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ABSTRACT 

Oral Health Disparities of Foster Children 

Mallory McClure, Kindal Sauter, and Cassie Malone 

Caruth School of Dental Hygiene, School of Dentistry 

Texas A&M University 

Faculty Research Advisor: Mikhail Umorin, Ph. D.  

Caruth School of Dental Hygiene, School of Dentistry 

Texas A&M University 

Research Faculty Advisor: Leigh Ann Wyatt, BSDH, MA, MS 

Caruth School of Dental Hygiene, School of Dentistry 

Texas A&M University 

In 2017, the United States provided foster care for approximately 691,000 children. 

During years in foster care, these children face significant deficits in medical and dental care. 

Foster children are known for having poor overall health, due to three main factors, poverty, 

abuse, and neglect. Early childhood caries (ECC) is a major oral health problem primarily in 

lower socioeconomic populations. With the lack of care and the increased prevalence of dental 

problems, the foster population can be classified as children with special health care needs. Some 

of the reasons foster children do not receive dental care could be that there is a shortage of 

dentists that are willing to accept Medicaid, the lack of federal funding for dental care, and the 

lack of health record keeping. Interviewees in one study felt the continuity of dental care for 

children in foster care was compromised due to their frequent moves throughout homes and in 

and out of the foster system. Disruptions in placement occur frequently within the foster care 
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system, and are associated with a variety of maladaptive outcomes, and pose significant risks to 

foster children’s immediate and long-term well-being. A 21 day and night brush intervention 

placed in one school, resulted in a 25% increase in the number of school children brushing their 

teeth twice a day. A further 8% improvement after 6-12 months and improvements in 

DMFT/dmft. Further future studies should be performed with hygienists or hygiene students in 

schools or with hygienist-led training with social workers and teachers, to see if the prevalence 

of oral health disparities in foster children will decrease even more.  
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NOMENCLATURE 

ECC  Early Childhood Caries 

DMFT  Decayed, Missing, Filled Teeth 

CHIP  Children’s Health Insurance Program 

SES  Socioeconomic Status 

ADHA  American Dental Hygiene Association  

ADA   American Dental Association 

DH  Dental Hygiene 

REALD-30  Rapid Estimate of Adult Literacy in Dentistry  

QOL   Quality of Life 

OHL   Oral Health Literacy 

OHI   Oral Health Instructions 

WIC  Women, Infants, and Children 

COHL  Carolina Oral Health Literacy 

NIDCR National Institutes of Dental and Craniofacial Research 
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INTRODUCTION 

Health disparities are health differences that are avoidable, unnecessary, and unjust.1 

Unfortunately, oral health disparities are among the most profound health disparities within the 

United States.2 The maintenance of good oral health is vital to the overall health and well-being 

throughout one's life.3 In spite of advances in oral health status of the United States population, a 

significantly higher burden of oral diseases and conditions is present in certain parts of the 

population.3 

These oral health disparities are related to determinants of health, such as one's age, 

income, gender, access to care and medical status.2 Individuals from a lower socioeconomic 

status universally experience a greater burden of oral diseases and conditions than those with 

more oral health resources.3 Health disparities unfavorably affect groups of people who have 

systematically experienced greater obstacles to healthcare based on their socioeconomic status, 

age, cognitive, sensory, or physical disability, geographic location, or other characteristics 

historically linked to exclusion.4 Unfortunately, many low-income, low-educated, and 

disadvantaged populations have the highest levels of untreated dental disease and lack access to 

high-quality care.3 

In the United States, individuals are more likely to have poor oral health if they are low-

income, uninsured, and/or reside in a rural area with insufficient access to appropriate oral health 

care.5 Thus, minimizing oral health care disparities requires providing disadvantaged social 

groups with equal opportunity to be healthy.5 Oral health care disparities represent uneven 

possibilities to be healthy, making disadvantaged groups even more disadvantaged with regard to 

their oral health.5 To achieve equality in oral health care, inequities must be eliminated.5 This 
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entails ensuring all individuals have access to the same level of treatment for the same level of 

need and receive the same level of utilization and quality of care.5  
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1. WHAT IS FOSTER CARE? 

