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/ƘƛƭŘǊŜƴΩǎ ƻǊŀƭ ƘŜŀƭǘƘ

ÅA complex interaction of:

ïBiological determinants

ïSocio-cultural influences

ïFamily context

ïCommunity variables
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Child, family, and community influences on oral health outcomes of children.

Fisher-Owens S A et al. Pediatrics 2007;120:e510-e520

©2007 by American Academy of Pediatrics



Oral health care

ÅOral care accounting for7% of all health care 
expenditures in Canada. 

ÅThe cost of care provided by dentists and 
other members of oral health teams 
amounted to about $9.7 billion in 2005.

Canadian Institute for Health Information. National health expenditure trends, 1975ς
2005. Ottawa: Canadian Institute for Health Information; 2005.
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Oral health care

ÅEarly childhood caries (ECC) is the most 
common chronic infectious disease of 
childhood worldwide. 
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Oral health care

ÅIt is 5 times more common than asthma and 7 
times more common than hay fever in 
children. 
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Oral health care

ÅMore than 40% of children have tooth decay 
by the time they reach kindergarten.
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Oral health care

ÅIn the eyes of health 
policy-makers:
ïthe mouth is not part of 

the body

ÅDental care: a 
predominantly private 
care delivery system in 
Canada
ï95% in the private sector
ïOperating in a different 

domain from the medical 
profession

8



Severe costs of a preventable disease
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ÅExtreme pain

ÅSpread of infection

ïPossible facial cellulitisrequiring 
hospitalization

ÅDifficulty chewing, poor weight 
gain

ÅFalling off the growth curve



Severe costs of a preventable disease

ÅImpaired language development

ÅMissed school days

ÅInability to concentrate in school

ÅReduced self-esteem
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ÅRisk of dental decay in adult 
teeth
ÅWorsenedjob prospects in 

adulthood
ÅExtensive and costly dental 

treatment lifelong



Prevalence 

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

Å15.2% increasefor children aged 2-5 years 
between 1994 and 2004 (over the decade 
between NHANES II and III). 

(Centers for Disease Control and Prevention report, 2007)
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Prevalence

ÅGood prevalence data are lacking:

ïInconsistent definition of ECC

ïUnrepresentative samples

ïAbsence of very young children

Å56.8% of Canadian children have been 
affected by tooth decay

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

ÅOntario: 
ïObvious decay: 30% of 5-year-old and 41% of 7-

year-old 

ïUrgent care: 7% of children 

ïChildren with untreated cavities:11% in 5-year-
olds and 7% in the 7-year-olds. 

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

ÅBritish Columbia:
ï11% of all 5-year-old kindergarten children had 

caries.

(BC., Ministry of Health: Victoria B.C., 1999)

ÅCalgary:
ïI 2% of 0-4 year old and 17% of 4 year olds were 

experiencing active dental disease (Total of 19%).

ïEvery fifth child by age 4 requires treatment. 

(Study by Public Health in 2006)
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Prevalence

ÅEdmonton:
ïIn 1988 

Obvious caries in a group of South Asian children: 

28% of aged 3-4 year 

62% of 5-year-olds 
(Community Dent Health, 1990. 7(4): p. 413-20)

ïIn 1996

25% of a random sample of 938, 19-month-old had 
moderate to high caries activity

(ASDC J Dent Child, 1996. 63(6): p. 426-33)
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Disparity in prevalence 

ÅECC disproportionately affects disadvantaged 
socio-economic groups 

Å80% of the disease is experienced by 20-25% 
of children, primarily from:

ïLow-income families

ïEthnic minorities

ïAboriginals

(JAMA. 2000;284(20):2625ς31)
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Oral health Disparity

ÅCanadians from lower income families have 
consistently worse outcomes:

ïOral health 

ïUntreated disease 

ïLower rates of visiting a dentist 

ïHigher proportions of avoiding dental visits

ïDeclining recommended care because of costs 

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

ÅCanadian surveys have confirmed that:

ïDental caries burden experienced by preschool 
aged Aboriginals ranged from 51% to 98%.

