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A A complex interaction of:
| Blological determinants
I Sociecultural influences
I Family context
I Community variables




Child, family, and community influences on oral health outcomes of children.
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Oral health care

A Oral care accounting fai%of all health care
expenditures in Canada.

A The cost of care provided by dentists and
other members of oral health teams
amounted to about$9.7 billionin 2005.

Canadian Institute for Health InformatioNational health expenditure trends, 1975
2005 Ottawa: Canadian Institute for Health Information; 2005.



Oral health care

A Early childhood caries (ECC) is the most
common chronic infectious disease of
childhood worldwide.




Oral health care

A It is 5 times more common than asthma an
times more common than hay fever In
children.




Oral health care

A More than 40% of children have tooth decay
by the time they reach kindergarten.




Oral health care

A In the eyes of health
policyymakers:

I the mouth is not part of
the body

A Dental care: a
predominantly private =
care delivery systemin .
Canada ¢
I 95% in the private sector 24

I Operating in a different
domain from the medical
profession




Severe costs of a preventable diseast

A Extreme pain

A Spread of infection

I Possible faciatellulitisrequiring
hospitalization

A Difficulty chewing, poor weight
gain
A Falling off the growth curve




Severe costs of a preventable disease

A Impaired language development
A Missed school days

A Inability to concentrate in school
A Reduced selésteem

A Risk of dental decay in adult """
teeth A8

A Worsenedob prospects in
adulthood

A Extensive and costly dental
treatment lifelong

10



Prevalence

A Significant decrease in prevalence of dental
diseases for many North Americans including
Canadians.

A 15.2%increasefor childrenaged 25 years
between 1994 and 2004 (over the decade
between NHANES Il and IlI).

(Centers for Disease Control and Prevention report, 2007)




Prevalence

A Good prevalence data are lacking:
I Inconsistent definition of ECC
I Unrepresentative samples
I Absence of very young children

A 56.8% of Canadian children have been
affected by tooth decay

[Health Canada, Canadian Health Measures Survey (CHMS), 2007]



Prevalence

A Ontario:

I Obvious decay: 30% ofyearold and 41% of-/
yearold

I Urgent care: 7% of children

I Children with untreated cavities:11% iryBar
olds and 7% in the-yearolds.

(Report of the sample survey of the oral health of Toronto. 2001,
University of Toronto: Toronto)



Prevalence

A British Columbia:

I 11% of all 5yearold kindergarten children had
caries.

(BC., Ministry of Health: Victoria B.C., 1999)
A Calgary:
I 1 2% of & year old and 17% of 4 year olds were
experiencing active dental disease (Total of 19%).
I Every fifth child by age 4 requires treatment.
(Study by Public Health in 2006)



Prevalence

A Edmonton:
i In 1988
Obvious caries in a group of South Asian children:
28% of aged-& year

62% of byearolds
(Community Dent Health, 1990. 7(4): p. €13

I In 1996

25% of a random sample of 938,-afbnth-old had
moderate to high caries activity

(ASDC J Dent Child, 1996. 63(6): p-326



Disparity in prevalence

A ECC disproportionately affects disadvantaged
sociceconomic groups

A 80% of the disease is experienced by2%0%
of children, primarily from:

I Lowincome families g 2

i Ethnic minorities o Ko | &,;{

. . "‘.Hd'?b-'.’j:'.. P

i Aboriginals BOAE F
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Oral health Disparity

A Canadians from lower income families have
consistently worse outcomes:

I Oral health

I Untreated disease

I Lower rates of visiting a dentist

I Higher proportions of avoiding dental visits

I Declining recommended care because of costs
[Health Canada, Canadian Health Measures Survey (CHMS), 2007]




Oral health Disparity

A Canadian surveys have confirmed that:

I Dental caries burden experienced by preschool

aged Aboriginals ranged from 51% to 98%.
[Community Dent Or&pidemioR008;36: 50316]

I Children of immigrants and refugees have:
AHigher rates of caries
ALower rates of dental visits

[ASDC J Dent Child 1996; 63(6):32p
[JCDA; 2008; 74(9)]



Early childhood caries (ECC)

A A correlation between ECC oEEC and
certain costly public health problems should
be emphasized:

I Diabetes
I Obesity
I Major reason for hospital visits

I Costs and riskassociated witlgeneral anesthesia

AA single case of ECC can cost up to $10,000
(JCalifDentAsso0c 1995;23(2):1§22)
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Treatment of Early childhood carie:

— .!
/i \
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A Cost to treat one child under general anesthesia
in lowa was $2,009 (1994)

A Medical costs alone can be as high as $6,000
A Dental costs may range from $500 to $2,000
A A total of up to $10,000

(JCalifDentAssoc 1995;23(2):1§22)
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A Cost of Treatment in Canada
I GeneralAnaestheti¢cSedation- + g 5
$200-$1000 |
I Hospitalization/Facility Fee
$500-$1000

i Dentistry $750$3000
A Total $1500:$5000




Public health program

A Public sector spending on dental services has
also grown more rapidly than private spending
In Alberta since 2000.