The foster care system is a complex combination of federal and state organizations 

designed to care for children and keep them safe. This system has been faced with the task of 

caring for children who no longer have living parents or have parents who are unfit to care for 

them.6 Foster care placement is meant to be temporary, and its goal is to increase the quality of 

life for children. Although this is the goal, only about half of the children who enter foster care 

are reunified with their parents or relatives.6  In 2017, the U.S. Department of Health and Human 

Services reported the United States provided foster care for approximately 691,000 children.7 

During years in foster care, these children face significant deficits in medical and dental care.7 

These deficits stem from the foster child’s lack of access to all levels of health care. There are 

numerous reasons why foster children lack access to medical and dental care, a few of which are 

the lack of federal funding, lack of health record keeping, and a shortage of dentists willing to 

take Medicaid.7 

Though intended to be a temporary situation, the foster system often becomes permanent 

for children whose parents are not qualified to take care of them.8 During a child’s time in foster 

care, foster families assume all responsibility for these children, ensuring they are keeping up 

with their physical and emotional health, and their educational needs throughout their time in the 

system. Children can be placed into the system for various reasons: child maltreatment/abuse, 

neglect, or the condition of the parent.  

Unfortunately, a child eventually ages out of foster care and ages out of the option of 

having Medicaid insurance. When a child turns 18, they are legally considered an adult and age 

out of the system, unless they choose to enter the extended foster care program which goes until 
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age 21.9 When a child is placed into the system, they are placed with foster parents who have 

gone under extensive training as required by the Minimum Standards for Child-placing 

Agencies, which ensures that all parents receive orientation and pre-service training.10 In 

addition, all foster parents must complete First-Aid, with rescue breathing and CPR for all ages, 

as well as providing various legal documentation such as proof of age, financial records, safety 

inspections of your home etc.10 What is not included in this required training is plans for the 

child’s medical and dental care. Foster parents also encounter difficulties finding healthcare 

professionals that accept Medicaid and CHIP. Although the foster system provides funds for 

health care, there is a deficit in medical knowledge of the foster parents and difficulty finding 

offices that accept the provided medical funds the foster child is given. 

Medicaid remains an option until the age 21 but does not ensure access to dental care. 

Studies show that 39% of youth who have aged out of the foster system do not have dental 

insurance.11 Only some of those who have aged out of foster care reported receiving regular care 

while in the foster system and others reported never receiving dental care.11 Those who reported 

never receiving dental care now have further problems and are unable to afford the extensive 

care they need due to aging out of the system and Medicaid coverage.11  
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2. HEALTH COMPLICATIONS OF POOR ORAL HEALTH CARE 

Early childhood caries, ECC, is a major oral health problem primarily in socially 

disadvantaged populations.12 ECC is defined as the presence of one or more decayed, missing or 

filled tooth surfaces in any primary tooth in a child younger than 6 years old.12 If left untreated, 

ECC can lead to significant long-lasting impacts on a child’s health.13,14 ECC is associated with 

other health problems, ranging from local pain, infections, abscesses to difficulty in chewing, 

malnutrition, gastrointestinal disorders, and difficulty sleeping.15 Factors such as high sugar 

intake, lack of oral hygiene, lack of fluoride exposure, and enamel defects are some of the major 

risk factors associated with the development of ECC.16, 17, 18 In 2015, over 620 million children 

worldwide had untreated ECC, with long term repercussions of ECC including diminished 

growth and body weight, compromised general health and poorer quality of life.13,14, 19 Several 

epidemiological studies have suggested there being an increased incidence and severity of caries 

in the permanent teeth among schoolchildren, adolescents and adults with a known history of 

