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Overview 
 

 The Surgeon General's National Call to Action to Promote Oral Health points out that 

numerous barriers hinder many Americans from attaining optimal oral health, and calls for 

overcoming these barriers by "replicating effective programs and proven efforts." 1 This requires 

documenting, evaluating, and making available information about the design and outcomes of 

successful programs underway in many communities around the country. 

 With support from the W.K. Kellogg Foundation, the Economic and Social Research 

Institute (ESRI) has examined community-based activities across the country intended to 

improve the oral health of vulnerable populations.2 In this report we present case studies of three 

successful and innovative initiatives:  

 

 ABCD/ ABCD"E"/ Kids Get Care, WA  
Access to Baby and Child Dentistry (ABCD) improves access to early preventive oral health care 

for Medicaid-eligible children from birth through age 5 by educating dentists and families, and 

by enhancing Medicaid reimbursement for certain dental services. Access to Baby and Child 

Dentistry "Extended" (ABCD"E"), and the Kids Get Care (KGC) Oral Health Program 

emphasize integration of oral health into broader health care, by training pediatricians and family 

practitioners to conduct oral assessments, discuss preventive oral health care, and apply fluoride 

varnishes for low income children. 

 

Apple Tree Dental, MN 
Apple Tree Dental is a private, non-profit organization in Minnesota that provides oral health 

care to people with special needs, primarily through mobile units that bring dental care to 

individuals in nursing homes, Head Start and learning centers, and group homes. It is also 

involved in advocacy and policy change, education and research, and program replication 

activities.  

                                                 
1 U.S. Department of Health and Human Services.  National Call to Action to Promote Oral Health. Rockville, MD: U.S. 
Department of Health and Human Services, Public Health Service National Institutes of Health, National Institute of 
Dental and Craniofacial Research.  NIH Publication No. 03-5303, Spring 2003.  
2 Other activities involved identifying gaps in evaluation activity and information-sharing about successful and promising 
initiatives, and making recommendations for addressing those gaps.
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Community DentCare, NY 
Through partnerships among a dental school, neighborhood hospital, and community-based 

organizations, Community DentCare has established a delivery system in underserved 

neighborhoods that emphasizes preventive oral health care and access to specialty care.  Services 

are provided through a network of health and dental clinics, school-based health centers, and a 

mobile dental van.    

*** 

 By highlighting these programs and assessing lessons learned from their experiences, we 

hope to foster replication, adaptation, and expansion of these models. Ultimately, the objective is 

to help move the nation’s health care system closer to the oral health goals described in the 

Surgeon General’s report: 1- to promote oral health; 2- to improve quality of life; and 3- to 

eliminate oral health disparities.  Fundamental to achieving these goals is the need to “change the 

perception that oral health is secondary, separate from, less important than general health.” 

Attaining these goals will require overcoming access and delivery problems, oral health 

workforce shortages, and lack of supportive public policies, as well as bridging the gap between 

oral health and the general health care system.  

 To identify promising oral health initiatives, ESRI conducted a broad literature review, 

applied of a modified version of "best practices" criteria3, and held discussions with experts in 

the field. This process identified a number of oral health programs that address the barriers 

mentioned above. The final selection of three initiatives was based in part on a desire for 

variation in program structure, strategy, target population and geographic region. For each of the 

initiatives selected, we conducted site visits and interviewed program planners, administrators 

and providers, as well as community oral health advocates, researchers, and state policymakers. 

 The case studies that follow describe the programs' activities, conditions that facilitated 

development and implementation, financing sources, challenges and how they have been 

addressed, accomplishments, and lessons learned. The case studies also discuss the programs' 

potential to be sustained and replicated in other communities. Table 1 summarizes the key 

features of the programs examined.  

                                                 
3 Association of State and Territorial Dental Directors criteria for best practices include: effectiveness, efficiency, 
sustainability, collaboration/integration, and objectives/rationale. 
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 The challenges and successes of these programs provide important lessons for private and 

public health providers, policymakers, advocates, grant makers, and other stakeholders who are 

interested in addressing the gaps in oral health care for vulnerable populations. Although the 

three programs differ in many ways, a number of common themes emerged from our analysis. 

Important lessons experienced across the three sites include the following:  

1. Building community partnerships and coalitions is critical for building support and 

buy-in.  Coalitions bring a range of perspectives, solutions, strengths, resources, and 

expertise to the table. They also instill a critical sense of ownership and shared 

responsibility for success. Members should include the dental community, medical 

community, consumer representatives, local public health departments, educators, grant 

makers, policymakers, and Medicaid administrators.   

2. "Champions" are needed to provide vision and leadership. Often a champion 

dedicated to improving access to oral health emerges to initiate the reform process. But it 

is then necessary to identify, nurture, and recruit champions within each stakeholder 

group who can build support within their constituencies. Motivated, smart people 

together can overcome even difficult obstacles.  

3. Securing ongoing funding is a challenge and requires a business plan approach. 

Though grants and contributions are important for start-up funding, long-term stability 

depends on a stable financing source, suggesting that adequate reimbursement rates under 

Medicaid and other public coverage sources are critical to sustainability. It also suggests 

the need to attract and serve a broad patient base, including individuals with commercial 

insurance as well as public coverage and the uninsured. In addition, it is helpful to 

establish a strong relationship with an "anchor" – a community institution such as a 

university or hospital – that can supply resources and expertise.  Ideally, federal policies 

that ensure sufficient funding to meet the oral health needs of the underserved may be 

necessary, so that patching together multiple (and potentially unstable) funding streams 

would be unnecessary. . 

4. Educating oral and general health care providers as early as possible is important 

for generating a workforce committed to treating the underserved.  This involves 

introducing the concept of community-based care to dental, medical, dental hygiene, and 
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dental assistant students, and providing training and clinical experiences to both students 

and practicing clinicians. Establishing relationships with schools and offering clinical 

rotations not only benefits the students and future workforce, but also serves as a source 

of staff for community-based programs when students and residents choose to stay and 

become employees.   

5. Obtaining provider participation requires acknowledging and addressing their 

concerns.  This may involve assuring reasonable reimbursement, simplifying billing and 

training office staff, helping to educate caregivers on prevention and proper oral health 

care, providing case management support to address patients’ behavioral and social 

issues, training providers to treat special/new populations, and having a reliable referral 

system for difficult cases.  

6. Integrating oral health and general health care often faces opposition by established 

provider groups.  Whereas the individuals involved in our case study sites agreed that 

integrating oral and general health care can play a significant role in improving oral 

health access and outcomes, it should not be assumed that such integration is always 

desired by either the established dental community or medical community. Dentists fear 

loss of autonomy and income, while physicians fear an extra burden if asked to conduct 

oral health screenings or sealant applications on top of an already-demanding schedule. 