A The Alberta Child Health Benefit (ACHB)
program, administered by Alberta
Employment & Immigration, is designed to
assist lomncome Albertans.
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Alberta Child Health Benefit (ACHB)
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Alberta Child Health Benefit Program

A From April 01, 2010 to March 3, 2011:

Total Cost: $20,520,248

Dental procedures Costs

Diagnostic (including exam $4,208,346
Preventive $1,114,318
Restorative $7,770,181

Endodontic $461,507
Extraction $1,314,573

Space management includii $900,169

orthodontics

GA $1,216,262



Alberta Child Health Benefit Program

A From April 01, 2010 to March 31, 2011

Cost

. M preventive

B treatment
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Utilization of dental services

A Public insurance has been recognized as an
enabling variable

A Suboptimal utilization of dental services for

children from lowincome families
(J Can DerAasso011;77:b57



Utilization of dental services

A Only 55% reported that their youngest child
had received at least 1 dental service in the 1-
months before the survey.

Age of youngest child in family no. (%) of respondents

No. of dental O 1 214 yr 519 yr 10i 14 yr | 15718 yr | All ages
servicesreceived | (n=80 | (n=89 | (=103 | (n=90 | (n=43 | (n=409
by youngestchild

None 74(92.5 | 59 (66.3 | 17 (16.5 | 20 (22.2 | 13 (30.3 | 183 (452

2025) | 7(79 | 39 | 00.0 | 123 | 1332

3(3.8) | 14 (15.7)| 42 (40.8) | 28 (31.1)| 12 (27.9)| 99 (24.4)

oON| -

3 1(1.2) | 9(10.1) | 41 (39.8)| 42 (46.7)| 17 (39.6)| 110 (27.2)

(J Can Dent Assoc 2011;77:b57)



Utilization of dental services

A 45% did not receive any dental services.
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Utilization of dental services

A Children 4 years of age or younger were less
likely to have received each of dental
services, including a dental examination or

20checkup.

150

m None

100

O [ [ . [ . [ - [

X M 2c4yr  5¢9yr 10¢14yr 15¢18 yr All ages .




Utilization of dental services

A Children 5 to 14 years of age were more likely
to have received dental services.

90
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Dental services recelvec

® Prevetion
® Treatment

m preventive
m treatment
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One ounce of prevention Is worth a
pound of cure

Prevention

33



Dental services covered by ACHE

A 93.1%0f the ACHB clientstrongly agreed
or "'somewhatagreeth U K|l 0 € ¢KS
Child Health Benefit program helps them or
their family get dental services that they
g2dzf R 2U0KSNBA&AS 0S |«




How did you first become aware of the
Alberta Child Health Benefit Program®

ACHB
Source (n=2779
Word of mouth 84 (303%p)
Government office 73 (264%%)
Pamphlet 43 (15.5 %)
Application form or kit 48 (17.3 %)
Alberta government website 25 (9.0 %)
Poster 1 (0.4 %)

Newspaper or magazine 3 (1.1 %)



Have you or a member of your household used any
dental services covered by the programs in the last
12 months?

90.0%
80.0% 77.7%
70.0%
60.0%
50.0%

30.0%
20.0%

10.0%
0.0%

22.3%

YES NO
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Utilization of dental services
Factors associated with not using dental services
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In the past 12 months, have you or a member of
your household experienced any problems/barriers
to accessing dental services?

80.0%
70.0% 67.8%
60.0%
50.0%
40.0% 32.2%
30.0%
20.0%
10.0%
0.0%

YES NO
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Barriers to accessing dental service
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ECC.: A serious public health problen

A Pre-existing gaps in accessing dental care are
getting larger:
I more families are living in poverty though not
receiving welfare

PTY2NBE LIS2LIX S | NBY QU LJdzNJ
deductibles associated with dental insurance have
risen too high.

A Primary preventive care not easily accessible
A Regular preventive services not affordable



Public health promotion programs

A A public health program that brings dental care to
kids in schools across Canada would aisbut $550
million:

I About 4.5% of all dental spending
I 0.3% of total health care spending

A 1t would save billions of dollars of health care
services down the road.