ECC.4, 2, 20 

The lack of good oral hygiene practices promotes the development of ECC.21 Caregivers’ 

social status, poverty, ethnicity, deprivation, number of years of education, and dental insurance 

coverage are other factors which influence the oral hygiene habits of children and the severity of 

ECC.22,23 Risk factors such as a lack of access to dental care, lack of community water 

fluoridation and lack of parental knowledge about prevention are a few that contribute to the 

formation of dental caries in children.24 It is recommended by the US Surgeon General that 

children have a dental home within six months of the first tooth eruption and no later than 12 
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months of age.24 Socioeconomic status has also been associated with low use of dental care and a 

higher risk for dental caries.24 

An eight-year cohort study examined the link between primary dental caries and if it 

could serve as a risk factor for permanent dental caries.20 The study examined a total of 504 

children, 256 boys and 248 girls, which were randomly selected from 11 villages and 4 

kindergartens of two representative communities.20 The study's findings showed a substantial 

association between the prevalence of caries in primary teeth and that in permanent teeth (r = 

0.38, p < 0.001).20 The study discovered an overall sensitivity of 93.9%, specificity of 20%, and 

positive predictive value of 85.4% when the caries experience in the primary teeth was used to 

predict future caries of the same individual.20 According to the results of the Pearson chi-squared 

test, the overall relative risk for the development of caries was 2.6. This means that compared to 

children who had healthy primary teeth, those who had caries in their primary dentition were 

nearly three times more likely to develop it in their permanent dentition.20 The probability of 

getting caries in their permanent dentition was 3.5 times higher in children with severe ECC 

(24%) who had dmft scores equal to or higher than 10.20 

Dental caries is an infectious condition that, if neglected, might have systemic effects.25 

Children's National Medical Center in Washington, D.C., and Columbus (now Nationwide) 

Children's Hospital in Columbus, Ohio, hosted a longitudinal study of parent-reported oral 

health-related quality of life (QOL) in preschool children with and without ECC.25 The 

longitudinal study had two study groups: children with severe ECC and children who were 

caries-free and had no prior caries experience.25 The findings of this longitudinal investigation 

led to the following conclusions: according to parents' assessments, children's dental health has a 

big influence on their overall wellbeing. The dental health-related quality of life of children with 
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early childhood caries is regarded by parents as being lower than that of children without 

caries.25 And during the 6- and 12-month follow-ups, a dental intervention has favorable benefits 

that are significant and improve quality of life across several areas for ECC children.25 According 

to parental assessments, the general oral health of ECC children as well as their physical, mental, 

and social functioning were significantly positively impacted by dental treatments.25 

The World Health Organization (WHO) Constitution from 1948 said that oral health is 

essential to overall health and that it contributes to overall wellbeing.26 For both children and 

adolescence, maintaining oral health is paramount for achieving proper psychophysical 

development.26 A study performed in Turin, Italy evaluated the frequency and severity of dental 

caries in foster children.26 In this study, basic features of dental caries and the significance of 

food and sugar intake were covered in a presentation by a group of dentists and dental 

hygienists.26 Also, they gave the children instructions on how to practice routine dental 

hygiene.26 Data on the frequency and severity of dental caries in each patient were gathered, and 

they were compared to the mean values of dental caries in Italy, which were supplied by the 

WHO for the same age group (4 to 12-year-olds).26 This study set out to determine if such 

socioeconomic inequality may result in a statistically significant variation in the distribution of 

dental caries between the two groups, foster care sample and the general pediatric population in 

Italy.26 The results of this study indicate that the foster sample not only had a higher caries to 

caries free ratio than the general pediatric population in Italy, but also higher mean values in 

DMFT scores.26 In addition to having more decayed, missing, and filled teeth than the 

comparison group, the foster sample also had 83% more caries than the 22% experienced by the 

general pediatric population.26 
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3. ACCESS TO ORAL HEALTH CARE 

Multiple factors contribute to inadequate dental hygiene care among foster children. 