Overcoming these fears requires education and policies that minimize negative 

consequences – e.g., showing primary care physicians that applying varnish is a quick 

process that can be conducted by a nurse.  

7. Interaction among disciplines helps institutionalize the integration of oral and 

medical health care.  Such interaction may include dental and medical students sharing 

classes when appropriate, co-location of dental/medical services in clinics and health 

centers, multi-disciplinary patient review meetings, dental hygienist visits to physician 

offices to answer questions and refresh knowledge, and joint conferences and seminars. 

8. Similarly, expanding the role of hygienists and dental assistants faces opposition but 

may be necessary to meet workforce shortages.  Expanding functions for hygienists 

and assistants, as well as possibly establishing a new mid-level career path (e.g., the 

dental equivalent of a nurse practitioner) could enhance access to oral health services. To 
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reduce dentist opposition, it is important to educate dentists on how their profession and 

their patients would benefit from the extra training their staff receive, how to use these 

staff effectively, and how to ensure that quality is not sacrificed through expanded 

function capabilities.  

9. Each program must be tailored to the specific needs and resources of a community. 

Program planners must understand the gaps in services and coverage; roles and 

relationships among local institutions, provider groups and community members; and 

available public and private funding sources. A program – even if successful in one 

community – can not be replicated exactly to another, but must be adapted to fit the local 

circumstances.   

10. Programs must acknowledge and respect the history and culture of the target 

populations.  Planners should utilize culturally appropriate communication, education, 

and outreach strategies, including translators and written materials in multiple languages. 

Different cultures may even call for different outreach strategies in neighboring 

communities. Also, disparities in the ethnic/racial makeup of the oral health workforce 

calls for special outreach to attract culturally diverse students to schools of dentistry, 

dental hygiene, and dental assistants.  

11. Use of reliable data and information is important to disprove myths and gain 

support.  Program operations should include collection and analysis of data to assess 

both need and the impact of the intervention. Credible information can be persuasive to 

detractors and policymakers for gaining political and financial support. It also allows 

program administrators to evaluate the program's success and make mid-course 

corrections. 

12. Policy reforms aimed at fixing the system in the long run should accompany access-

based programs that provide needed services in the short run. Program planners should 

pursue a balanced approach between these strategies, acknowledging that policy change 

at the legislative or regulatory levels could support and sustain new oral health programs, 

while at the same time working toward institutionalizing and expanding models to 

improve access to care. 
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 These and other lessons are discussed further in the case studies that follow. Many of the 

lessons can be generalized beyond the oral health realm, to a wide range of community-based 

initiatives (e.g., access to mental health, basic health care, social services).  That is, the 

conditions and ingredients that are necessary for successful community action to change 

institutions, systems, behaviors, attitudes, and policies are similar across different goals or 

strategies.  Government leaders, advocates for under-served populations, and providers seeking 

to establish models in their own communities can benefit greatly from understanding and 

communicating those ingredients.    
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Table 1. Key Features of Selected Oral Health Programs   
 

Program Components Eligibility Location Financing 
ABCD •  Training w/ certification for 

dentists in early pediatric dental 
techniques 

•  Training for parents in preventive 
care and how to access dental 
services, appropriate behavior 

•  Enhanced reimbursement to 
dentists for selected preventive 
services 

•  Case management, wrap around 
services, and referrals 

•  Medicaid-eligible 
children from birth 
through age 5 

•  Child/parent must 
complete training 

•  21 counties in WA state as of 
6-04  

•  State and federal Medicaid funds for 
provider reimbursement, (plus 
ABCD enhanced reimbursement) 
federal match for 50% costs for 
outreach, linkage and enrollment 

•  County public health funds  
•  Foundation grants, e.g. Washington 

Dental Service Foundation provides 
3 year start-up grants  

 

ABCD"E" •  Training for primary care 
physicians (pediatricians, family 
practitioners) to do oral health 
screening, apply fluoride varnish 
& provide anticipatory guidance 

•  Allows PCPs to bill Medicaid for 
fluoride varnish applications 

•  Wrap-around case management 
and dental referral support 
network for PCPs 

•  Medicaid-eligible 
children up to age 
19 

•  Spokane County •  State and Federal Medicaid funds for 
provider reimbursement, federal 
match for costs 

•  HRSA grant and foundation grants 
for program staff, outreach, wrap 
around services  and evaluation 
support 

Kids Get Care  •  A health care home with 
integrated physical, oral, mental, 
and developmental health care 
services, based at CHCs/FQHCs, 
and in one private physician 
network. 

•  Oral health and primary care 
providers co-located at certain 
sites 

•  Primary care medical providers 
assess oral health, provide 
anticipatory guidance, apply 
fluoride varnish and, refer for 

•  KGC outreach in 
community-based 
agencies 
(primarily child 
care centers) near 
seven CHCs/ 
FQHCs, children 
referred to a 
participating clinic 
are considered 
KGC children. 

•  Seattle and King County •  Providers are reimbursed through the 
traditional CHC/FQHC funding 
stream, including Medicaid, private 
pay, uncompensated care funds 

•  HRSA HCAP grant for systems 
building and implementation for 
three years 

•  Private grant funding for  wrap-
around services 
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further dental care 
•  Oral health providers assess 

medical home and basic needs 
(EPSDT and immunizations) of 
patients. 

Apple Tree 
Dental 

- “Base Clinic” sites provide  
comprehensive dental care and 
support the delivery of mobile care; 
- Mobile dental offices provide 
comprehensive care in nursing 
homes, Head Start Centers, group 
homes; 
- Clinical education in special care 
dentistry for students and practicing 
dentists;  
- Research on oral health care needs 
and treatment of the frail elderly and 
Head Start children 
- Pioneering teledentistry projects to 
deliver primary care with new 
staffing models 
- Lobbying/advocacy activity at the 
state level 
- Assist in replication of model in 
other locations 

-Serves individuals 
of all ages with 
Medicaid, 
MinnesotaCare 
coverage, 
commercial 
insurance, and 
uninsured. 

- Twin Cities program serves 11-
county region: one base clinic, 
and on-site care in 2003 to 72 
nursing homes, 13 Head Start 
centers, 2 schools, 1 shelter , and 
9 group homes serving adults 
with disabilities 
- Hawley program serves 13 
county region in northwest 
Minnesota: one base clinic, and 
on-site care in 2003 to 11 
nursing homes, 4 Head Start 
centers 
-Madelia program serves multi-
county region in southwest 
Minnesota: one clinic located in 
a rural hospital provides 
comprehensive care and 
teledentistry in collaboration 
with a dental hygiene school.  
Starting up in 2004. 