[Community Dent Oral Epidemiol2008;36: 503-16]

ïChildren of immigrants and refugees have:

ÅHigher rates of caries

ÅLower rates of dental visits

[ASDC  J Dent Child 1996; 63(6):426-33]

[JCDA; 2008; 74(9)]
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Early childhood caries (ECC)

ÅA correlation between ECC or S-ECC  and 
certain costly public health problems should 
be emphasized:

ïDiabetes

ïObesity

ïMajor reason for hospital visits 

ïCosts and risksassociated with general anesthesia

ÅA single case of ECC can cost up to $10,000 
(J CalifDent Assoc. 1995;23(2):15ς22)
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Treatment of Early childhood caries

ÅCost to treat one child under general anesthesia 
in Iowa was $2,009 (1994)
ÅMedical costs alone can be as high as $6,000
ÅDental costs may range from $500 to $2,000
ÅA total of up to $10,000

(J CalifDent Assoc. 1995;23(2):15ς22)
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ÅCost of Treatment in Canada:

ïGeneral Anaesthetic/Sedation -
$200 -$1000

ïHospitalization/Facility Fee -
$500 -$1000

ïDentistry $750 -$3000

ÅTotal $1500 -$5000
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Public health program

ÅPublic sector spending on dental services has 
also grown more rapidly than private spending 
in Alberta since 2000.

ÅThe Alberta Child Health Benefit (ACHB) 
program, administered by Alberta 
Employment & Immigration, is designed to 
assist low-income Albertans. 
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Alberta 
Child Health 

Benefit 
(ACHB)
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Alberta Child Health Benefit (ACHB)
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Alberta Child Health Benefit Program

ÅFrom April 01, 2010 to March 3, 2011:

25

Total number of patients:46,097 Total Cost: $20,520,248

Dental procedures Costs

Diagnostic (including exams) $4,208,346

Preventive $1,114,318

Restorative $7,770,181

Endodontic $461,507

Extraction $1,314,573

Space management including 
orthodontics

$900,169

GA $1,216,262



Alberta Child Health Benefit Program
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Utilization of dental services

ÅPublic insurance has been recognized as an 
enabling variable

ÅSuboptimal utilization of dental services for 
children from low-income families

(J Can Dent Assoc2011;77:b57)
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Utilization of dental services

ÅOnly 55% reported that their youngest child 
had received at least 1 dental service in the 12 
months before the survey. 
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Age of youngest child in family; no. (%) of respondents

No. of dental 

services received 

by youngest child

Ò 1 yr 

(n = 80)

2ï4 yr 

(n = 89)

5ï9 yr 

(n = 103)

10ï14 yr 

(n = 90)

15ï18 yr 

(n = 43)

All ages 

(n = 405)

None 74 (92.5) 59 (66.3) 17 (16.5) 20 (22.2) 13 (30.2) 183 (45.2)

1 2 (2.5) 7 (7.9) 3 (2.9) 0 (0.0) 1 (2.3) 13 (3.2)

2 3 (3.8) 14 (15.7) 42 (40.8) 28 (31.1) 12 (27.9) 99 (24.4)

Ó 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

Å45% did not receive any dental services.
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Utilization of dental services

30

ÅChildren 4 years of age or younger were less 
likely to have received each of dental 
services, including a dental examination or 
checkup. 
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Utilization of dental services

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

31

0
10
20
30
40
50
60
70
80
90

Җ1 yr 2ς4 yr 5ς9 yr 10ς14 yr 15ς18 yr 

Examination 

Cleaning

Fluoride 

Filling

Extraction

Other 



32

73%

27%

Dental services received

Prevetion

Treatment

24%

76%

Cost

preventive

treatment



One ounce of prevention is worth a 
pound of cure
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Dental services covered by ACHB

Å93.1%of the ACHB clients "strongly agreed" 
or "somewhat agreedϦ ǘƘŀǘ έ¢ƘŜ !ƭōŜǊǘŀ 
Child Health Benefit program helps them or 
their family get dental services that they 
ǿƻǳƭŘ ƻǘƘŜǊǿƛǎŜ ōŜ ŀōƭŜ ǘƻ ǊŜŎŜƛǾŜΦέ 
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How did you first become aware of the 
Alberta Child Health Benefit Program? 