Factors such as their lack of dental awareness, inadequate oral hygiene, nutritional habits, lack of 

motivation, or neglect by their guardian.7 Disruptions in a child's placement occur frequently 

within the foster care system, and are associated with a variety of maladaptive outcomes, and 

pose significant risks to foster children’s immediate and long-term well-being.27 Between 25% 

and 50% of foster children experience a disruption in placement and must transition to new 

homes at some point during their time in the foster care system.3,28 In a study focused on the 

determinants of dental care in children in foster care, interviewees felt the continuity of dental 

care was compromised due to their frequent moves throughout homes and in and out of foster 

care.29 Due to reunification being the primary goal in foster care, building a dental home for 

some can become incredibly challenging. Adding more roadblocks to obtaining the proper oral 

care the child may need. 

A major factor that is brought up when discussing foster children and their access to 

medical and dental care is Medicaid insurance. In the state of Texas, children in foster care get 

Medicaid coverage through the STAR Health program, or Children’s Health Insurance Program 

(CHIP).9 The benefits that these children are supposed to receive under STAR health include 

regular checkups at the doctor and dentist, prescription drugs and vaccines, Hospital care, X-rays 

and lab tests, vision/hearing care, access to medical specialists, treatment of special health needs 

and previous conditions, a 24/7 nurse hotline, access to the health passport, and internet based 

electronic health record.9 Access to insurance is a major challenge that affects foster children’s 

ability to get medical and dental care. A study that was done in Iowa found that living in foster 
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care negatively impacted the likelihood of children ages 0-6 utilizing dental services. For the 

study they interviewed 14 people who all worked in pediatrics or in the foster care system and 

asked them a series of questions regarding foster children, Medicaid, and dental care. The 

interviewees stated that there are often cultural and linguistic barriers to obtaining dental care, 

and many of them also stated that there was a shortage of dental providers that are willing to 

accept the Medicaid insurance policy.29 It was also brought up that the real issue faced by foster 

parents is finding good quality dental care that is covered by Medicaid.29 

Compared to children from households with higher incomes, Medicaid-eligible children 

with cavities have twice as many decayed teeth, twice as many visits for pain management, but 

fewer overall dental visits.30 Children who live in regions with the highest disease prevalence and 

the lowest amount of dental care have the fastest-growing populations.30 Caries rates are 

anticipated to return following long-term declines if the substantial association between these 

subpopulations and dental diseases persists, and the strain on publicly financed dental care will 

certainly increase.30 Unfortunately, the majority of low-income children who are Medicaid-

eligible or enrolled do not receive dental care due to the low acceptance rate of Medicaid 

insurance in dental practices.30 
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4. IMPLEMENTATION OF PROGRAMS 

A study in Washington State sought to identify potential determinants of dental care use 

and oral health among children living in foster care.29 They interviewed healthcare workers, 

social service professionals, and foster families who were experienced in foster care. The 

researcher identified nine main determinants: linguistic and cultural barriers, lack of dentists 

willing to accept children’s Medicaid dental insurance, lack of resources available to case 

workers, lack of federal funding for specialized dental care, lack of systematic health record-

keeping, child transience leading to the lack of a dental home, foster parents’ competing needs, 

child behavior problems, and lack of dental ‘buy in’ from adolescents.29 A foster family facing 

one or more of these determinants can impact the caries prevalence within the foster community. 

A study exploring the relationships between children’s oral health and their parents’ oral 

health literacy, showed that the child's oral hygiene and status of their oral health was associated 

with the parents’ educational and economic status and strongly influenced by the parental health 

literacy.31 The parent or caregiver should be brushing the child’s teeth or assisting in the oral 

health practices until the child reaches the age of 8 years old.31 Within this study, data included 

that only 4.4% of parents reported that they always brush their child’s teeth and another 9.7% 

reported they sometimes did.31 The study further reported that 46.9% of parents reported “always 

supervising” their child while toothbrushing.31 In addition to this data, it was also noted that 