- Medicaid and MinnesotaCare 
reimbursement, commercial 
insurance, out-of-pocket payments, 
grants and contributions from 
foundations, corporations, 
government agencies, individuals 

 

Community 
DentCare 

- Preventive care to children 
through school-based clinics, with 
comprehensive care at one site 

- comprehensive care to children 
and adults through community 
clinics  

- preventive and basic restorative 
care for children at Head Start 
centers using dental van 

- Serves individuals 
with Medicaid, 
SCHIP coverage, 
uninsured 

-8 schools in Harlem and 
Washington Heights 

- 5 CHC/FQHC sites 
- One mobile dental van 
- Tertiary care available at 

Columbia Dental School and 
Harlem Hospital Center 
clinics 

 

- Bill Medicaid, SCHIP when patient 
is eligible 

- CHCs are reimbursed according to 
their financing stream including 
wrap-around funds from federal 
government 

- Other services provided on a sliding 
scale. 

- No one is turned away for lack of 
payment 

- Private foundation and government  
grants for start up costs and capital 
projects 
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Case Study: ABCD, ABCD"E", Kids Get Care  
Washington State Oral Health Initiatives 
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CEO and Dianne Riter Hill, Senior Program Officer, Washington Dental Service Foundation; Ida 
Ovnicek, Oral Health Program Supervisor, Spokane Regional Health District; Patricia Hennessy, 
Kids Get Care-Oral Health Program Coordinator, Public Health-Seattle & King County. 
 

*** 
  
Summary-Overview 
This case study focuses on two innovative models for addressing oral health care access, 
workforce, and policy gaps that are operating in Washington State. First, Access to Baby and 
Child Dentistry (ABCD) improves access to early preventive oral health care for Medicaid-
eligible children from birth through age 5 by educating dentists and families, and by enhancing 
Medicaid reimbursement for certain dental services. Second, an emphasis on integration of oral 
health into broader health care is the focus of Access to Baby and Child Dentistry "Expanded" 
(ABCD"E"), and the Kids Get Care (KGC) Oral Health Program. The latter programs train 
pediatricians and family practitioners to conduct oral assessments, discuss preventive oral health 
care, and apply fluoride varnishes for low income children.  
 
Site visits and interviews with dental providers, public health officials, physicians, educators and 
others revealed that it is difficult to discuss these programs in isolation, given the collaborative 
work that was instrumental to their development. In addition, they are part of a host of inter-
related oral health programs that have emerged in Washington State in recent years. We also 
found that these oral health initiatives are being implemented on a county-by-county basis, and  
are developed and practiced differently around the state. We have focused on the programs in 
two key regions: Spokane County, where ABCD and later, ABCD"E", were first piloted; and 
Seattle and King County, the largest metropolitan area in the state where Kids Get Care was first 
implemented.   
 
The challenges and successes of these programs provide important lessons for providers, 
policymakers, advocates, funders, and other stakeholders who are interested in addressing the 
gaps in oral health care for low-income children. These lessons for developing and implementing 
a successful community-based oral health program (discussed further below) include the 
following.  
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Lessons   
•  Building coalitions among stakeholders, with commitment, communication, and 

cooperation among members is critical. An ideal coalition would include the dental 
community, medical community, local public health department, educators, grant-
makers, state legislators, and state Medicaid administrators.     

•  A neutral convener that is trusted by all parties should coordinate the coalition-building 
process. 

•   "Champions" should be identified within each stakeholder group and included in the 
planning effort; they should be committed individuals who are willing and able to build 
constituencies within their groups.  Personal relationships and communication are 
effective ways to inform and recruit colleagues. 

•  Start-up and stable ongoing funding is essential but a challenge. Public and private 
grants are often available for planning new programs, and documenting early success 
helps leverage additional funds. But ongoing financing may require legislative or 
administrative action at the state or federal levels. 

•  To obtain provider (dentists, primary care physicians) participation, it is essential to 
acknowledge and address their concerns –e.g., adequate reimbursement, simplified  
billing process, patient training on oral hygiene, case management support to address 
"no-shows" and behavioral issues, provider training on treating small children, and a 
strong and reliable referral system for complex cases. For busy primary care physicians, 
make the procedure of applying a fluoride varnish both easy and profitable, and take 
adequate pre-program preparatory steps: establish a billing protocol, training office staff 
and nurses, and have a sufficient amount of program literature on site.   

•  Interaction among disciplines helps educate and institutionalize the integration of oral 
and medical health care; e.g, co-location of services with multi-disciplinary patient 
review meetings, dental hygienists periodically visiting doctors offices to answer 
questions, and refresh their knowledge. 

•  To encourage provider commitment to serving the underserved, it is important to 
educate providers as early as possible, with training at the medical/dental/hygiene school 
level ideal. 

•  To reduce 'turf' battles, ensure that a new program that asks one group of providers to 
"take on" new tasks does not involve "taking away" from others. Educate all groups about 
workforce shortages that require spreading responsibilities.  

•  Use data to track progress and incorporate an evaluation component from the start. Use 
data and evidence of progress to encourage providers to participate and to attract 
additional funding sources. 

•  Couple program implementation with policy changes that will support and sustain the 
new program, and help institutionalize the new model for system change. This may 
require a broad public campaign to change attitudes and practices. Even after policy is 
changed, stakeholders must keep selling message so it gets operationalized and sustained. 

•  Allow each community to tailor a program to best fit its needs, culture, and 
circumstances. 

 
Below is a matrix that summarizes the key features of ABCD, ABCD"E", and Kids Get Care 
Oral Health Program. It is followed by a discussion of the ABCD program, including differences 
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in how this program was developed and implemented in the two regions of the state; and then a 
discussion of the key "integration" programs, ABCD"E" in Spokane, and Kids Get Care in 
Seattle and King County.  
 

Table: Key Program Features  
 Components Eligibility Location Financing 
ABCD •  Training w/ 

certification for dentists 
in early pediatric dental 
techniques 

•  Training for parents in 
preventive care and 
how to access dental 
services, appropriate 
behavior 

•  Enhanced 
reimbursement to 
dentists for selected 
preventive services 

•  Case management, 
wrap around services, 
and referrals 

•  Medicaid-
eligible children 
from birth 
through age 5 

•  Child/parent 
must complete 
training 

•  21 counties in WA 
state as of 6-04  

•  State and federal 
Medicaid funds for 
provider 
reimbursement, 
(plus ABCD 
enhanced 
reimbursement) 
federal match for 
50% costs for 
outreach, linkage 
and enrollment 

•  County public 
health funds  

•  Foundation grants, 
e.g. Washington 
Dental Service 
Foundation 
provides 3 year 
start-up grants  

 
ABCD"E" •  Training for private 

practice PCPs 
(pediatricians, family 
practitioners) to do oral 
health screening and 
apply fluoride varnish  

•  Allows PCPs to bill 
Medicaid for fluoride 
varnish applications 

•  Wrap-around case 
management and dental 
referral support 
network for PCPs 

•  Medicaid-
eligible 
children up to 
age 19 

•  Spokane County •  State and Federal 
Medicaid funds for 
provider 
reimbursement, 
federal match for 
costs 

•  HRSA grant and 
foundation grants 
for program staff, 
outreach, wrap 
around services  
and evaluation 
support 

Kids Get 
Care  

•  A health care home 
with integrated 
physical, oral, and 
developmental health 
care services, based at 
CHCs/FQHCs, and in 
one private physician 
network. 