(Source: Canadian Centre for Policy Alternatives)



Communitybased interventions

A At risk populations do not recognize that they can
prevent and control most oral diseases.

A Health promotion efforts must be targeted to
specific needs of each community.

A Early involvement of community members is
Important

A A communitybased preventive chikbcused
program could be a relatively small investment
with potentially huge dividends down the road.



Oral Health Disparity

A Children from minority ethnic groups continue
to experience.

I Higher rates of caries
I Lower rates of dental visits

A Dental public health programs mostly offer to
school children aged 4 to 14years in Canada.

A Such programs are not generally offered to
children younger than 4 years of age.



Communitybased research

A Finding solutions is only possible through
partnerships:
I Dental profession
I Other health professions
| Federal and provincial governments
I Non-government community agencies



| f OSNII Qa A aAOf

A 13.9% of Alberta residents are foreigorn.

A Alberta has the third highest proportion of
visible minorities in the Canada after Ontario
(22.8%) and British Columbia (24.8%).

g \ A & (Statistics Canada, 2006)
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| f OSNII Qa A aAOf

A Immigrants areyounger than the general
population
I About80% of migrants are aged 45 or young.

I Albertahad the lowest median age in 2006 at 36
years old, compared to 39.5 yearationwide.

(Statistics Canada, 2006)

C
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International migration to Alberta

A Increased by 38% between 2001 and 2006.
A Hitting a record high of 29,961 in 2010

Historical (1990-2010) and Pro]:ected (2011-2050)

Historical

1900 1995 2000 2005 2010 2015 2020 2025 2030 2035 2040 2045 205

Sources: Statistics Canada and Alberta Finance and Enterprise
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A Among the diverse immigrant groups in
Alberta:

m Chinese

m South Asian

m Filipino

m Black

m Latin Americar
m Others

48



Oral Health Disparity

A Significant oral health disparities persist in
recent Immigrants, suggesting the need for
Intensive preventiventervetions

A A deeper understanding of the complex of EC
IS the first step In developing effective
preventive interventions for the most
vulnerable segments of our population.



Community Based Research

A A communitybased
participatory research is
ongoingte exploring the
feasibility of develapmgsand
implementing acconmmuinly
baset otalhealthhpsemeotion
programin order to promote .
oral health of young children
of recent immigrants and '
refugees in Edmonton.




Research questions ‘ '\‘ L

A What is the dental health profile of pre&oé:
children of newcomer parents in Edmonton?
AHow aware are these parents of their ,
LINEaOK22t SNRa RSyuUOl f
A What are the psychosocial barriers to and

facilitators of early detection and prevention
of ECC?

51



Communitybased research

A Ongoing collaboration among community
groups and researchers.

A Partnership with shared, mutually beneficial
agendas.

A Working with the gaps within
research, policy, and practice.

A Sharing and mobilizing findings.
A Informing policy, practice, and /or research.
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Study phases

Phase 1:

Exploring community resources and
networks

Focus group interviews with Heath
Brokers/community workers

Development of study design and
instruments

Translation of study instruments if
needed

Training workshops for community
collaborators

Phase 3:

Recruitment of eligible families intc
the study

Baseline evaluation afental health
status ofchildren

Assessment of parental awarenes!
2T GKSANI OKAf RQ:

Testing of the baseline survey

Providingpreventive informationo
participantfamilies

Q<

Phase 2:

Focus group interviews with
parents/caregivers

Qualitative analysis of the information
Development of a baseline survey

Phase 4:

Knowledge Translation
Development
Implementation
Evaluation
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Phase 1: Objectives%

A Focus group interviews with community
workers to:

I ldentify dental care needs of refugee and new
Immigrant preschoolers.

I Investigate the barriers to access to dental care
services experienced by these families.

I Explore the feasibility of implementing a
community-based oral health promotion program.



Phase 1: Methods

A Participants were Multicultural Health Brokers.

A Four Focus group interviews were completed
with 20 health brokers from 13 different
communities.

A The interviews were recorded and transcribed
verbatim.

A A coding paradigm was used to identify the
concepts and the relations among them. The
NVivosoftware program facilitated our coding.




