were diagnosed with early childhood caries (cavities).?
This is twice the national rate.

Children in Kentucky who are enrolled in the Medicaid or KCHIP programs are eligible
to receive a limited number of dental health services. These services include annual dental
exams, X-rays, emergency visits, extractions, root canal treatment, crowns, sealants, and
braces if they are medically necessary.

As we discussed in our 2003 dental health report, children’s oral health is a critical
requirement for an overall healthy and productive child. Oral infections, particularly on
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teeth, do not get better with time but worsen to the point of pain, swelling and disfigure-
ment. Children with painful dental problems are prone to missing school, not being able to
concentrate while at school, developing other health problems, and failing to properly de-
velop. They also have problems eating and sleeping. In a recent report, the American Den-
tal Association discussed the life long problems associated with poor oral health: “Scientists
are discovering that the connections between oral health and general health might be even
stronger than first realized—with suspected associations between certain oral diseases and
systemic diseases and conditions, including diabetes, cardiovascular disease, stroke, and
pre-term low birthweight babies.”

Kentucky Youth Advocates focus group project

The focus groups were a natural next step in KYA’s research and advocacy agenda after
completing our first dental care access report in 2003. We wanted to hear from parents
about what stands in their way of getting adequate dental services for their children. An
in-depth view of the problem from the perspective of the recipients of the service gives poli-
cymakers a different lens to look through as they they integrate the various data, reports,
and research available around dental health. A combination of scientific research and on-
the-ground common sense analysis is important to the policymaking process.

Summary of common themes expressed by parents

As we conducted focus groups across the state and analyzed their feedback, several
themes emerged that we will explore in more depth in this report.
. There aren’t enough dentists who treat children enrolled in Medicaid or KCHIP.

. Even with the “medical card,” dental care is expensive for families.
. Families often felt they were treated as second class citizens.
. Dental health is a community problem.

Kentucky Youth Advocates | www.kyyouth.org Page 3
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Too few dentists

)

In 2004 there were 508,242 children enrolled in Medicaid and KCHIP entitling them
to free dental services, yet only 170,068 of them received any dental services, about 33%.°
There are many reasons for this statistic. In order to get a real idea of what these numbers
mean to families, we asked parents about their experiences with their children’s dental
health. Our questions included asking where they took their children to get care and what
makes it difficult to get their children to the dentist. We repeatedly heard the same issues
identified in the communities that we visited.

What the parents said about access to dental care:

When you are on
Medicaid, your
options are limited...

It’s along drive
to see a dentist...

Pediatric dentists are
hard to come by...

Page 4

“I have called everyone in the yellow pages and asked them if they take the medical
card—it’s my first question—do you take the medical card—no—click—do you take
the medical card—no—click.”

“There are at least 5 dentists here and one who takes Medicaid — and he is not taking
any new patients.”

“We need more dentists in Gallatin County. There is not a dentist in Warsaw that
takes Medicaid. The closest is Florence which is a good 35- 45 minutes away.”

“It’s a long drive...average travel to the dentist is a 45 minute drive one way.”

“We need dentists right here in this town, not 20 miles from here, not 40 miles from
here, to take all kids.”

“If the drive wasn’t so long you would not have to take the kids out of school so early
and they would not be counted as absent.”

“My child missed an entire day of school, and we had to drive all the way to E’town for
an appointment.”

“My child has special needs so I have to take him to Knott County, which is a very
long ways from where I live, about two - three hours away.”

“I had to take my kids clear to Cincinnati to the children’s hospital to get caps on
their teeth because there is no pediatric dentist in this county. It is a very long drive.”

“One dentist takes children ages 0-3 depending on how controllable they are. If she
can’t control them she sends them to Corbin or London.”

“We do not have a pediatric dentist. I tried to get my two and a half year old in to see
the dentist the same day as my older one and they asked me how old she is. They told
me that they don’t see anyone under age 3.”

“One place takes Passport, but they would not see my child because she needed a
filling and they said they would not do it because she was too young. I was sent to
Elizabethtown.”

Kentucky's Cavity [2005



Getting off work
to go to the dentist
is a hardship...

»

got.

Nowhere to go in
an emergency...

“Getting off work to go to the dentist is big issue. I work 12 hour shifts. I usually
work 60 hours a week. Getting time off work to do anything, even laundry, let alone
sitting in a dental office for four hours is impossible. I only make $6.35 an hour and

I need all the overtime that I can get. If I miss one minute over the amount of hours
that you can miss in three months, they will fire you. They don’t care if you have been
there for fifteen years and have a glowing record.”