•  Oral health and primary 
care providers co-
located at certain sites 

•  Primary care medical 
providers assess oral 
health, provide fluoride 

•  KGC does 
outreach in 
community-
based agencies 
(primarily child 
care centers) 
near seven 
CHCs/FQHCs, 
children 
referred to a 
participating 
clinic are 
considered 
KGC children. 

•  Seattle and King 
County 

•  Providers are 
reimbursed 
through the 
traditional 
CHC/FQHC 
funding stream, 
including 
Medicaid, private 
pay, 
uncompensated 
care funds 

•  HRSA CAP grant 
for systems 
building and 
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varnish, refer for 
further dental care 

•  Oral health providers 
assess medical home 
and basic needs 
(EPSDT and 
immunizations) of 
patients. 

implementation for 
three years 

•  Private grant 
funding for  wrap-
around services 

 
 

 
Access to Baby and Child Dentistry (ABCD) 

Program Model 
The Access to Baby and Child Dentistry (ABCD) program is intended to remove barriers to 
dental care for Medicaid-eligible young children, and to educate both families and dentists about 
the importance of early intervention and preventive dental measures, particularly for very young 
children who are at risk for dental problems. Dentists who choose to participate undergo special 
training in early pediatric dental techniques and receive certification that enables them to receive 
enhanced Medicaid reimbursement rates for certain procedures. Dental office staff are trained in 
communication and culturally appropriate follow up with the client families.  
 
Medicaid-eligible children birth through age 5 may enroll in ABCD; the parents undergo a 
training session on preventive care and appropriate behavior in seeking dental care (e.g., 
importance of keeping appointments) before they receive a card indicating enrollment in the 
ABCD program.  This training is available through the regional health district, Head Start,  WIC, 
through a home visit, or through other community-based organizations.  
 
Wrap-around services and a case management component support participating dentists and 
families. A case manager helps solve difficulties identified by dentist offices, such as no-shows 
and behavior problems; they also address parents' concerns and make referrals to health and 
social service programs such as WIC, Medicaid, transportation sources, language interpretations 
sources, housing, and other social services as needed.  Public Health staff assist dental offices 
with billing problems and insurance eligibility issues. 
 
The program strongly encourages children to visit the dentist by their first birthday. The 
following benefits are provided through ABCD and covered under Medicaid:4 
 

•  1 comprehensive initial exam; 
•  2 periodic exams, 6 months apart; 
•  3 fluoride varnish applications per year;  
•  2 family oral health education sessions per year; 
•  Restorations as needed; and 
•  Emergency visits as needed. 

 

                                                 
4 ABCD dentists may use glass ionomers as sealants and fillings in children’s primary teeth. 
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As an incentive to encourage more dentists to participate in ABCD and to serve Medicaid 
patients, the state increased reimbursement for certain services, from about 40-42 percent of 
"usual and customary rates" (UCR) to about 70 percent of UCR.5 These add-ons represent 9 to 
60 percent increases in the Medicaid payment rates for ABCD-participating dentists.  The 
following chart presents sample fees and procedures as of October 2003.   
 
 

Description 
Maximum Allowable 

under routine 
Medicaid 

ABCD add-on fee 

Initial comprehensive Oral Evaluation $34.00 $3.00 

Periodic Oral evaluation (recall) 22.00 5.00 

Family oral health education Not covered 25.00 

Fluoride varnish -- application 13.39 8.00 

Glass ionomer restorations  60.00 16.00 

Amalgam - 2 surfaces, primary 62.62 7.00 

Amalgam - 3 surfaces, primary 70.70 15.00 

 
 
Spokane County piloted ABCD in 1995, with the program entering its ninth year in 2004. Since 
then, it has been replicated in 20 other counties in the state, each officially as a 5-year 
demonstration project. But while the ABCD model has been replicated around the state, each 
county tailors the program to fit its specific culture and circumstances. For example, Spokane's 
activist dental community and virtual absence of public dental health clinics led to an ABCD 
program based in private dental offices. Seattle and King County's strong network of community 
health centers and the existence of the Kids Get Care program provided a strong infrastructure 
that has been augmented by the private dentists participating in ABCD.  

                                                 
5 The state has since raised its rates to non-ABCD providers to about 60 percent of UCR, thereby reducing the 
differential with the ABCD rates but helping to expand access across the state.  
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A number of other states also have explored and/or replicated the program including California, 
Iowa, Kansas, Pennsylvania, Minnesota, Missouri, Montana, Nebraska, Ohio, Texas, Wisconsin, 
New Hampshire, Nebraska and Alaska.   

ABCD Programs
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Spokane ABCD  
 

Enrollment began in: February 1995 

Budget: $175,544 in 2004 
 

Eligible Medicaid population FY 2002: 20,638 children 
from birth through age 5 

Enrollment: 
Approx. 23,500 over life of the 
program; 12,049 active clients as of 
4/04 

Number of participating dentists: 130, including all pediatric dentists in 
area 

Total Medicaid clients in this age group 
receiving dental services annually FY 2002:

33%   

ABCD clients receiving dental services 
annually: 

43% 

Source: http://www.abcd-dental.org/prog.html#spokane with updates from the Spokane Regional Health District. 

Financing  
The original 1995 ABCD budget (excluding Medicaid payments to dental providers) was 
$70,000.  The program has grown over the years, with a 2004 budget of $150,504.  Funding 
sources for ABCD expenses in 2004 include a 50% federal Medicaid administrative match,  
matched primarily by local general fund dollars supplemented by occasional grants. Enhanced 
Medicaid payments are financed through state and federal Medicaid dollars. 
 
 
2004 Spokane-Stevens County ABCD Budget  

EXPENSE ABCD 
Program Support, Building Maintenance, IS $ 23,664 
Salaries and Benefits $ 97,848 
Supplies* $2,920 
Other Services and Charges** $9,438 
Indirects*** $16,634 
Total  $150,504 
Estimated FED-ADM  Match Revenue $75,252 
Total Local Match $75,252 
 
* Includes: Office/operating supplies, books, videos, small equipment, etc 
**Includes: Legal/professional services, postage, travel, mileage, advertising, printing, promotionals, training, etc. 
***Includes:  HR, finance, administrative services, assessment, etc 
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Program Development 
During the 1990's, mounting evidence pointed to a glaring need to improve oral health care for 
young children: 

•  Less than 20% of Medicaid-eligible children were seeing a dentist at least once a year; 
•  Most dentists did not begin seeing children until their 3rd, 4th or 5th birthdays; 
•  In 1997, 4,259 children with baby bottle tooth decay were treated in Washington 

hospitals, at a cost of $3,000-$5,000 per child (Department of Social and Health Service 
[DSHS])   

•  Additional surveys in Spokane during the mid 1990s indicated major gaps in oral health 
care among the local community's low-income population.  