Source 

ACHB

(n = 277)a

Word of mouth 84 (30.3 %)

Government office 73 (26.4 %)

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 %)
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ECC: A serious public health problem

ÅPre-existing gaps in accessing dental care are 
getting larger: 
ïmore families are living in poverty though not 

receiving welfare

ïƳƻǊŜ ǇŜƻǇƭŜ ŀǊŜƴΩǘ ǇǳǊǎǳƛƴƎ ǘǊŜŀǘƳŜƴǘ ōŜŎŀǳǎŜ 
deductibles associated with dental insurance have 
risen too high. 

ÅPrimary preventive care not easily accessible

ÅRegular preventive services not affordable
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Public health promotion programs

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

ïAbout 4.5% of all dental spending

ï0.3% of total health care spending

ÅIt would save billions of dollars of health care 
services down the road.

(Source: Canadian Centre for Policy Alternatives)
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Community-based interventions

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

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

ÅEarly involvement of community members is 
important

ÅA community-based preventive child-focused 
program could be a relatively small investment 
with potentially huge dividends down the road. 



Oral Health Disparity

ÅChildren from minority ethnic groups continue 
to experience: 

ïHigher rates of caries

ïLower rates of dental visits

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

ÅSuch programs are not generally offered to 
children younger than 4 years of age.
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Community-based research

ÅFinding solutions is only possible through 
partnerships:

ïDental profession 

ïOther health professions 

ïFederal and provincial governments 

ïNon-government community agencies
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!ƭōŜǊǘŀΩǎ ǾƛǎƛōƭŜ ƳƛƴƻǊƛǘȅ ǇƻǇǳƭŀǘƛƻƴ

Å13.9% of Alberta residents are foreign-born.

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

(Statistics Canada, 2006)
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!ƭōŜǊǘŀΩǎ ǾƛǎƛōƭŜ ƳƛƴƻǊƛǘȅ ǇƻǇǳƭŀǘƛƻƴ

ÅImmigrants are younger than the general 
population:

ïAbout 80% of migrants are aged 45 or young. 

ïAlberta had the lowest median age in 2006 at 36 
years old, compared to 39.5 years nationwide.

(Statistics Canada, 2006)
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International migration to Alberta 

ÅIncreased by 38% between 2001 and 2006. 

ÅHitting a record high of 29,961 in 2010
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!ƭōŜǊǘŀΩǎ ǾƛǎƛōƭŜ ƳƛƴƻǊƛǘȅ ǇƻǇǳƭŀǘƛƻƴ

ÅAmong the diverse immigrant groups in 
Alberta:
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Oral Health Disparity

ÅSignificant oral health disparities persist in 
recent immigrants, suggesting the need for 
intensive preventive intervetions.

ÅA deeper understanding of the complex of ECC 
is the first step in developing effective 
preventive interventions for the most 
vulnerable segments of our population.

49



Community Based Research

ÅA community-based 
participatory research is 
ongoing to exploring the 
feasibility of developing and 
implementing a community-
based oral health promotion 
programin order to promote 
oral health of young  children 
of recent immigrants and 
refugees in Edmonton.



Research questions

ÅWhat is the dental health profile of preschool 
children of newcomer parents in Edmonton?

ÅHow aware are these parents of their 
ǇǊŜǎŎƘƻƻƭŜǊΩǎ ŘŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴΚ 

ÅWhat are the psychosocial barriers to and 
facilitators of early detection and prevention 
of ECC? 
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Community-based research

ÅOngoing collaboration among community 
groups and researchers.

ÅPartnership with shared, mutually beneficial 
agendas.  

ÅWorking with the gaps within 
research, policy, and practice.

ÅSharing and mobilizing findings.

ÅInforming policy, practice, and /or research.



CBPR 
Partners
ÅCommunity

ÅResearchers

ÅService providers 
/policy makers

Multicultural 
Health Brokers 

Coop



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 into 
the study

· Baseline evaluation of dental health 
status of children

· Assessment of parental awareness 
ƻŦ ǘƘŜƛǊ ŎƘƛƭŘΩǎ ŘŜƴǘŀƭ ŎƻƴŘƛǘƛƻƴ

· Testing of the baseline survey

· Providing preventive information to 
participant families

· 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 1: Objectives 

ÅFocus group interviews with community 
workers to:

ïIdentify dental care needs of refugee and new 
immigrant preschoolers.

