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Purpose of the Study

Introduction
•

According to the
he National Health and Nutrition Examination
nS
Survey,
urvey
u
y,, about 46% of children
y
had caries and
d 13% of children had untreated caries in 2015
55-2016
(Fleming & Afful, 2018)

•

Children from underrepresented minority groups and
d low
w-in
w-income
ncome families h
n
have the
highest prevalence of oral health concerns, creating striking
g oral health disparities
((Fleming & Afful, 2018; DHHS, 2000)

•

Factorss that may
ay influence
influence ch
children‘s
hildren s access to utilization of oral health services also
al oral health literacy, cost of care, and availability of oral health providers
e parental
include

•

Incorporating the consumerr perspectives on access to care for children is important in the
design of public health policies and programs to improve the oral health status of children
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•

The
e OHWRC collaborated with the
e Workforce
orce Studies
Stud
team at the
Association of American Medical Collegess (AAMC)
(
to add an oral health
module to a survey of the US population in order to:
o Obtain information from consumers on factors contributing to oral
health disparities among children
o Evaluate
e th
the
he association
associa on be
between
etween
n parents
parents’ characteristics including
includ
oral health literacy and
d oral health outcomes of their children

Fleming E, Afful J. Prevalence of total and untreated dental caries among youth: United States, 2015–2016. NCHS
Data Brief No. 307. Hyattsville, MD: National Center for Health Statistics; 2018.
US Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General.
Rockville,MD: National Institute of Dental and Craniofacial Research, National Institutes of Health; 2000.
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Methods: Parental Oral Health Literacy (OHL) &
Children’s Oral Health Outcomes Evaluation

Methods: Data Collection
•

This res
research was based on
n data collected through the
e Consumer Survey of Health Care
Access fielded by the AAMC in 2019. This is an online survey conducted biannually using
a national panel of about 1.2 million adults.

•

Oral health data were collected from parents of children under 18 years of age who
were living in their household.

•

Oral health module was designed by OHWRC and consisted of 25 questions asking about:
o Respondents’ ability to obtain needed oral health care for their children
o Children’s oral health status and oral health behaviors
o Parental oral health literacy and attitudes toward oral health
o Perceived barriers to and facilitators of access to oral health services for children

•

The survey also
o collected information on demographics and socioeconomic factors.
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•

Parental
al oral health literacy (OHL) evaluation:
o Parents were asked to indicate w
whetherr 10 statements about children’s oral health were
true or false; a composite score was calculated based on the total # of correct responses
–

•

Lower or higher OHL (<5 correct answers; 5 or more correct answers)

Children’s oral health outcomes evaluation:
o Parents were also asked to report about their children’s oral health, including:
–

Need for and
d utilization of oral health services in the last 12 months

–

Oral health symptoms and
d problems in the last 6 months (ie, difficulty eating or chewing,
toothache or sensitive teeth, broken or missing fillings)

–

Number of cavities diagnosed by a dentist in the last 12 months

–

Overall oral health status (excellent, very good, good, fair, poor)
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Key Findings

Methods: Data Analyses
•

Descriptive statistics (ie,
(ie,
e frequency distribution,
n, P
Pearson chi
chi-square
square test)
were used to
w
o estimate differences in children'ss oral health outcomes by
parental oral health literacy level
p

•

Survey
y data were weighted by age, gender, race/ethnicity, employment
status, household income, educational attainment, and geographic region,
in order to make the data more representative of the US population

•

All analyses were conducte
conducted
ucte
cte
ed
d in S
SAS v9.4. Results were considered
statistically significant att P
P<.05
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Parental Oral Health Literacy
Oral Health Knowledge Statements

Correct
Answer

Incorrect
Answer

69.6%

13.1%

Don’t
Know

69.0%

14.9%

16.1%

18.7%

12.8%

63.7%

12.6%

23.7%

59.6%

25.7%

14.7%

57.6%

17.6%

24.9%

53.7%

16.1%

30.2%

47.8%

30.9%

21.3%

46.8%

30.5%

22.8%

30.7%

35.3%

26.6% of parents
paren
aren
ntss correctly
ccorr
orrectly
identified ass truee orr false
fewer than 5 of 10 statements
about children’s oral health

17.3%

68.5%
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•
•
•

N single statement
No
sta
atement was correctly
iidentified by
y >70% of parents
Only
y 53.7%
%o
of parents understood
t
that
children
n should visit a dentist
within 6m of the 1st tooth eruption
Parents expressed
expre
pre
essed the most
uncertainty
y (6
(69.3%)
69.3%) about
ab
bout the
transmissibility of dental dise
disease
from caregivers to babies

34.0%

•

Surveyed parents
nts reported that nearly two-thirds of
children (63.5%)
%) needed dental care in the past year

•

Overall, 91.0% of children
n always received dental care
as needed in the past year

•

Yet, 7.8% only
y sometimes received care and 1.2%
% did not
receive any needed oral health services in the past year
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Association of Parental
al Oral Health Literacy (OHL)
d Need for Oral Health Services
with Children’ss Reported
80%
60%

•

65.0%

59.6%
40%

40.4%

100%

35.0%

20%
0%
Yes

No

Proportionally more
parents with lower OHL
children
reported
ted
d that their childre
did no
not
ott n
o
need oral health
services in the past year
(5.4% point difference)
compared to parents with
higher OHL levels

Children’s need for oral health services in the last 12 months
Lower Parental OHL

Higher Parental OHL

Note: There was a statistically significant difference, estimated using Pearson
ears
arsso
on chi
chi-square
sq
test, between
parental oral health literacy and children’s need for oral health servicess (P=0.006)
(
(P
.
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Association of Parental Ora
Oral
ral Health Literacy (OHL)
n of Oral Health Services
with Children’ss Utilization
80%