22.2% of parents had never gone to a dental visit with their preschool child, whereas 60.1% had 

taken their child to the dentist for the first check-up.31 Only 1.3% of the parents reported that a 

healthcare professional referred their child to go to a dentist, and 2.1% of parents did not 
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remember the reasoning for their child’s first dental visit.31 During this study, it was proven that 

the parents’ education had a strong correlation to their child’s oral health.31 

Throughout the duration of this study, it was also concluded that when one parent 

reported having good or quite good oral health, the odds of their child having the same reported 

status were 4.15 times greater than a parent who reported bad oral health.31 The chances of the 

children whose parents reported visiting a dentist within the last six months were 3.92 times 

greater than those whose parents last dental visit was within the last year or earlier.31 

Oral health literacy (OHL) has become a significant factor in determining oral health.32 

The National Institutes of Dental and Craniofacial Research (NIDCR) defines OHL as "the 

extent to which individuals have the capacity to access, process, and understand fundamental 

oral health information and services necessary to make informed health decisions.”33 Low OHL 

has been linked to a variety of outcomes, including lower oral health status, dental neglect, 

higher consequences on oral health related quality of life, and irregular utilization of dental 

services.34,35, 36 Due to the crucial role in a person’s ability to recognize and understand oral 

health information and act upon it, it is expected that OHL may influence the manner in which a 

caregiver reports their child’s oral health status.37 A child’s oral health related quality of life 

score is adversely effected by the caregivers' educational level and varies with caregivers age.37 

Dental caries, which have been attributed to missed school days, lost parental work time, and 

financial costs, can potentially have a significant impact on a child's social and psychological 

well-being, making it a serious public health concern.25,38,39,40 

There is compelling medical evidence to support the notion that those with lower health 

literacy also have less awareness about disease prevention, management, and treatment.41 With 

the primary objective of examining oral health literacy in relation to health behaviors and health 
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outcomes among caregivers, infants, and children enrolled in the Women, Infants, and Children's 

(WIC) Supplemental Food Program in North Carolina (NC), a socially and economically 

disadvantaged and medically underserved population. The Carolina Oral Health Literacy 

(COHL) project began in August 2008 with the main objective of examining oral health literacy 

in comparison to health behaviors and health outcomes among these individuals.34 Caregivers 

and children must meet certain health and nutritional risk factors as well as have incomes that are 

less than 185% of the federal poverty line to be eligible for the WIC program.34 Five categories 

of information were collected from this study: sociodemographic data, dental health and 

behavior, profile of the impact of oral health, self-efficacy, and oral health literacy.34 The Rapid 

Estimate of Adult Literacy in Dentistry (REALD-30), a recently created tool, was used to test 

oral health literacy.34 Each phrase said properly earns one point toward the REALD-30 score, 

which is then added together to determine the result. The potential scores range from 0 (lowest 

literacy) to 30 (highest literacy).34 An individual must comprehend and act on health information, 

whether it is given to them orally or in writing, to maintain excellent oral health.34 Lower SES 

populations typically have literacy levels that are lower, according to the evidence.34 The WIC 

program's objective is to enhance the health outcomes of its members by offering healthy meals, 

nutritional education, counseling, and referrals for medical and dental treatment as supplements 

to effective pregnancy, postpartum, infant, and early childhood care.34 WIC is uniquely 

positioned to identify families with low OHL because its frequent interaction with the  

disadvantaged population.34 

In a qualitative study, the impact of the foster home setting on children's dental health 

was investigated.42 It sought to get a better understanding of the knowledge, attitudes, and 

experiences of foster parents in managing the oral health behaviors and care of foster children.42 
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Fostering arrangements can range from emergency or interim placements for a brief period of 

time to long-term fostering, when children live with foster families until they are adults.43 