“[Dentists are] closed on Saturdays - so you miss work or your child misses school. If
they could just be open on a Saturday.”

“You lose money for missing work and then you have to pay the dentist for what you

“So if on Friday afternoon you started feeling pain? You would have to suffer with it
until Monday, even with children.”

“You should have an emergency dental clinic. If you have something happen on the
weekend what are you supposed to do? The emergency room [at the hospital] won’t
touch it. I don’t know anyone who will help on the weekend.”

“The hospital [here] does not do dental. If you have a dental emergency, you have to
go to the children’s hospital in Cincinnati.”

~ Summary
One of the main issues raised by parents was the

lack of dentists who provide services to families who
rely on Medicaid or KCHIP for their health insurance.
The data on dental care access in Kentucky backs up
the parents’ claims. In 2004, there were 2,265 licensed
dentists in the state, but less than half (937) of these
dentists billed Medicaid for services.” The National
Conference of State Legislatures measured Medicaid
provider strength by looking at the number of dentists
that billed Medicaid over $10,000 for services. In their
analysis they showed that although $10,000 may seem
like a substantial amount of services, in actuality the
billing dentist would have only served approximately 23
children or about two per month.® In 2004, 300 of the
937 Medicaid billing dentists, or about 32%, did not
reach this threshold of activity.’

Because of the limited number of Medicaid dentists in
our focus group communities, parents reported addi-
tional challenges in taking their children to the dentist
due to lengthy travel times. Many of the families were
forced to drive to a different county to get dental ser-
vices for their children. Several parents utilize commu-
nity health clinics that employee dentists. These dental
clinics play a critical role in drawing dental providers to
geographically challenged communities and are often
the only dental care option for families."

Even when there were dentists accepting Medicaid in
the county, they often didn’t treat young children. Dr.
James Cecil of Kentucky’s Oral Health Program reports
\that there are only about 50 to 60 pediatric dentists in

Kentucky and approximately half regularly bill Medic-
aid for services.! Pediatric dentists are specially trained
to treat children from birth through the teen years.
They are known for their patience and skill in making
sure a child has the most comfortable and positive visit
possible. This special training is critical as most U.S.
dental schools only require 5 hours or less of classroom
instruction and less than 5 percent of clinical time solely
devoted to children and adolescents.'?

For many parents, getting off work to take their
children to dental appointments during business hours
is difficult. Although families of all income levels may
find taking time off work is a hassle, for some it is virtu-
ally impossible. Since many low-income workers get paid
hourly, they are literally losing income when they are oft
the job. Other low-income workers report that their em-
ployers simply will not grant time off to visit the dentist.

Parents also reported virtually no emergency dental
care services in their communities. In a perfect world,
people would never need to use the emergency room
for dental problems because preventive measures would
eliminate the need, but in reality only 5% or less of
public oral health money is spent on prevention.'® Par-
ticularly in rural areas, since access to preventive services
is sparse, access to emergency services becomes the main
option for treatment. Edelstein found that Medicaid
enrolled children received emergency care such as
extractions much more often than any sort of preventive
care.' This topic was brought up in every community
where focus groups were held.

)
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Even with the “medical card.

dental care is expensive
_J

The focus group participants were a proactive cohort of parents in the state. They are
conscientious caregivers who appreciate and realize the importance of keeping their chil-
dren insured. They were able to offer their honest opinions and personal experiences of
having their children enrolled in Medicaid or KCHIP. The parents described the available
services as not being adequate to meet all of their children’s complex dental problems or
regular preventive visits. Since many low-income parents cannot afford expensive dental
bills, their child’s problems are often not treated, and the dental conditions worsen, much
to the parents’ chagrin.

What the parents said about the cost of dental health:

Even with Medicaid
or KCHIP,

dental care is still
expensive...

Parents are not sure
what is covered under
Medicaid or KCHIP,
and often have wrong
information...

“There has to be a lot of kids in the county that don’t have any dental coverage at all
and most dentists want money up front and they won’t accept payments and a lot of
parents don’t have it. It depends on medical coverage for dental and money.”

“You are still in poverty, and a lot of people make a little too much, like two or three
dollars above the guidelines and by the time you buy food, clothes, house, there’s not
enough left to buy any kind of insurance.”

“At the——Clinic, it takes two months to make an appointment and then you have to
pay a security deposit of $25 and sometimes you don’t have it. You pay and then you
get it back when you show up. If you don’t have it, they won’t see you.”