 
A number of local and state stakeholders – including representatives of the local and state dental 
associations, regional health district, University of Washington dental school, Medicaid, and 
foundations -- began meeting to try to address these gaps. After sharing ideas, they focused on a 
plan to target the youngest children, emphasize prevention and promotion of good oral health 
habits early, and thereby head off future problems.   
 
Ingredients that were essential to develop ABCD in Spokane/Stevens County included the 
following:  
 

•  Open communication, commitment, and cooperation among the various stakeholders:  
Each member of the coalition has a vested interest in the program's success, and each 
fulfills its responsibilities:  

 
� The Spokane Regional Health District (the local public health organization) 

implements outreach, provides parent training in basic oral hygiene and proper 
dental office protocol, and manages the day-to-day program administration, data 
collection and management.   

� The Spokane District Dental Society recruits dentists to participate; of 138 
general practice members, 124 signed up for the program; also, six pediatric 
dentists agreed to participate.  

� The Washington State Dental Association funded some travel expenses and logo 
development, and provided advice as the project developed.   

� Washington Dental Service Foundation grant money to assist with program 
start-up.. ABCD programs starting in 1999 and beyond have received 3-year start-
up grants and technical assistance.  

� The University of Washington (U of W) Dental School faculty provides the 
general practitioners with seminars on handling very young children, instruction in 
preventive education and in the application of fluoride varnishes; they also conduct 
the research/evaluation component, which was built in from the beginning. 

� The Department of Social and Health Services (DSHS) encouraged dentists’ 
participation and agreed to pay add-on fees for ABCD services to those dentists 
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who had completed the U of W Certification course.6  The extra money raised 
payments to about the 70th percentile of the UCR. 

 
•  A neutral convener: The regional health district acted as a "neutral" entity that already 

had relationships with the key stakeholders and could bring them to the table, and was 
able to secure start-up grants.  It also helped that they had an already-established 
infrastructure for conducting education and training of both providers and families, an 
enrollment system, and a case management system. 

 
•  "Champions" within each stakeholder group: The development process relied largely on 

identifying and recruiting committed individuals who were willing and able to build 
constituencies within their groups. Spokane is rather unusual in having a particularly 
activist dental community with several champions that promoted rather than opposed 
changes to the status quo. And having an advocate within the state Medicaid program's 
administration was critical for gaining support at the state level for raising Medicaid 
reimbursement fees for participating dentists. A DSHS administrator was actively 
engaged in designing and implementing ABCD.  

 
•  Personal relationships and communication:  Beginning with just a few committed 

dentists, each made personal appeals to other dentists – either face to face or by telephone 
-- to explain the program and encourage their participation. Those interested were asked 
to contact others. 

 
•  Start-up and ongoing funds:  Start-up funds from the state and foundations financed the 

development and early implementation of ABCD. Success in the early stages has helped 
leverage additional grants over the years and for other counties. The Spokane region has 
been able to sustain the program, though this is less certain in some communities.   

 
•  Addressing dentists' concerns: To obtain dentists' participation, it has been important to 

understand and address the providers' apprehensions:  
 

� The state's DSHS agreed to raise reimbursement rates so that participating dentists 
would be paid a reasonable fee. 

� The training gave dentists skills to help manage very young children, in addition to 
raising awareness about the oral health risks to very young children. 

� Parent training and case management services helped reduce the risk of no-shows 
and inappropriate behavior – two key dentist fears about Medicaid patients.  Case 
management also helped immensely in assuring dentists that they would have 
support when problems would arise, and they are permitted to refuse treating 
patients who are non-compliant. Other "wrap around" services such as 
transportation and translation were also deemed critical to the program's success.  

� Medicaid agreed to streamline the billing process. 

 
                                                 
6 The Access to Baby and Child Dentistry (ABCD) Program was instituted under Washington Administrative Code 388-
535-1300, passed by the state legislature; no federal waivers were necessary. 
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Outreach 
The Spokane Regional Health District has established linkages with numerous community 
organizations that play an important role in outreach and enrollment, such as WIC sites, Head 
Start centers, and community centers.7 The District targets areas of the County where low-
income families live and receive services such as housing complexes, food banks, churches and 
community centers. Since there are many Russian immigrants, program materials include 
Russian translations, and translators are available as needed. Head Start/ECEAP staff receive 
oral health education and instruction on ABCD enrollment.  Public Health Nurse (PHN) field 
staff also receive oral health education and instructions in how to enroll clients in the ABCD 
program, with specific instructions for appropriate dental referrals for children with special 
needs.  

Challenges & Obstacles 
In developing and implementing ABCD, program planners encountered a number of challenges, 
such as designing the data system, securing outreach sites, completing evaluation questionnaires, 
updating clients' frequent address changes, and day-to-day operations issues. The data challenge 
will be further exacerbated by implementation of the Health Insurance Portability and 
Accessibility Act (HIPAA) privacy guidelines, which require the elimination of state-unique 
codes in the Medicaid Management Information System. The ABCD enhanced payment is 
unique to the state, and thus have required some reconfiguration of the billing and data collection 
system.  
 
Inability of local administrators to access utilization data (number of dental visits, procedures, 
follow-up visits, etc.) has hindered their ability to gauge program accomplishments on an 
ongoing basis. Over the years, some providers have dropped out of the program; this may have 
been prevented with one-on-one attention and nurturing. Further, parent education is an ongoing 
challenge; there is a wide range in patient compliance. And as children age out of ABCD, it can 
be a challenge to get them to maintain their level of oral health care.  
 
Securing dentists' participation is another challenge. ABCD is a natural fit for pediatric dentists, 
but there is a severe shortage of such specialists (related in part to a lack of pediatric dental 
training at the state university's dental school for nearly a decade), and it is difficult to recruit 
dentists to rural and small communities. The success of ABCD has inspired the University of 
Washington to address infant and toddler oral health in its dental school.  
 
At the same time, it is a challenge for dentists to run a business and still serve public patients 
who are not as "profitable."  ABCD enhanced fees provide a positive financial bottom line. 