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

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



Phase 1: Methods

ÅParticipants were Multicultural Health Brokers.

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

ÅThe interviews were recorded and transcribed 
verbatim.

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



Description of participants
Community Moving to Canada status

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



Issues related to oral 
health beliefs of each 

community

Thoughts on baby teeth

and Parents oral health 
practices

Perceived barriers

Recommendations

Phase 1: Findings



Oral health beliefs

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

ÅThe focus was mostly on the teeth

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

ÅBrushing is not a habit in many families

ά.ǊǳǎƘƛƴƎ ƛǎ ŀ ƴŜǿ ǇƘŜƴƻƳŜƴƻƴ 
for some families; they are not 
ǳǎŜŘ ǘƻ ƛǘΦέ ό{ƻƳŀƭƛΣ karen)



Oral health beliefs

ÅPeople are reluctant to see a dentist unless 
they have a problem (e.g. pain)

άLŦ ȅƻǳ Ǝƻ ώǘƻ ŀ ŘŜƴǘƛǎǘϐ 
this year they will put 
some chemical on your 

teeth that makes you to go 
ōŀŎƪ ŀƎŀƛƴΦέ

ά.ȅ ŎƭŜŀƴƛƴƎ ǘƘŜ 
teeth, dentists damage the 

natural tooth structure 
they change the normal 

flora and destroy the 
ǘŜŜǘƘΦέ 

ά{ŜŜƛƴƎ ŀ ŘŜƴǘƛǎǘ ǿƛƭƭ 
cause you more problems 
ǿƛǘƘ ȅƻǳǊ ǘŜŜǘƘΦέ 



Thoughts on baby teeth

Åά.ŀōȅ ǘŜŜǘƘ ŀǊŜ ƴƻǘ ƛƳǇƻǊǘŀƴǘέ
Åά.ŀōȅ ǘŜŜǘƘ ǎƘƻǳƭŘ ōŜ ǊŜƳƻǾŜŘ  ǎƻ ǘƘŀǘ ǘƘŜ ǇŜǊƳŀƴŜƴǘ 
ǘŜŜǘƘ ǿƛƭƭ ƎǊƻǿ ǎǘǊŀƛƎƘǘέ
Åά.ŀōȅ ǘŜŜǘƘ Řƻ ƴƻǘ ƴŜŜŘ ǘƻ ōŜ ŎƭŜŀƴŜŘέ 
Åά.ǊǳǎƘƛƴƎ ƻǊ ŦƭƻǎǎƛƴƎ ǿƛƭƭ ŘŀƳŀƎŜ ŀ ōŀōȅΩǎ ǘŜŜǘƘ ƻǊ 
ƎǳƳέ
Åά.ǊŜŀǎǘ Ƴƛƭƪ ƛǎ ŀ ǘǊŜŀǘ ŦƻǊ ŜǾŜǊȅǘƘƛƴƎ ƛƴŎƭǳŘƛƴƎ ǘƘŜ 
ǘŜŜǘƘέ
ÅάLƴ ōŀōƛŜǎΣ ǘǿƻ ǘƘƛƴƎǎ ŀǊŜ ƴƻǘ ǎǳǇǇƻǎŜŘ ǘƻ ƎŜǘ ŎƭƻǎŜ ǘƻ 

because they are very sensitive: the mouth and the 
ōǊŀƛƴέ



tŀǊŜƴǘΩǎ ƻǊŀƭ ƘŜŀƭǘƘ ǇǊŀŎǘƛŎŜǎ

ÅMany use a bottle as a comforter

ÅMany families add sugar to milk or tea

ÅThey allow their child walking around with a 
bottle

ÅMany are ignorant about the importance of 
dental care

Å9ȄǘŜƴŘŜŘ ŦŀƳƛƭƛŜǎ Ǉƭŀȅ ŀ ƳŀƧƻǊ ǊƻƭŜ ƛƴ ŀ ŎƘƛƭŘΩǎ 
oral health



Barriers to dental care

Å5Ŝƴǘŀƭ ŎŀǊŜ ƛǎ άƭǳȄǳǊȅέ ŦƻǊ Ƴŀƴȅ ƴŜǿ ƛƳƳƛƎǊŀƴǘ 
and refugee families
ÅIgnorance about the availability of dental services 