“With the medical card [at the clinic] there is a four step process to getting a
toothache fixed. You have to go in 4 separate times: initial visit, cleaning, x-ray, filling.
This is a lot of time and gas.”

“The state won’t pay for x-rays and dental work on the same day so I have to return on
another day. We had to reschedule, we had to go back twice.”

“A lot of dentists don’t like to take the medical card, because they say it takes too long
to get paid. This is what we always hear.”

Kentucky Medicaid and KCHIP cover the following
dental services for children 18 and under:

e Oral exams (one per year) ¢ Root canal treatment

e Emergency visits e Crowns

o X-rays o Sealants

o Extractions e Braces (for severe malocclusions)
o Fillings

Source: Kentucky Cabinet for Health and Family Services, Department for Medicaid

KServices

/

Page 6

Kentucky's Cavity [2005



“If grown-ups have to go to the dentist every six months, children should be there
every six months as well. Well, KCHIP only pays for once a year check ups.”

Medicaid is very
helpful, but often it is

not enough... “They only get seen once a year — why? I go twice a year, they only go once; this doesn’t

send the right message.”

“My daughter chipped her tooth and the card would not pay until she got a cavity—
what is the sense of waiting until she has spots? It was real tiny at first. I don’t
understand. The state could have saved money.”

their mouth.”

Summary

“My kids get less services [no pain reliever] so they won’t go — they just won’t open

“You should not have to wait a month to get antibiotics for an abscessed tooth to go
down. I have been there and done that and have lost teeth because of it.”

(- Low-income children are at a greater risk of poor
oral health and less likely to receive adequate preventive
care than their higher income counterparts. Research
published in the Journal of the American Dental As-
sociation found that children ages 2 to 5 years old who
have not been to the dentist in the past year are more
likely to experience cavities than children who have
been to the dentist.”” Another study recently published
in the Journal of Public Health Dentistry showed that
75 percent of caries or cavities are found in 8 percent of
children from age 2 to 5 years old."®

These studies outline the problem that the parents so
eloquently told us about—their children cannot get the
dental services they need to prevent dental problems.
One of the main reasons the children have inadequate
care is the prohibitive cost of dental care, even with
Medicaid or KCHIP enrollment. These costs could
include paying a required deposit to get an appoint-
ment, paying full price for appointments, paying for
treatments that are not covered by Medicaid or KCHIP,
and/or paying totally out of pocket in order to avoid the
hassles that come with finding a Medicaid provider.

Parents also reported that they did not have a good
understanding of what services they could and could
not get for their children with the “medical card.” In

every county, there was discussion during the focus
group conversations about what services their children
are eligible for with the “medical card.” Oftentimes the
parents’ analysis was incorrect, but we also heard about
questionable dental office and clinic practices in several
counties such as having families come back mulitple
times to get a simple procedure completed. When
parents talked about their experiences, it appeared that
many providers instituted unnecessary steps which cre-
ated additional burdens for the families.

The focus group participants discussed the fact that
Medicaid and KCHIP services were often not adequate
to meet all of their children’s dental problems. Two
things that were mentioned repeatedly was that chil-
dren could only get their teeth cleaned once a year and
many were not able to get braces on their children’s teeth
because it wasn’t “medically necessary.” The Kentucky
Medicaid and KCHIP programs cover one cleaning
per year for children as well as a few other basic dental
services. The American Academy of Pediatric Dentistry
recommends that all children age 2 and older receive
at least two preventive dental visits per year."” Many
parents that we talked to in the focus groups knew this
widely accepted fact and they felt the state should at
least cover that recommended minimum care.

Kentucky Youth Advocates | www.kyyouth.org
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Families fele they were treated

as second class patients
_J

Another issue that was brought up in every county was the ways in which families felt
they were unfairly treated by the dental care professionals. The parents described being
treated as “second class citizens” by dentists, receptionists, and clinic staff. This phenome-
non was described by participants of every race, age, and gender. They asserted that the dis-
crimination was based mainly on the fact that they had health insurance coverage through
Medicaid or KCHIP, although racial discrimination was described as well.

What the parents said about how they are treated:

Noticeable second
class treatment by
dentists and office

staff...

Parents have seen

both worlds...

Page 8

“The dentist in town who sees KCHIP patients will only see you in the morning and
you have to wait 3-4 weeks to get in, even with an abscess.”

“Now I can tell you, if I get there first, excuse my french, because I am just a black
woman, and the only one sitting in there, he is going to see all the white folks and I am
going to be the last one in there. I have done that too many times and I am not going
back to him.”