                                                 
7 The Health District has established relationships with the following entities that assist in outreach and enrollment for 
ABCD: Women, Infants and Children (WIC) centers, Community Services Offices (CSO’s) of the Department of Social 
and Health Services (DSHS), four local television stations, numerous radio stations, Head Start/ECEAP/Early Head 
Start, universities, community colleges, a school of nursing education, local school districts, civic clubs (Rotary, Kiwanis, 
Lions, Exchange), DSHS Child Protective Services (CPS), DSHS Foster Parents Program, DSHS Office of Child Care 
Policy, Washington State Department of Health, hospitals, Shriner’s Hospital for Children, public health nurses, 
physicians, dentists, licensed child care networks, drug treatment centers allowing children to remain with mothers, 
home care agencies, and community centers. 
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Finally, sustaining ABCD into the future poses additional challenges. A stable source of funding 
is imperative to secure permanence. Though Spokane's funding has been adequate to date, there 
is the risk that future budget fluctuations might occur and require the securing of other funding 
streams. The Spokane Regional Health District has absorbed the bulk of the 50 percent non-
federal match, but public health funding based on general fund dollars is decreasing. Grants have 
been instrumental but they are not ongoing, and there is increasing competition for grant funding.  
 
And a broader challenge involves enhancing advocacy to policymakers to increase 
reimbursement rates for Medicaid clients of all ages, as well as for the uninsured. The ABCD 
Program advocates on behalf of providers and patients for increased DSHS reimbursement for 
dental services. 

Accomplishments 
Spokane ABCD has been recognized by numerous organizations for its accomplishments in 
expanding access to oral health care for low-income, very young children (See Appendix A).  
The program has been successful in recruiting providers, enrolling families, increasing the rate of 
dental visits before age one, enhancing awareness about preventive care, and proving cost-
effectiveness. Specific accomplishments include the following:  
 

•  Since the program's inception, 23,500+ children under the age of 6 years have been 
enrolled in Spokane and/or Stevens County and have had the opportunity to visit a dentist 
at a young age; 

•  134 dentists from Spokane and Stevens County have been certified as an ABCD 
provider; 

•  In the first year of the program (1995) the proportion of Spokane’s ABCD children 
having at least one visit to the dentist was 37% in contrast to 12% for non-ABCD 
children; after the first year, 43% of children in ABCD visited a dentist compared with 
12% of Medicaid-enrolled children not in the ABCD; one analysis indicated that a 
Spokane ABCD child was six times more likely to have received preventive dental 
services than in Pierce County, a non-ABCD county8;  

•  In 2000, parent focus groups indicate that the dental education received by ABCD 
program staff and dental offices have had a positive impact on subsequent siblings; 

•  According to 2003 University of Washington data, ABCD has increased awareness of the 
need for early prevention and/or intervention in pre-school children, reduced dental fear 
and increased parent satisfaction.  

 
Prior evaluations revealed the following financial and health outcomes:9 
 

•  Spokane children had less decayed and filled tooth primary and permanent surfaces, more 
sound teeth, and fewer missing teeth than Pierce county children; 

                                                 
8 Pete Domoto, University of Washington Former Pediatric Dental Chair. 
9 See D. Chi and P. Milgrom, Cost Effectiveness of the Access to Baby and Child Dentistry Program, University of 
Washington, Seattle, WA. http://iadr.confex.com/iadr/2004Hawaii/techprogram/abstract_39684.htm and M. 
Kobayashi, et. al., Improving Access to Dental Care for Medicaid Enrollee Preschool Children, University of 
Washington, http://iadr.confex.com/iadr/2004Hawaii/techprogram/abstract_39671.htm. 
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•  ABCD costs an estimated $32.77 per child for each cavity averted, while the average cost 
for alternate treatment is $145.90 per tooth; 

•  The ABCD Program has the potential to save the Washington State Medicaid Program up 
to $1.3 million per year in Spokane and Pierce counties; 

•  Compared to other health care interventions, the ABCD Program in Spokane County is 
cost–effective and has improved the oral health of Medicaid-eligible children younger 
than age 6. 

 
Perhaps the greatest indication of ABCD's success was, as noted above, it spread to 20 additional 
counties.  The WDS Foundation has  developed and made available online  a list of ingredients 
deemed necessary for replication (www.abcd-dental.org) (see Box A).  
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King County ABCD (Seattle & environs) 
ABCD was implemented in the Seattle area in July 2003. It is run by Public Health Seattle & 
King County (the public health agency for the city and county) in partnership with the University 
of Washington, the state Medicaid agency, Seattle/King County Dental Society, and the 
Washington Dental Service Foundation.  Public Health’s funds, which come from a three-year 
grant by the Washington Dental Service Foundation, are matched up to 50 percent by federal 
Medicaid administration matching dollars.  The ABCD Program works in coordination with the 
Kids Get Care Program, described further below, and it is targeting specific neighborhoods 
during early implementation. Data collection is just beginning, so it is too early to fully assess 
the program.   

Box A. Necessary Ingredients for Replication of ABCD  

To create an ABCD Program, you need: 

•  A supportive Medicaid program able to pay the enhanced dental fees and contract 
with a local government agency to draw down Federal Centers for Medicare and 
Medicaid Services (CMS) Administrative Match funds for program operation. 

•  A local dental society (and state dental association) that will encourage its members 
to participate. While a few key members can be the original advocates, at least 1/2 of 
the local general dentists should agree to be ABCD providers.  

•  A local foundation or neutral entity that will bring the parties together, assist in 
designing the program and help fund start-up costs. A foundation provided technical 
assistance to local groups to help them tailor the program to their own region.   

•  A dental school pediatric dentistry department that is willing to develop and deliver 
the training, certification and ongoing monitoring of participating dentists.  

•  A local government entity--such as a health district--to provide outreach and case 
management and be eligible for federal matching funds. This entity may provide the 
non-federal funding for program operation, or it may come from private sources.  

•  An oversight task force composed of representatives from each of the involved 
entities. This task force works together to set up and maintain the program, meeting 
monthly during the planning process.  

•  Support of the community oral health coalition and other child health advocates who 
recognize the need for action. 

Source: http://www.abcd-dental.org/how.html supplemented by program administrators. 
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Enrollment began: August 2003 

Initial operating budget: $244,719 

Eligible Medicaid population FY 2002: 52,692 from birth through age 5 

Enrollment: 8,216 as of May 2004 

Number of dentists: 48 

Total Medicaid clients in this age group receiving 
dental services annually FY 2002 25.6% 

ABCD clients receiving dental services: 8,085 

No-show rate: Not applicable, see above 

Initial Training: 48 private dental offices and 86 
dentists and staff in FQHCs. 

Source: http://www.abcd-dental.org/prog.html#king and program records 
 
 

Financing 
The King County ABCD program augments the efforts of the Kids Get Care Oral Health 
Program described later in this paper.  The 2004 budget is funded by a grant from the 
Washington Dental Service Foundation and Medicaid administration matching funds.  Included 
in the WDSF grant is a $10,000 grant from the Cooper-Levy Fund. 
 