for young children
ÅLimited income
ÅLack of/insufficient dental insurance
ÅUncompensated time from work
ÅLack of transportation
ÅMany preschoolers arrive in Canada with already 

having extensive cavities



Additional barriers for the refugees

ÅNo English skills

ÅLimited interpreter services

ÅLow literacy in their original language 

ÅLarge number of young children living in a 
household

ÅTransportation

Å5ŜƴǘƛǎǘΩǎ ǊŜƭǳŎǘŀƴŎŜ ǘƻ ǘǊŜŀǘ ǊŜŦǳƎŜŜ ŎƘƛƭŘǊŜƴ

ÅLimited dental coverage



Recommendations on cross-cultural 
approaches

ÅwŜǎǇŜŎǘ ŦƻǊ ǇŀǘƛŜƴǘǎΩ ŎǳƭǘǳǊŀƭ ǘǊŀŘƛǘƛƻƴ ŀƴŘ 
beliefs

ÅRecognize and address the barriers to 
recommended behaviors



Recommendations on
implementation of an oral health 

promotion program

ÅCommunity-based

ÅSustainable and ongoing

ÅHands-on education: a combined information  
and action program

ÅFamily affair: training of extended family

ÅDelivered in families original language

ÅInclude audiovisual educational materials

ÅTangible benefits



Recommendations on Policy

ÅEnhancement of interpreter services

ÅIncreasing government funding for dental 
services for refugee and new immigrant 
children



Phase 1: conclusions 

ÅYoung children from refugee and immigrant 
families lack necessary dental care

ÅDental practitioners need to increase their 
understanding of cross-cultural differences 
and how to support parents in looking after 
ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ƻǊŀƭ ƘŜŀƭǘƘ



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 into 
the study

· Baseline evaluation of dental health 
status of children

· Assessment of parental awareness 
ƻŦ ǘƘŜƛǊ ŎƘƛƭŘΩǎ ŘŜƴǘŀƭ ŎƻƴŘƛǘƛƻƴ

· Testing of the baseline survey

· Providing preventive information to 
participant families

· 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

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



Phase 2: Methods

ÅAn interview guide was developed based on the 
phase 1 findings.

ÅCommunity workers in each community recruited 
interested parents for focus group interviews.

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

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



Phase 2: Methods

ÅTo date, focus group interviews have been 
completed with:
ïChinese 

ïAfrican (Somali, Eritrean/Ethiopian)

ïSouth Asian

ÅThe preliminary analysis have included the 
culturally insightful interpretations of community 
workers.

ÅThe process will continue until no new 
information is collected and saturation is reached 



Phase 2: Findings, African families

Å48 women participated in 7 focus groups. 
Å87.5% had come to Canada as refugees. 
ÅaƻǘƘŜǊǎΩ ƳŜŀƴ ŀƎŜΥ ооΦс ό±8.1) years.
Å/ƘƛƭŘǊŜƴΩǎ ƳŜŀƴ ŀƎŜΥ пΦо ό±2.5) years.
Å50%  reported a monthly household income of 

<$2,000. 
Å44% were single mothers. 
Å67% had completed grade 9 education or 

less;23% had finished high school; only one 
woman had a College/University degree.
Å47% had three or more children.
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Phase 2: Findings, African families

ÅBarriers to prevention of ECC

74

Home-based preventive practices

Access to professional care

Early detection of ECC



Access to professional care

ÅExternal/Environmental constraints

ïLack of insurance

ïLack of time

ïLack of transportation

ïLack of family support
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Access to professional care

ÅInternal barriers 
ïKnowledge
ÅExisting publicly funded programs
ÅAvailable preventive dental care services

ïAttitude
ÅUnfavorable attitude towards dental services and dentists

ïSkills 
ÅCommunication, limited to verbal
ÅEnglish proficiency, non or limited
ÅNavigating the healthcare system, non or limited
ÅLow confidence in addressing access-related challenge
ÅDependence  on social workers
ÅPreventive practices, limited to home-based
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Home-based preventive practices