Description of participants

Arabic Immigrant

Chinese Immigrant

Eritrean & Ethiopian Refugee

Filipino Immigrant, foreign worker
Karen (Burma) Refugee

Korean Immigrant

Kurd Refugee

Somali Refugee

South Asian Immigrant

Spanish Immigrant, Refugee, foreign worker
Sudanese Refugee

Vietnamese Immigrant,foreign worker

Yugoslavia (Former) Refugee



Phase 1: Findings

Issues-telated tororal

C. health beliefsofceach
community

=
\




Oral health beliefs

A Healthy mouth means: straight and white
teeth, beautiful smile, fresh breath, no cavities

A The focus was mostly on the teeth

A Having a space between the front teeth is
considered as a sign of luck

A Brushing is not a habit in many families
° 0
O

. Ndza KAy 3 Aa |
for some families; they are not
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Oral health beliefs

A People are reluctant to see a dentist unless
they have a problem (e.g. pain)
O @)
O o O

aLFT éez2dz 32

this year they will put

some chemical on your
teeth that makes you to go
ol Of

a.& Of SIyay3
teeth, dentists damage the
natural tooth structure

they change the normal
flora and destroy the
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cause you more problem
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A Many use a bottle as a comforter
A Many families add sugar to milk or tea

A They allow their child walking around with a
bottle

A Many are ignorant about the importance of
dental care

AOEGSYRSR Tl YAfASE LI
oral health



Barriers to dental care

A5Sy Gl £ OFNB Aad 6Gf dzE dzNE
and refugee families

A Ignorance about the availability of dental services
for young children

A Limited income

A Lack off/insufficient dental insurance
A Uncompensated time from work

A Lack of transportation

A Many preschoolers arrive in Canada with already
having extensive cavities



Additional barriers for the refugees

A No English skills
A Limited interpreter services
A Low literacy in their original language

A Large number of young children living in a
household

A Transportation
AS5SyYiAaitaQa NBf dzOUIl yOS
A Limited dental coverage



Recommendations on crossiltural
approaches
AwSaLISOU F2NJ LI GASYUac

beliefs

A Recognize and address the barriers to
recommended behaviors




Recommendations on
Implementation of an oral health
promotion program

A Communitybased
A Sustainable and ongoing

A Handson education: a combined information
and action program

A Family affair: training of extended family
A Delivered in families original language

A Include audiovisual educational materials
A Tangible benefits



Recommendations on Policy

A Enhancement of interpreter services

A Increasing government funding for dental
services for refugee and new immigrant
children




Phase 1: conclusions

A Young children from refugee and immigrant
families lack necessary dental care

A Dental practitioners need to increase their
understanding of crossultural differences
and how to support parents in looking after
0KSANI OKAf RNBYy Qa 2 NJ f



Study phases

Phase 1:

Exploring community resources and
networks

Focus group interviews with Heath
Brokers/community workers

Development of study design and
instruments

Translation of study instruments if
needed

Training workshops for community
collaborators

Phase 3:

Recruitment of eligible families intc
the study

Baseline evaluation afental health
status ofchildren

Assessment of parental awarenes!
2T GKSANI OKAf RQ:

Testing of the baseline survey

Providingpreventive informationo
participantfamilies

Q<

Phase 2:

Focus group interviews with
parents/caregivers

Qualitative analysis of the information
Development of a baseline survey

Phase 4:

Knowledge Translation
Development
Implementation
Evaluation




Phase 2: objectives

A To understand and document the psychosocia
barriers preventing recent immigrant parents
from providing and obtaining adequate oral
healthcare for their preschool children in
Edmonton, Alberta.



Phase 2: Methods

A An interview guide was developed based on the
phase 1 findings.

A Community workers in each community recruited
Interested parents for focus group interviews.

A The interviews were recorded in the language of
the participants, transcribed, and translated to
English for analysis.

A A debriefing interview was conducted with each
community worker shortly after the completion
of their focus groups.



Phase 2: Methods

A To date, focus group interviews have been
completed with:
I Chinese
I African (Somali, Eritrean/Ethiopian)
I South Asian
A The preliminary analysis have included the

culturally insightful interpretations of community
workers.

A The process will continue until no new
Information 1s collected and saturation Is reached



Phase 2: Findings, African families

A 48 women participated in 7 focus groups.

A 87.5% had come to Canada as refugees.

Aa20KSNARQ YS48Yy)ydad.SY o0 @

Al KAt RNBY Qa xS ledrs. ISY n

A 50% reported a monthly household income of
<$2,000.

A 44% were single mothers.

A 67% had completed grade 9 education or
less;23% had finished high school; only one
woman had a College/University degree.

A 47% had three or more children.