 
2004 King County ABCD Budget  

EXPENSE ABCD 
Salaries and Benefits $235,551 
Supplies and Equipment* $3,000 
Other Services and Charges** $6,360 
Indirects*** $37,324 
Total Budget $282,235 
Estimated CMS match revenue ($117,775) 
Total Local Match $164,460 
 
* Includes: Office/operating supplies, small equipment, etc 
**Includes: travel, mileage, advertising, printing, training, and office space, etc. 
***Includes:  finance, administrative services, assessment, etc 
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Program Development, Challenges, and Early Accomplishments 
Like ABCD development in Spokane, the program in Seattle depended upon champions who 
were committed to addressing gaps in oral health for low income children, and the public health 
department's role as a neutral convener. Rather than growing out of efforts by the local dental 
society, however, the vision and leadership that sparked Seattle's program came primarily from 
the public health department, in conjunction with a growing network of community dentists 
engaged in the comprehensive oral and preventive health focus in Kids Get Care. In fact, it has 
taken three years of difficult bridge-building to develop a working relationship between the 
public health and private dental groups. Hesitancy from the dental society appeared to be due to 
fear that its members would not respond favorably to the project, and a general distrust – 
common among private providers -- of government programs. ABCD planners are addressing 
these obstacles by identifying supportive dentists in each of three county regions (East King 
County, South King County, and Seattle), and encouraging them to talk with their colleagues and 
help recruit them. Additionally, a three month pilot program was run to allow dentists to “wade” 
into the project before the actual kick-off across the entire County occurred.  As in Spokane, it 
has been critical to assure the dentists that there would be support from the public health 
department if problems arise. As of June 2004, 48 private dentists were on board, including 12 
pediatric dentists.  At the program’s inception, two community health center dentists were 
mainly responsible for training other dentists in ABCD practices.  As the program matures, the 
program is reaching out to ABCD dentists to become champions and trainers who can reach out 
to others in the community and continually build up the network.   
  
In addition to the private practice dentists, the early dental screening component of the ABCD 
program has also been implemented in two of Seattle’s five federally qualified health centers 
(FQHCs) – the Puget Sound Neighborhood Health Centers, and the Public Health-Seattle & King 
County clinics – as well as at the Odessa Brown clinic10.  The public health dentists have 
received the special training in early oral health care (as they do in Spokane) through the same 
dentists who are training private practice dentists. But because health centers are paid differently 
than private providers, the clinic dentists do not receive higher reimbursement for ABCD clients.  
 
While the majority of enrollees entered the program due to the fact that their oral health provider 
became an ABCD dentist, outreach to families has been an important aspect of the program.  
Early experience points to challenges of convincing parents that early oral health care is 
necessary. Outreach has focused on Head Start centers, the Community Health Access Program 
(CHAP)11, and other community based organizations that are involved with the target population.  
Translators are used as needed, and enrollment applications can be submitted on-line. Program 
planners hope to partner with schools as well.  
 
As of May 2004, over 8,000 children are enrolled in ABCD in the Seattle area. Since July 2003, 
families can apply for the ABCD program through a website.  Since then, 28 percent of new 
enrollees have applied online.  Though it is too early to assess program outcomes, one 
participating dentist suggests that good habits learned through ABCD will remain beyond age 
five.  
                                                 
10 Odessa Brown is affiliated with Children’s Hospital and Regional Medical Center in Seattle and is not an FQHC. 
11 CHAP is a program run by the Washington Health Foundation that links low-income and Medicaid-enrolled children 
to medical and dental care. 
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Integrated Service Delivery 

Program Model 
Two "integration" programs operating in Washington State --- ABCD “Expanded” (ABCD"E") 
and the Kids Get Care Oral Health Program (KGC) --- are defining the ways in which dental and 
medical service delivery can be integrated in order to improve access to oral health care for 
underserved children.  The purpose is to reduce untreated dental problems by involving primary 
care physicians in screening for signs of oral disease in very young children. Pediatricians and 
family practitioners are trained to provide an oral assessment, educate parents on prevention, and 
apply fluoride varnish to at-risk children. By incorporating these services into general health 
check ups, these programs are achieving the following goals: 
 

•  Improving access to oral health care to populations and communities where there are 
dental workforce and access shortages; 

•  Increasing awareness among the primary care community of the vital connection 
between dental disease and physical health, encouraging medical providers to look at 
the mouth within the context of the whole body and its needs;  

•  Introducing the message that oral health is essential to general health and well-being to 
families when they bring their infants/children for well child visits and immunizations; 

•  Promoting physician referrals for additional dental treatment as needed.  
 

The regional public health district arranges training by private dentists (Spokane) or FQHC 
dentists (Seattle-King County) for primary care providers (as well as their support staff) at 
private offices and public clinics. In addition, family practice residents are also beginning to be 
trained in basic oral health care, using five "modules" that were developed by faculty at the 
University of Washington Schoolof Medicine. The training modules cover the following topics: 
 
I.      Public health overview  
II.     Normal dental development 
III.    Identifying dental caries and making referrals 
IV.    Dental trauma 
V.      Systemic and oral health disease. 
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Participating physician offices and clinics are also provided a variety of materials (e.g., wall 
signs reminding providers to assess the teeth (see picture below), flipcharts, referral cards) and 
billing instructions. In addition to this training, each program organizes a network of dental 
providers to whom participating physicians can refer patients in need of care beyond what they 
can provide.  In the case of KGC, the dental and medical providers are co-located in several 
public health center settings, which eases the process of dental referrals for primary dental care. 
 

 
 
[photo: Yakima Valley Farm Workers Clinic-Spokane Falls] 
 
Washington State’s implementation and continued support of these programs, which are both 
described in further detail below, reflects the realization in several counties that oral health 
service delivery can be exponentially more effective when it is not delivered in a vacuum, and 
when providers of different specialties communicate with each other about the needs of their 
patients.  
 

Spokane ABCD"E" (Expanded) 

Program Development 
Building on the success of the ABCD Program, the manager of the Oral Health Program at the 
Spokane Regional Health District and a local pediatric dentist – both considered oral health 
"champions" -- continued efforts to reach children at risk for dental disease. They began meeting 
with the local medical society and other stakeholders to raise awareness on oral health issues and 
its relationship to total health.  An interest was sparked and "champions" from the primary care 
community, pediatric and general dental community, University of Washington School of 
Medicine, state Medicaid administration, and foundations joined efforts to promote oral 
screenings, education and a fluoride varnish  to be included during well child exams and 
immunizations. Through presentations at conferences, meetings, and personal communications, 
coalition members promoted the notion of integrated services and designed the ABCD"E" 
program. ABCD"E" began in January 2002 as a pilot program in Spokane County. 
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The inclusion of the University of Washington was considered a key factor in the program’s 
burgeoning success. The University has been involved in developing training modules, 
conducting an evaluation, and introducing the concept of medical/dental integration into the 
medical school curriculum through the training modules for family practice residents. Although 
training already-practicing dental and medical providers has been the foundation of ABCD and 
ABCD"E", the concept of teaching general health students to examine patients’ dental condition 
was advocated by providers, professors, and advocates. As some interviewees noted, there is still 
the propensity toward viewing the teeth as "a barrier to viewing the tonsils" rather than a part of 
the body that requires screening and care.  Subsequently, anecdotal evidence suggests that many 
providers continue to skip the oral health screening portion of Early Periodic Screening, 
Diagnosis and Treatment (EPSDT) or Well-Child visits for Medicaid and Head Start children, 
respectively.   
 