“This is my biggest complaint with the medical card was being treated poorly, and
they make you feel like you were nothing. I did not like that.”

“We need new dentists here in our town, somebody that will take the medical card and
who does not make us stand around making us feel like we are a bunch of dummies.
You know someone that is going to respect us. Don’t treat me different just because I
have a medical card.”

“I'm a single mom. Given all the different things I have to pay for right now, don’t get
me wrong, we all appreciate the medical card very much - or else we would not be here
tonight. You know, we are all in different situations for some reason; we are all in the
same pool. But just because we are in hard times, does not mean that we should be

5. »

treated as low class citizens, because we aren’t.

“When you call and ask them if they take Kentucky Medicaid and they either say
‘what’s that’ or ‘no we don’t accept that,” and they make you feel less than a person. You
get to the point that you just don’t even call anymore.”

“It’s the receptionists. It’s not what they say, it’s the tone of their voice and how they
say it. When you tell them you have Medicaid you can hear the smirk and the sarcasm
in their voice.”

“I don’t know what can be done to make it better, because all dentists have different
personalities. Apparently there are some good dentists, but it is just getting to those
dentists that is hard. But when you are on a fixed income and have the medical card,
you don’t have the means to get to these people.”

“Doctors are a lot friendlier with insurance than with KCHIP. They take the time to
get close. This is one reason that some people do not apply for the card — they would
rather do without than be treated differently.”

“It really upsets me, the way people treat you when you have a medical card. There
was a time when I did have regular insurance. One of the dentists makes you feel like

Kentucky's Cavity [2005



you are nothing. I will not be on assistance forever, they should not treat me like I am
nothing.”

“It is demeaning—their body language and the way they act; you can tell that your
children do not get the same care as other children”

“I have experienced the difference in treatment, when I had a good job and had
insurance. There is discrimination because of medical coverage not just racial issues.”

“When my husband and I were working, we had really good insurance. When I took
the kids to the dentist, they were very thorough and patient with the child. When we
had insurance, we could go back with the kids and watch him work. When you have
the medical card it’s like—you wait outside because you will get the child upset and
make it hard on us.”

“We have been lucky to find a good dentist and doctor. He is very good, but you do
have to wait for his paying patients to get service before you get service. This is the
only gripe that I have about him, but he is a good dentist.”

“There is a lot of prejudice with the medical card, it’s like you are the underdog, you
can’t get what the top dogs get because you have that little piece of paper.”

Dental office

experiences not

“The — — Clinic does not have a pediatric dentist and I have a problem with that—
they don’t know how to handle kids. When I took my daughter there, she had to get
x-rays and they used adult sized bite things. I reckon it hurt her; she was screaming. I
said that’s enough we are never coming back here.”

“family friendly”..

“Oh yes, he has asked me to leave the room before, because Jimmie (not real name) was
so frightened, and if I was there with my hand on his shoulder, he knew mommy was
there, and nobody was going to hurt him because mommy was there.”

“My child won’t open their mouth and the dentist says, ‘if he’s not going to open his
mouth, there is nothing I can do,” they don’t do anything to calm him down.”

Summary

(- The issue of discrimination among health care pro-
viders is neither a new issue nor does it solely belong to
the dental profession. Medical and dental journals have
published many articles about the problem of discrimi-

ance. In fact, one of the main findings in a report put
out by the Institute of Medicine states that bias, stereo-
typing, and prejudice may be contributors to healthcare
disparities between racial and ethnic groups.*! Several of

nation and the need for a ramping up of cultural com-
petency training.' These issues are not only described
in the professional journals, but by parents around the
country. In other focus group studies with low-income
caregivers, similar experiences were described. Research-
ers concluded that once caregivers actually received
access to dental health services, they still had to get
through multiple barriers in the dental health settings,
such as receiving poor care and dealing with office staff
and dentists who were insensitive.!” In other words, den-
tists can become the barrier to dental care provision by
not practicing in a culturally competent manner. These
behaviors often exacerbate the problem of people using
the emergency room for treatment, especially in rural
areas.?’

Many parents felt they were not treated well in com-
parison to those who have “real” health or dental insur-

the parents we met compared the different experiences
they personally had with private health insurance cover-
age and with the “medical card.”

Parents also reported that dental offices were often
not “family or child friendly.” Since general dentists do
not necessarily have training in the social, environmen-
tal and developmental context of children’s health, they
may not view this issue as important.?* The parents felt
this was a barrier to care, citing such examples as:

¢ Not being allowed to be with their children during
dental procedures;

e Dentists not using appropriately sized equipment on

the children; and

o Office staff not making an effort to ensure that chil-
dren felt comfortable in the dental setting.