Although foster children suffer from the same health issues as children living in other familial 

environments, they frequently enter the care system in a worse condition of health due to 

poverty, abuse, and neglect.44, 45, 46 Foster parents have spoken about the difficulty of playing 

both the position of caregiver and an employer, which could make it more challenging for them 

to set and uphold children's oral hygiene routines.47,48 Given that previous studies have revealed 

significant associations between parents' attitudes and oral health behaviors (such as brushing 

their teeth, eating a healthy diet, and visiting the dentist) and their children's attitudes and oral 

health behaviors, foster parents own knowledge, attitudes, and behaviors may also be crucial.49, 50 

Foster parents described children as having poor oral health when they initially came into 

their care.42 The most prevalent dental condition was dental caries.42 When they first moved into 

the foster home, some children didn't know how to brush their teeth, while others had never been 

to the dentist.42 Foster parents voiced concerns about receiving dental treatment and preventing 

dental caries despite their strong understanding of oral health.42 Several of their doubts and 

queries were a result of their actual interactions with dentists.42 Dentists had sent them some 

ambiguous signals, making it more challenging for foster parents to provide oral health advice, 

particularly about added sugars in teen diets.42 This tension was also noticeable when smaller 

children were being brought in for their first dentist appointment.42 Foster parents described their 

frustration with dentists who disregarded regulatory advice and refused to treat younger 

children.51 Foster parents serve as the primary caregivers, but parental health training programs 

have mostly neglected this fact and failed to provide practical methods for changing 

nontraditional families' health behavior.52 Foster parents frequently relied on their own resources 
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and received minimal assistance from other healthcare providers or social care agencies.42 The 

results of this qualitative study imply that foster caregivers may require greater assistance as 

foster children become young adults and move into independent living situations from other 

sectors, such as general practitioners and educational programs.42  

Oral health concerns can include disease of the gingiva, alveolar bone, and teeth of the 

oral cavity. These diseases can begin as a small invasion and advance if not treated in a timely 

manner. A study in Florida was conducted to compare the dental status and treatment needs of 

children in foster care with other children who were enrolled in Medicaid. Included in the study 

were nearly 1,200 children, 600 from each population, and ranged from adolescents to young 

adults.7 It was concluded that the children in foster care had more dental needs, higher caries 

prevalence, and received more dental care than other Medicaid-enrolled children who were 

around the same age.7 There was a 1.6 times greater prevalence of pulpitis, 5.8 times more 

diagnoses of severe gingivitis, and 3.5 times more diagnoses of periodontitis.7 The findings of 

this study indicate higher numbers of active oral disease in the foster care children on Medicaid 

than those not in foster care. 
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5. INTERVENTIONS 

Oral health education is an essential component of effective dental health education 

which should involve oral hygiene instructions and procedures for the eradication of plaque.53 A 

study conducted in Sanjuali, Shimla, examined the effects of oral health education provided in 

schools on 12- and 15-year-olds.53 306 children of both genders were included in the study's 

initial sample, and 276 of those children were reevaluated three months later.53 Each participant 

was questioned using a specifically created questionnaire at the initial appointment, and their 

plaque, gingival health, and caries status were assessed using the WHO Modified DMFT Index, 

the Loe and Silness Gingival Index, and the Silness and Loe Plaque Index.53 After gathering the 

baseline data, oral health education was provided to the children, including information on the 

value of maintaining oral hygiene, use of appropriate oral hygiene aids, and demonstration of the 

bass toothbrush method.53 Also presented was information on common oral diseases along with 

how to prevent them. The avoidance of bad breath and tooth decay was stressed by brushing 

twice a day, every day.53 At the end of three months, the presence of plaque, gingivitis, and 

dental caries was measured to gauge the effectiveness of the educational program. 53 