ÅHealth belief
ïPerceived severity, limited understanding of 

potential consequences of ECC

ïOverestimating the effectiveness of toothbrushing
to prevent caries

ÅKnowledge
ïSuperficial and limited knowledge of caries risk 

factors

ÅOral health approach
ïIllness-reaction approach rather than health 

promotion or illness prevention approach



Home-based preventive practices

ÅSkills 

ïOral hygiene practices limited to toothbrushing

ïNo or limited supervision provided

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

ïLack of confidence in controlling 

Å.ǊǳǎƘƛƴƎ ŀ ŎƘƛƭŘΩǎ ǘŜŜǘƘ 

Å/ƘƛƭŘΩǎ ǎǳƎŀǊ ƛƴǘŀƪŜ



Early detection

ÅConcept of oral health
ïOral health means absence of dental problems

ÅPerceived role
ïParents should find the problems
ïDentists are only repairers  

Å Ways of caries detection
ïtŀǊŜƴǘŀƭ ŎƘŜŎƪƛƴƎΣ ŎƘƛƭŘΩǎ ǊŜŦŜǊŜƴŎŜ ƻŦ Ǉŀƛƴ

ÅIndicators of caries
ïTooth decay is a black spot or a hole in a tooth 

ÅSelf-efficacy 
ïTooth decays are easily detectable

ÅResponse efficacy
ïParental checking is an effective way of caries detection
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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 into 
the study

· Baseline evaluation of dental health 
status of children

· Assessment of parental awareness 
ƻŦ ǘƘŜƛǊ ŎƘƛƭŘΩǎ ŘŜƴǘŀƭ ŎƻƴŘƛǘƛƻƴ

· Testing of the baseline survey

· Providing preventive information to 
participant families

· 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

ÅTo assess dental health of children aged 3 to 6 
years

ÅTo explore the level of parental awareness of 
ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ŘŜƴǘŀƭ ƘŜŀƭǘƘ 

ÅTo identify the factors that may influence 
parental awareness 
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Phase 3: Methods

ÅParticipants 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. 
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Phase 3: Methods

ÅDemographics 
ŀƴŘ ŎƘƛƭŘΩǎ ŘŜƴǘŀƭ 
information were 
collected in a 19-
question survey.
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Phase 3: Methods

ÅtŀǊŜƴǘǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ŀǎǎŜǎǎ ǘƘŜƛǊ ŎƘƛƭŘΩǎ 
dental health status: good, fair, poor

ÅAnd to identify the indicators and ways they 
use to recognize dental decay. 
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Phase 3: Methods

ÅA dental exam was performed for children in a 
community location using a portable dental 
chair, headlamp, and sterilized explorer and 
mirror
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Phase 3: Methods

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

ÅParental awareness was determined by 
ŎƻƳǇŀǊƛƴƎ ŎƘƛƭŘǊŜƴΩǎ ƴƻǊƳŀǘƛǾŜ ǎǘŀǘǳǎ 
(clinically measured dental health status) with 
ǇŀǊŜƴǘǎΩ ǇŜǊŎŜƛǾŜŘ ǎǘŀǘǳǎΦ
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Phase 3: Results

Å98 parents and 106 children completed the 
study.

ÅMean age:

ïChildren: 4.03(± 1.4) years

ïMothers: 32.8(± 2) years
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Demographics South Asian N=63 African N=35

Number of children in care

One

Two

Three or more 

17   (27.0%)

34   (54.0%)

12   (19.0 %)    

6    (17.1%)

14  (40.0%)

15  (42.9%)

Children born in Canada                            

Yes

No                                                                         

53  (84.1%)

10  (15.9%)

12  (34.3%)

23  (65.7%)

aƻǘƘŜǊǎΩ ŜŘǳŎŀǘƛƻƴ

Grade 9 or under

High school

College/University

Missing

3    (4.8%)

19  (30.2%)

41   (65.1%)

15   (42.9%)

12   (34.3%)

7     (20.0%)

1     (2.9%)

Children living with

Both parents

Single parent

62  (98.7%)

1    (1.6%)

28   (80.0%)

7     (20.0%)

Household income

< $2,000/month

$2,000-$4,000

More than $4,000                                                                            

Not sure

8     (12.7%)   

27   (42.9%)

26   (41.3%)

2     (3.2%)

25   (71.4%)

10   (28.6%)

0

0