)
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Dental healthis a

community problem

)

Parents talked about dental health not only being important for overall health, but for
beingable to learn in school, for success in life, and critical for self confidence and child
development.

What the parents said about dental health in their community:

Dental health is
important for more
than justlooks...

Dental health is not a
community priority...

Page 10

“It’s not that you don’t care, it’s not because you are neglecting, it’s actually
embarrassing.”

“Our family is very concerned about my daughter’s mouth.”

“A lot of people don’t think about the relation of health and teeth. They don’t know
what kind of effect the teeth have on the rest of the body — I didn’t know.”

“It affects their self esteem—big time—and to me I think that is really important for
all kids to have in school.”

“Missed school? Yes, if you have a child, they have missed school because of teeth. If
that child’s teeth hurt — are they going to be sitting there worried about the work that
they are doing? No, they are going to be worrying about those teeth and if you keep
them home because you can’t get into the dentist, someone will be coming to your
house. It is a lose-lose situation.”

“It keeps his self confidence a lot higher up with nice smile. Our four year old just got
his teeth fixed and he just keeps grinning.”

“I think adults associate dental and pain and therefore they don’t want to put their
children through that. I mean it is hard to convince your kids to go when you don’t
want to go yourself.”

“For most people, their teeth are the last thing that they think of, there is a big
misconception, especially in this region, especially when you are young. You can’t
blame anybody, but it’s just the way it is has been and no one takes that time to think
about it. It doesn’t get the attention it should.”

“When children grow up in that environment, it becomes acceptable to them because
they don’t know anything else. If you are around it long enough you don’t think it’s
dangerous.”

“You know what makes me mad? Is that some people wait and wait and wait to take
their child to their first dental check up. They don’t do it right away. Some of them
wait until they go to school. They get a medical card, why do they wait so long?”

“I know so many grown ups with two teeth in their head because they never went.
They can’t eat properly. These are grownups and how are children supposed to think
about the dentist?”

Kentucky's Cavity [2005



Summary

(‘

The parents we talked to expressed a real desire to en- The participants also discussed how their communi-
sure that their children’s dental health needs did not go ties dealt with dental health. They admitted that they
untreated. That commitment to their children’s dental and other community members are generally reactive
health means going to great lengths to get their children rather than preventive when it comes to taking care of
to the dentist and keep them out of pain. Although the their mouth. Other concerns include lack of school-
findings of the focus groups cannot be generalized to based services, lack of education about the importance
every low-income family in Kentucky, the discussions of dental care, and lack of community-based dental
counter the popular belief that some parents just don’t services.
care about dental health.

\_ J
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Conclusion

Much health research has highlighted the complex and multifaceted problems that
compromise the dental health of low-income children. We cite this research in this report.
But perhaps of more import, our focus group project asked the parents of these Kentucky
children to tell us “in their own words” about their children’s dental health, dentists, and
coverage of dental care through Medicaid and the Kentucky Children’s Health Insurance
Program. We were especially struck by the representation by parents of their children’s
treatment as second class citizens. As a group, the low-income parents we spoke with un-
derstood the importance of dental health and sought out dental care for their children, but
they were simply not able to access the same kind of dental care that most other Kentucky
children receive.

We recognize that the solutions to the problems we examine in this report are complex
and require many different approaches. If the solution were easy, we would have solved
the problems long ago. But solve the problems, we must. Despite the challenges posed, the
problems deserve our resolute and urgent attention. Poor dental health impacts individual
children, overall school performance, community economic development, and the future
health of the state. It is not by accident that a market for products bearing the motto
“Kentucky: Got Teeth?” exists on the web. It will take the commitment of high level poli-
cymakers as well as local community members, the dental community and families to erase
this embarassing and unhealthy image and ensure that all Kentucky’s children have bright
smiles. Now is the time to make Kentucky’s oral health a priority.
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Increase access

to dental care by
removing barriers
to dentists’
participation in
Medicaid and
KCHIP

Increase dentists’
cultural competency
in working with their
diverse patients
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“If one [dentist] could stay open on Saturday, they’d have a lot of people come in.
There are three dentists in town, if they each took one weekend a month it would make
a huge difference.”

“There needs to be an 1-800 hotline so parents can complain about the problems,
but that is kind of a catch-22. If the dentists get too many complaints, they may stop
taking any KCHIP kids.”