146 schoolchildren in the 12-year-old age group were re-evaluated three months after the 

initial examination, of whom 79 (54.1%) were males and 67 (45.9%) were females. 53 130 

children aged 15 were represented by 71 (54.6%) and 59 (45.4%) males and females.53 The study 

found that the subjects aged 12 and 15 had significantly lower plaque and gingival scores, 

following the implementation of the school-based oral health education program. 53 During their 

initial assessment and the reevaluation three months later, the study participants' gingival scores 

decreased.53 Some gingival score declines, meanwhile, were not as significant as others.53 As 
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demonstrated by the study, short-term oral health education programs may be beneficial in 

enhancing oral hygiene and gingival health of school aged children.53 

Based off a 21 day-and-night brush intervention that was implemented at a school, there 

was a 25% increase in the number of school children brushing their teeth twice a day, and a 

further 8% improvement after 6-12 months.54 Although brushing alone does not treat oral health 

issues, it is great at prevention. Through the 21-day program, they saw improvements several 

months later in DMFT/dmft scores.54 At baseline, 39.6% of the children in the intervention group 

in Nigeria exhibited good oral hygiene.54 During the course of the program, there was an upward 

trend in oral hygiene, reaching 65.7%, 64.5%, and 79.9% of children with good oral hygiene at 

3, 8 and 24 weeks.54 50.8% of the children in the control group had good oral hygiene at the 

beginning of the study.54 Contrary to the intervention group, oral hygiene deteriorated during the 

24-week period (44.8%, 38.8%, and 39.7% of children at 3, 8, and 24 weeks had good oral 

hygiene).54 With the exception of the 8-week time point, improvement was shown in the 

intervention group relative to the control group in children who had poor oral hygiene at 

baseline.54 This study demonstrates that children who complete the 21-day program can maintain 

good oral hygiene for six months without employing further assistance.54 

A study addressing the children’s oral health inequalities before and after the 

implementation of an oral health program was performed in France.55 A citywide initiative to 

promote oral health in schools was created in 2005.55 Children ages 3-5 who attended nine 

schools with moderate to high levels of dental caries and located in underprivileged or slightly 

underprivileged regions of the city were a part of the program.55 The program's objective was to 

foster an encouraging learning environment for these children in school to lessen the disparities 

in oral health. 55 The program concentrated on enhancing dental hygiene practices associated 
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with the use of fluoride toothpastes. 55 Children with untreated carious lesions were also 

recommended to be seen by a dentist.55 The program involves a variety of instructional activities 

carried out with the children's caregivers (parents, teachers, and school nurses). 55 Oral hygiene, 

nutrition, and dental care promotion guidelines were created and distributed to caregivers.55 A 

year later, the program's effectiveness was assessed, and some positive results were found.55 

While the number of filled teeth increased slightly, there was a noticeable improvement in 

children's oral hygiene.55  

Overall, roughly 90 percent of carious lesions are found in the pits and fissures of 

permanent posterior teeth, with molars being the most susceptible tooth type.56 Unfortunately, 

about 20 percent of children age 6-11 years old and from a low-income family have received 

sealants.57 School sealant programs can be an important intervention to increase the receipt of 

sealants, especially among those who do not have a dedicated dental home or are of a lower 

income family.58 Health care professionals often help provide preventative services in schools to 

protect and promote the health of students.58 School programs can increase access to services, 

such as dental sealant placement, among vulnerable children less likely to receive private dental 

care.58 

Effective toothbrushing skills primarily depend on coordination, individual skills, and the 

ability to understand and develop motor skills.59 With a child’s chronological age being an 

acceptable predictor of these different factors, this would explain why the different toothbrushing 

methods would be taught at different ages.59 For children aged six months to ten years, the use of 

a simple toothbrush method and floss picks implemented by hygienists would be ideal during the 

educational service. A study published in the European Journal of Pediatric Dentistry suggests 

that both the horizontal scrub and Fones technique are the recommended toothbrushing methods 
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for children.59 It was also presented that the horizontal scrub technique was found to be the more 

effective method of the two.59 Although horizontal scrubbing is found to be more effective, if 

used too often it can lead to receding gums, exposed and sensitive root surfaces, and wearing 

down of the root surfaces.60 Due to these results, it is best to educate young children on using the 