The
e survey sample was comprised of 1,785 parent
respondents with 3,070 children in their care

oralhealthworkforce.org
oralhe
g
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There is a strong relationship
ship
p betw
between what children
eat and their dental health
h [[true]]
Thumb sucking can cause problems with
th the
t
development
p
of a child’s teeth and jaws
j s [[true]]
Oral health does not affect overall health
h [false]
If a child has been sick, you should replace the child’s
toothbrush once the child is well [true]
Giving a young child fruit juice in a bottle at bedtime
or naptime cannot cause tooth decay [false]
Cavities are nearly
preventable [true]
y 100% p
[
]
A child should go to the dentist by
y ag
age
ge 1 o
or within 6
months after the first tooth eruptss [true]
It is not important to clean a baby’s gums with a soft
cloth even before the baby’s teeth surface [false]
Giving a young child milk in a bottle at bedtime or
p
y [f
naptime
cannot cause tooth decay
[false]]
Dental disease cannot be
e passed
pa
assed from
f
a caregiver to
a baby by sharing utensilss [false]

•

10

Association of Parental
ntal Oral Health
alth
h Literacy (O
(OHL)
h Symptoms
with Children’ss Oral Health
100%

91.6%

89.0%

•

60%
40%
20%
11.0%

0%
Always

8.4%

Sometimes/Never

Children's utilization of oral health services in the last 12 months
Lower Parental OHL

•

80%
60%
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81.7%

73.9%

40%
20%

26.1%

18.3%

0%
None

1 or more

Children’s oral health symptoms in the last 6 months

Higher Parental OHL

Note: There was a statistically significant difference, estimated using Pearson
son
on
n ch
chi-square
hi squar test, between
parental oral health literacy and children’s utilization of oral health servicess (P=0.017)
(
(P
.
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Proportionally more
parents with lower OHL
report
orted that their
the
eir children
childre
reported
only
y so
sometimes
ometimess re
received
eceived
ved
d
needed dental care orr did
id
d no
not
ot
receive any care in the past
year (2.6% point difference)
compared to parents with
higher OHL levels

Lower Parental OHL

Higher Parental OHL

Note: There was a statistically significant difference, estimated using
sing
ing
g Pearson chi-square test, between
parental oral health literacy and children’s oral health symptomss (P<0.001).
(
(P
oralhealthworkforce.org
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Children whose parents
had a lower OHL were
more likely to experience
oral health sympto
symptoms (7.8%
point difference) compared
to children whose parents
had higher OHL levels
Oral health symptoms:
Bad breath, dry mouth
Difficulty eating or chewing
Jaw pain, sores in mouth

Association of Parental
ental Oral
ral Health Liter
Literacy
terracy (OH
(OHL)
h Status
with Children’ss Overalll Oral Health

Association of Parental Oral Health Litera
Literacy (OHL)
with Children’ss Dental Cavities
60%

80%
60%

43.9%

64.0%

58.3%

•

40%

41.7%

36.0%

20%
0%
None

1 or more

Children whose parents
had a lower OHL were
more likely to experience
dental caries (5.7% point
difference) compared to
children whose parents
had higher OHL levels

oralhealthworkforce.org

19.3%

20%

14.4%
8.1%
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Excellent

• Another potential study limitation is the
e parental recall and report of
information related to their children oral health
health.. The
T effect of this bias on the
study findings was minimized by using
g stand
standardized questions and relatively
short reporting periods (up to 12 months).
• Finally,
y, the cross
sss-sectional study design precludes any causal inferences.

oralhealthworkforce.org
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Thank You
Questions?

Visit Us:
www.oralhealthworkforce.org

oralhealthworkforce.org
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Very good

Good

Fair/poor

Children whose parents
had a lower OHL were
more likely to experience
“good”
good or “fair
fair & poor
poor” oral
health status (4.9% or 3.9%
point difference) compared
to children whose parents
had higher OHL levels

Overall oral health status
Lower Parental OHL

Higher Parental OHL

Note: There was a statistically significant difference, estimated using
ng
gP
Pe
Pearson
earson ch
chi-square test, between
parental oral health literacy and children’s overall oral health statuss (P<0.001)
(
(P
.
oralhealthworkforce.org

Study Limitations
t, respondents to this survey may differ from the general population; the
• First,
potential limitations of consumer data collection were addressed by
weighting the survey ssample to achieve a representative profile of the
national population as measured by the US Census Bureau.

4.2%

0%

Higher Parental OHL

Note: There was a statistically significant difference, estimated
mat
atte
ed using Pearson chi-square test, between
parental oral health literacy and children’s dental cavitiess (P=0.009).
(
(P

•

34.4%
28.8%

Children’s dental cavities diagnosed by a dentist in the last 12
months
Lower Parental OHL

47.0%

40%
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Conclusions and Implications
•

Levels of OHL
HL among study parents were relatively low;
w; no single statement
ment was
w correct
correctly
identified
ntified by
y more than 70% of parents.
parents. Also,
A
only about half of parentss unders
understood
that
t t children should visit a dentist within 6 months of the first tooth erupting.

•

P
Parents
w
with lower OHL were less likely to report a need for dental services for their
children than other parents. Yet, according to accepted guidance, children should re
receive
preventive care at least annually, indicating thatt all children “need” dental services.

•

The current study also found
d associations between parental OHL and
nd
d theirr cchildren
hildre
oral health services utilization, symptoms, cavities, and overall oral health status.

•

These findings suggest the
e importance of continued efforts
orts to increase OHL through
the education
education of parents.
parents. Increasing
I
their knowledge
knowled can
n improve the regular dental
visits and
d oral health outcomes of their children.
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