In order to recruit and retain dentists, increasing the Medicaid reimbursements to the
usual and customary rate is a must. Unlike doctors, dentists have extremely high overhead
costs in setting up their practices. They have to purchase high cost equipment and hire staff,
and they rarely have a hospital or diagnostic center to which they can refer their patients.
Oftentimes reimbursement rates do not even cover the dentists’ overhead costs, so they
actually can lose money on each Medicaid or KCHIP patient they serve.”

Offering incentives for dentists to provide more “charitable care” is another way to ensure
that low income children are seen by a dentist. According to the ADA’s 2000 Survey of
Current Issues in Dentistry, 74 percent of private practice dentists provided services free of
charge or at a reduced rate. A national estimate of the value of this care was $1.25 billion or
$8,234 per dentist.**

KCHIP redistributed dollars present another opportunity for the state to expand dental
services for children. These dollars are allocated to Kentucky after other states have not
used them and, therefore, are ideal for special one-time projects or incentive programs for
dentists.

“If they feel comfortable in the office, your children can feel okay about going back by
themselves. The place we went had more of a friendly environment. He just goes back
like it is nothing”

“If we want to go back there and hold our little children’s hands while they get their
teeth fixed we should be able to do that.”

By educating dental providers and office staff about the importance of being culturally
competent, trust and respect can be built among all patients who live in their service areas.
An article released in April 2005 in the Journal of Medical Care showed that cultural com-
petence training does improve health professionals’ knowledge, attitudes, and skills. The
authors found evidence in their review of literature that patients were more satisfied with
health professionals who received the training. It was also found that although patients had
positive experiences, they did not necessarily have better compliance with given treatments
because of the dentist’s competency training. This is an area that needs to be studied in
greater detail in order to be able to measure health outcomes.”

Another way to increase the cultural capacity of dentists and access to dental care by
underserved groups is to recruit a more diverse group of students into the dental schools.
Research shows that African-American and Hispanic-American dentists disproportion-
ately serve African-Americans, Hispanic-Americans, and low-income people.? Not only is
recruitment of racially and ethnically diverse dentists important, but an effort needs to be
made to get more people from rural areas into the profession of dentistry including dental

hygiene.
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Utilize school-based
health centers and
other school-based
programs in the
provision of dental
health services

Copy successful local
community, public,
and private programs
and services that
serve low-income
families
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“Screen for teeth in the schools—like head lice and ears/eyes. I think they are more
worried about head lice than kids teeth or anything else.”

“Having kids brush at preschool helps me do it at home. My kids love to brush their
teeth now. They should do it in elementary school like they do at Head Start. They
brush their teeth after lunch.”

Schools have a lot at stake in partnering with healthcare providers. The 2000 Surgeon
General’s report found that 51 million school hours are lost each year to dental illness.”
School-based health centers are a very effective way to bring dental services to children who
may not otherwise receive the care. There are 14 school-based health centers located in eight
counties in Kentucky and all offer dental services or supports for the students to access
dental services.” Unfortunately at this point, these centers are not funded by the state and
are at risk of closing when their private sector funding runs out.

“More public education for parents and their kids. More reminders need to come
along. To remind us—oh yeah I do need to brush more often.”

“One of the things that would help is to have a mobile service that comes to the school
system plus getting them to their local dentists for their regular checkups, this would
help. At least they would have a chance to get some sort of care, some sort of help”

University programs are vital in serving thousands of children who otherwise would re-
ceive no dental services. Through the use of mobile dental vans, university-based clinics like
the University of Kentucky’s Walk-in Clinic, and other partnerships with the private sector
such as University of Louisville’s Colgate Kids and Smile Kentucky Programs thousands
of children are able to see a dentist. [Ed. Note - Both of these university programs were
highlighted in a national publication that outlined the best practices in the field of dental
education.?]

Local community programming aimed at increasing health outcomes for children is
critical in the provision of dental care in communities where there is a shortage of Medicaid
enrolled dental providers. Examples of successful community programs include the follow-
ing:

e 'The First Baptist Church in Frankfort, Kentucky has a partnership with the Franklin
County Health Department to offer free dental services to low-income community
members;

¢ 'The Mountain Missions Project in Eastern Kentucky has made children’s dental services
a priority;

e 'The Purchase Area Health Education Center, West Kentucky Community and Techni-
cal College Dental Assisting/Dental Hygiene program, and the University of Louisville
School of Dentistry have collaborated to operate the Purchase Area Dental Clinic which
is a free clinic for children run by volunteer dentists.

e The Nathaniel Mission in Lexington collaborates with the University of Kentucky Col-
lege of Dentistry in providing no-cost outreach dental services using dental students and
resident dentists under the supervision of dental faculty.

e 'The University of Kentucky Colleges of Medicine and Dentistry have recently developed
a clinic as part of the UK Rural Health Center in Hazard to provide oral and general
health services for seven counties in Appalachian Kentucky to those who have no other
access to dental and medical care.