Fones toothbrushing method. This technique utilizes a soft bristle toothbrush in a circular pattern 

against the teeth.61 This toothbrushing technique is easy to grasp for both the child and the 

parental figure to ensure adequate biofilm removal. Incorporating a more advanced method of 

toothbrushing could cause confusion and less compliance. However, children 11 years and older, 

due to more manual dexterity, could be educated on a more advanced toothbrushing technique 

such as the Bass method and c-shape flossing. The Bass method uses a soft bristle toothbrush at a 

45-degree angle towards the gumline in a short vibratory motion.61 In the study mentioned above, 

it was revealed that the different toothbrushing techniques had similar effects over time in the 

plaque index scores. This demonstrates the foundational importance of toothbrushing training in 

children.59 

Reaching out to dental organizations for donations of toothbrushes and toothpaste to use 

for demonstration purposes and take-home kits would increase the likelihood that adolescents are 

more receptive to the techniques taught. Organizations such as ADA, ADHA, local dental 

hygiene associations, and toothbrush companies could assist by donating supplies and/or funding 

for hygienist-led educational programs. The inclusion of these organizations can help expand the 

programs reach on the foster population. 
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CONCLUSION 

Plentiful evidence indicates that foster children suffer from a lack of dental care. There 

are numerous reasons as to why these foster children lack access to medical and dental care: a 

few of which being the lack of federal funding, lack of health record keeping, and a shortage of 

dentists willing to take Medicaid.7 Although foster children have access to Medicaid coverage, 

Medicaid-eligible children tend to experience twice as many decayed teeth and visits for pain 

management but encounter fewer interactions with dental professionals when compared to 

children in higher income households. 30  

There was also evidence that the oral health of the child is dependent on the parent’s own 

knowledge of oral health understanding. Based on previous data, relating parents' oral health 

literacy and their child's oral health, using hygiene professionals to educate teachers could 

potentially correlate to a better oral health literacy amongst foster children and their caregivers, 

and a decrease in the prevalence in oral health disparities. The issue of child transience, or 

movement between caregivers, could also result in one caregiver being more knowledgeable than 

the previous or new family. This could be beneficial or detrimental to the oral health 

understanding of the foster child.  

Due to there being over half a million children in the foster system as of 2017 and 

findings indicating the disparities they face; this becomes a significant public health issue that 

needs to be further addressed. Previous research has shown that including dental hygienists in 

school-based oral hygiene programs is successful. The program developer might reduce expenses 

while executing the programs by working together to collect oral hygiene goods through the 

ADA, ADHA, and other local dental hygiene organizations for the creation of oral hygiene kits.  
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The implementation of sealant day programs in schools and educational tooth lectures led by 

hygienists can be a straightforward way to raise awareness among children, especially foster 

children who lack access to oral health care. These educational tooth lectures can include 

instructions on the usage of either the Fone's or Bass toothbrush technique, based on the age of 

the children receiving the lecture.  

We believe that placing dental hygienists on the front lines, whether directly in a school 

system or in other areas of the community, would greatly improve the disparities that foster 

children have. Targeting the school system allows foster children or any child of any 

socioeconomic status the opportunity to become educated on the importance of oral health. 

Sealant day programs within a school can help manage the future of pit and fissure lesions 

amongst children. The educational tips provided by dental professionals can be reiterated during 

parent-teacher conferences to help promote the prevention of oral health diseases. 

Most of the current findings are broad studies impacting the general population. It is now 

important to direct our focus on this distinct population. More studies and results emphasizing 

the oral health disparities of the foster care population specifically, will further stress the concern 

this particular population faces and what can be done to reduce the deviation from other pediatric 

populations. Future studies should include but not limited to, hygiene-led school programs and 

the effects it has on foster children within the United States. With more research-based evidence 

that further proves the disparities of the foster children population, along with more trials of oral 

health education implementation, we can find the ultimate solution to diminish the barriers this 

population faces. 
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