Phase 2: Findings, African families

A Barriers to prevention of ECC

Access to professional care ]

Homebased preventive practice]s

(Early detection of ECC ]




Access to professional care

A External/Environmental constraints
_ack of insurance

|_ack of time

_ack of transportation

_ack of family support




Access to professional care

A Internal barriers

I Knowledge
A Existing publicly funded programs
A Available preventive dental care services

I Attitude

A Unfavorable attitude towards dental services and dentists
I Skills

A Communication, limited to verbal

A English proficiency, non or limited

A Navigating the healthcare system, non or limited

A Low confidence in addressing acceskited challenge

A Dependence on social workers

A Preventive practices, limited to horrisased



Homebased preventive practices

A Health belief

I Perceived severity, limited understanding of
potential consequences of ECC

I Overestimating the effectiveness wiothbrushing
to prevent caries

A Knowledge

I Superficial and limited knowledge of caries risk
factors

A Oral health approach

I llinessreaction approach rather than health
promotion or illness prevention approach



Homebased preventive practices

A Skills

I Oral hygiene practices limited toothbrushing
I No or limited supervision provided

I Children left to brush their teeth by own after 3
years of age.

I Lack of confidence in controlling
A. NHzaKAy3 I OKAfRQa (SSGK
Al KAf RQa &adAaAlF NI AyGE1S



Early detection

A Concept of oral health
I Oral health means absence of dental problems
A Perceived role
I Parents should find the problems
I Dentists are only repairers
A Ways of caries detection
it NBYydalFf OKSOlTAYy3aX OKAf RQA NI
A Indicators of caries
I Tooth decay Is a black spot or a hole in a tooth
A Selfefficacy
I Tooth decays are easily detectable
A Response efficacy
I Parental checking is an effective way of caries detection



Study phases

Phase 1:

Exploring community resources and
networks

Focus group interviews with Heath
Brokers/community workers

Development of study design and
instruments

Translation of study instruments if
needed

Training workshops for community
collaborators

Phase 3:

Recruitment of eligible families intc
the study

Baseline evaluation afental health
status ofchildren

Assessment of parental awarenes!
2T GKSANI OKAf RQ:

Testing of the baseline survey

Providingpreventive informationo
participantfamilies

Q<

Phase 2:

Focus group interviews with
parents/caregivers

Qualitative analysis of the information
Development of a baseline survey

Phase 4:

Knowledge Translation
Development
Implementation
Evaluation




Phase 3: Objectives

A To assess dental health of children aged 3 to ¢
years

A To explore the level of parental awareness of
0 KSANI OKAf RNByQa RSy

A To identify the factors that may influence
parental awareness



Phase 3: Methods

A Participants were parents and their 3 to 6 year
old children from South Asian and African
communities who had lived in Canada for 10
years or less.




Phase 3: Methods

A Demographics
' YR OKAf RQ&
iInformation were b
collected in a 19
guestion survey.




Phase 3: Methods

At F NByida o6SNB FailSR 07z
dental health status: good, fair, poor

A And to identify the indicators and ways they
use to recognize dental decay.




Phase 3: Methods

A A dental exam was performed for children in a
community location using a portable dental
chair, headlamp, and sterlllzed explorer and
mirror




Phase 3: Methods

A Using a dental index children were grouped in
3 categories: good, fair, and poor.

A Parental awareness was determined by
O2YLI NAy3I OKAf RNBYy Qa
(clinically measured dental health status) with
LI NBYyGaQ LISNODSAOSR al



Phase 3: Results

A 98 parents and 106 children completed the
study.

A Mean age:
I Children: 4.03+ 1.4) years
I Mothers: 32.8(+ 2) years



Demographics

South Asian N=63

AfricanN=35

Number of children in care

One 17 (27.0%) 6 (17.1%)
Two 34 (54.0%) 14 (40.0%)
Three or more 12 (19.0 %) 15 (429%)
Children born in Canada
Yes 53 (84.1%) 12 (34.3%)
No 10 (15.9%) 23 (©577%)
a2ZiKSNBEQ SRdzOI (A 2y
Grade 9 or unde 3 (4.8%) 15 (@29%)
High schoo 19 (30.2%) 12 (34.3%)
College/University 41 (65.1%) 7  (20.0%)
Missing 1 (2.9%)
Children living with
Both parents 62 (98.7%) 28 (80.0%)
Single paren 1 (1.6%) 7 (20.0%)
Household income
< $2,000/month 8 (12.7%) _
$2,000%$4,000 27 (42.9%) 10 (28.6%)
More than $4,00( 26 (41.3%) 0
Not sure 2  (3.2%) 0