These efforts are critical in creating public awareness, education, and services to people
in Kentucky and vital in changing community perceptions about the importance of dental
health. The U.S. Surgeon General recommends that one of the main areas for community
members, policymakers, and health care providers action is to change the popular notion
that oral health is not part of an overall healthy body.
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Continue the “I just pray that they never take off dental care for children. That sets your life, I mean

forward motion and you have got to have teeth. Not just for looks, but for your health.”

policy improvements “We know things are hard for the state and everybody is taking cutbacks, but there are
a few ways to give people dental health and still let them feel like human beings.”

that Kentucky has
. . Kentucky received an overall grade of C in Oral Health America’s 2003 National Grad-
implemented in Y &
P ing Project. Some of the areas that Kentucky received an A in included fluoridation and
recent years funding a full time oral health director.?® Kentucky has also recently started fluoride var-

nish and dental sealant programs that are designed to be proactive preventive approaches to
treating children’s health. In 2003, 10,000 children received dental sealants.?” Twenty-three
local and district health departments currently participate in the dental sealant program.*
During the first six months of the 2005 fiscal year 11,000 fluoride varnish applications were
completed statewide.? Policymakers need to continue to make improvements for the dental
health of those who live in Kentucky, especially for the children.

Kentucky Youth Advocates | www.kyyouth.org Page 15



Counties

Adair
Allen
Anderson
Ballard
Barren
Bath

Bell
Boone
Bourbon
Boyd
Boyle
Bracken
Breathitt
Breckinridge
Bullitt*
Butler
Caldwell
Calloway
Campbell
Carlisle
Carroll*
Carter

*

Casey
Christian
Clark

Clay
Clinton
Crittenden
Cumberland
Davies
Edmonson
Elliott
Estill
Fayette
Fleming
Floyd
Franklin
Fulton
Gallatin
Garrard
Grant
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Medicaid or
KCHIP Eligible
Recipients under

21 Years Old

2,532
2,270
1,594
968
4,849
2,011
6,323
5,934
2,130
6,499
3,154
1,115
3,372
2,710
6,081
2,011
1,604
3,154
7,190
645
1,368
4,820
2,619
8,588
4,069
5,114
1,861
1,074
1,163
10,780
1,715
1,433
2,585
21,425
1,983
8,451
4,241
1,419
1,208
1,967
3,341

# of Recipients
under 21 who
Received any
Dental Care

886
656
466
324
1,456
616
2,826
1,354
768
2,281
1,039
300
1,278
1,239
1,058
572
527
945
1,846
207
79
1,758
1,020
2,061
1,424
1,676
667
303
457
3,440
612
573
977
4,715
607
3,170
1,111
377
264
642
826

% of Recipients
under 21 who
Received any
Dental Care

35%
29%
29%
33%
30%
31%
45%
23%
36%
35%
33%
27%
38%
46%
17%
28%
33%
30%
26%
32%

6%
36%
39%
24%
35%
33%
36%
28%
39%
32%
36%
40%
38%
22%
31%
38%
26%
27%
22%
33%
25%
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# Dentists who Medicaid or # of Recipients % of Recipients
Counties # Licensed Dentists | Billed Medicaid for KCHI P Eligible undCL: 21 who undm: 21 who
Recipients under Received any Received any

Services

21 Years Old Dental Care Dental Care

Greenu 4,850 1,676 35%

Hardin* 10,116 | 4528 | 45%
Harrison 2,058 31%

Henderson

Hickman 349%

Jackson 2,522 | 550 | 22%

Jessamine 4,666 1,409

30%

Lincoln 2 1 3,597 1,322 37%
Logan | 9| 6 | 3351 | 1,038 | 31%
McCracken 52 21 7,751 2,304 30%

Magoffin

Marshall

Mason

Metcalfe 1 1,573 529 34%
Montgomery 3,439 | 1,100 | 32%
Nicholas
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. - . o
# Dentists who widEes # of Recipients % of Recipients

Counties # Licensed Dentists | Billed Medicaid for KCHI - gl undcl.: 21wl undCJ.: 2l v

Services Recipients under Received any Received any

21 Years Old Dental Care Dental Care
Oldham* 24 4 2,106 382 18%
Owsle 1 1 1,206 360 30%
Perr 16 14 5,753 2,107 37%
Powell | 4| 2| 2,683 | 937 | 35%
Robertson 0 1 327 95 29%
Rowan 12 10 2,756 932 34%
Scott 14 6 3,739 982 26%

Simpson 2,083 | 528 | 25%

N W oo
N W w»
o
(S8

Taylor 3,015 4 28%
Tri, 3 2 1,256 367 29%
Union 7 1 1,760 515 29%
Washington® | 5 | 4 | 1,285 | 594 | 46%
Whidey |24 6| 79| zess|  39%
Wolfe 1 1 1,790 594 33%
Other | n/a | n/a | 26 | 2 | 8%

KY 2004 Total | 2,263 | 937 | 508,242 | 170,068 | 33%

KY 2001 Total | 2,192 | 870 | 460,600 | 135,421 | 29%

Source: Kentucky Department of Medicaid Services, Kentucky Board of Dentistry, and Doral Dental Services.
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Focus group project description

Qualitative data

KYA conducted six focus groups across the state in August and September 2004. The focus group counties
were selected based on the proporation of children enrolled in Medicaid or KCHIP who accessed dental care
during 2002. Anderson and McCracken counties were selected from among the group of counties with average
dental utilization rates. Grayson and Leslie Counties represented the group of counties with higher than aver-
age rates. Gallatin and Jackson Counties were selected from the counties across the state with lower than average
dental utilization rates (see chart below). We did not conduct a group in the major metropolitan areas in the state
as these are being completed by other entities.

With the help of local contacts, KYA recruited county residents whose children received health care coverage
through state-funded programs, Medicaid and the Kentucky Children’s Health Insurance Program (KCHIP).
Since we did not do focus groups with higher-income families, we could not compare their experiences with these
lower-income families to see if the problems mentioned are problems across the board, but many of the issues that
were raised seem to be specific to families with lower incomes. As is stated in a report by the Center for Policy
Alternatives, the common risk factor for most health problems is poverty.>*

Sixty parents and guardians participated in the focus groups. Participants were, on average, 33 years old, and
the majority (88 percent) were female. The racial makeup of the groups was 91 percent White and 9 percent Afri-
can-American, which almost exactly mirrors the state as a whole. The participants had an average of 2.2 children.
In addition, we surveyed participants about their health coverage and dental access and that of their children. Of
the 54 responses on parents” health insurance coverage, 48 percent received Medicaid, 31 percent were insured
through work, and 20 percent were uninsured. On the question of parental dental access, 10 percent of the 49
respondents reported never going to the dentist, 24 percent had been to the dentist in the current year, 39 percent
during the past 1-2 years, 14 percent during the past 3-4 years, and 12 percent 5 or more years ago.

Participants also reported the health care coverage of their children; of the 52 survey responses, two-thirds
reported that their children were covered by Medicaid and the remaining one-third reported that their children
were covered by KCHIP.

Quantitative data

The focus group findings are supplemented by data from the Kentucky Department of Medicaid Services,
Doral Dental Services, the Kentucky Board of Dentistry, and Kentucky KIDS COUNT.

Focus group counties

# of Child % of all children % of Medicaid /
° I ! d .ren in the county % of Children i KCHIP Eligible # Licensed /
County # Children enrf) (,J' 1 who are enrolled | © ndrenn Children who # of Medicaid
Medicaid and . . Poverty . .
KCHIP in 2003 | ™ Medicaid or Received any dentists
1 KCHIP Dental services
McCracken 15,638 6,378 41% 22% 29% 52/19
Anderson 5,218 1,286 25% 9% 29% 7/3
Grayson 6,184 3,181 51% 25% 50% 8/3
Gallatin 2,301 819 36% 17% 17% 1/1
Jackson 3,689 2,424 66% 37% 19% 2/0
Leslie 3,050 2,356 77% 39% 44% 4/3
Source: 2003 Kentucky KIDS COUNT Databook and the Kentucky Department of Medicaid Services.
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4 )

“The day that we as a nation decide to provide oral health education to families
of newborns, public health measures such as community water fluoridation, and
regular dental visits to every American will mark the birth of the first generation
that could grow up essentially free of dental disease.”

- American Dental Association, 2004

“Although dental problems don’t command the instant fears associated with low
bircth weight, fetal death, or cholera, they do have the consequence of Wearing
down the stamina of children and defeating their ambitions.”

- Jonathan Kozol

“How about this for a state motto — Kentucky, Gotteeth?”

-Jay Leno
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