Having an advocate within the Department of Social and Health Services (DSHS), the state’s 
Medicaid agency, was also instrumental to the program’s success. Through administrative 
changes, the Medicaid agency now allows primary care providers to use the fluoride varnish 
billing code and be reimbursed for that procedure.  A key component of the program’s success is 
the fact that the Medicaid reimbursement to participating physicians is $13.39 per fluoride 
varnish, up to three varnishes per year, for Medicaid-eligible children up to age 19. The fee more 
than covers the physician's costs in supplies and time. To reduce administrative or financial 
burdens for physicians and dentists, the state agency allows both primary care and dental 
providers to bill for three fluoride varnishes a year per patient.12  
 
In general, the implementation of the ABCD “E” Program flowed relatively smoothly.  The 
partners and commitment in the community were well established due to the success and 
involvement in the original ABCD Program, and the community-wide recognition of a serious 
oral health access problem.  Communication between medical offices, dental offices and the 
Spokane Regional Health District was critical to assist in program implementation. 
 

ABCD"E" Financing 
The Washington Dental Service Foundation and Group Health Community Foundation provided 
grants to develop and initiate the ABCD"E" program in 2002. The 2003 ABCD"E" budget in 
Spokane was $93,411 and the 2004 budget is $123,211. Like ABCD, ABCD"E" is funded 
through a combination of federal, state, and local dollars. The 2004 budget is funded by $36,605 
in federal Medicaid administration matching dollars, a local match, and a $50,000 HRSA grant 
that provides for reaching hard-to-reach populations and program evaluation. The Health District 
is applying for new grants to sustain the program into the future.  
 

2004 Spokane ABCD"E" Budget  
       

                                                 
12 It is recommended that children receive three varnishes per year, but they can receive up to six without negative 
consequences.  With the program set up this way, there would not be a need for providers to contact each other to 
check on whether or not they should apply the varnish, nor would they have to worry about not being reimbursed for a 
redundant procedure. 
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EXPENSE ABCD"E" 
Program Support, Building Maintenance, IS $17,099 
Salaries and Benefits $75,348 
Supplies* $2,050 
Other Services and Charges** $15,904 
Indirects*** $12,810 
Totals  $123,211 
Estimated FED-ADM  Match Revenue $36,605 
Total Local Match $36,605 
HRSA $50,000 
 
* Includes: Office/operating supplies, books, videos, small equipment, etc 
**Includes: Legal/professional services, postage, travel, mileage, advertising, printing, promotionals, training, etc. 
***Includes:  HR, finance, administrative services, assessment, etc 
 
   

 

ABCD"E" Initial Challenges  
Initially, a number of challenges were addressed.  Some stakeholders described turf struggles 
between oral health providers and general health providers, with the former resisting the idea of 
the latter playing a role in oral health exams. When such opposition was encountered, a 
participating dentist or physician generally made personal contact with his/her resistant colleague 
and stressed the need to focus primarily on the children’s needs.  Concerned dentists were also 
told that 1) they would not be denied reimbursement for the procedures that primary care doctors 
were doing; 2) in many cases the ABCD"E" recipients were under the age of three and are not 
yet visiting the dentist; and 3) that medical providers would not be trained to conduct restorative 
procedures.  Even among dentists who were in favor of the program expressed concern that those 
patients who were given oral health screenings and fluoride from their primary care providers 
would not see a need to go for regular dental check-ups, which could create other problems down 
the road.  
 
Another challenge exists at the exam level, with pediatricians and family practice providers 
reporting the difficulty in actually finding the time to do an oral health screening on top of all 
their other responsibilities during a check-up or well-baby/well-child exam.  As one physician 
reported, making it second nature to initiate an oral health screening is not easy.  Strategies for 
overcoming this challenge are decidedly low-tech, and include such things as leaving signs in the 
exam offices reminding doctors to do an oral exam, communicating to doctors that these exams 
are “quick and easy,” and having nurses or medical assistants apply the varnish. The same 
physician did report that among his patients, health outcomes have vastly improved since he and 
other providers in his clinic began integrating oral health into their general check-ups – even for 
adults.  These improvements were mainly seen among patients with diabetes and hypertension, 
which involve tissue-related symptoms that could be aggravated by poor oral health.  
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Early in the program (and on an ongoing basis) there was a wariness among pediatricians to 
participate in a Medicaid-related project.13 It was important to point out specific potential 
benefits to the primary care community that could emerge from improving oral health outcomes 
among low-income and underserved children.  Further, the program addressed primary care 
providers’ concerns regarding how they would refer patients if more significant oral health issues 
presented themselves during a screening. Program administrators set up and continually maintain 
a network of dental providers who will take referrals from ABCD"E"-participating providers. 
 
Another challenge has related to billing procedures. PCPs are not able to send the patient’s 
Medicaid managed care plan the same claim form that they send directly to DSHS for fluoride 
varnish.  So the clinic must print out two separate bills: one to Medicaid to get the fluoride 
varnish reimbursement, and one to the health plan for other covered services, creating an 
administrative burden on the clinic.   
 
Finally, participating providers are becoming aware that enthusiasm for the program is not a 
substitute for pre-program preparatory steps.  One physician made it clear that establishing a 
billing protocol, training nurses to provide program support, and having a sufficient amount of 
program literature on site are crucial steps to starting up an ABCD"E" program at any given 
clinic or office.  
  

ABCD"E" Accomplishments    
 
As of November 2003, 34 medical offices and 328 staff, including 105 pediatricians and 26 
residents, had received the ABCD"E" training in Spokane County. An evaluation led by a 
University of Washington pediatrician/faculty member and funded by Washington Dental 
Service Foundation and HRSA found that nearly 1,000 children of all ages received at least one 
fluoride varnish application in a medical office in the first year of the program, 2002.  By 
September 2003, 967 children age one through four had been documented to have had at least 
one fluoride varnish application.14 
 
ABCD"E" is also likely to have some "spillover" effects. First, some ABCD"E" providers are 
likely to incorporate oral health assessments into their routines for "non-qualified" patients as 
well as Medicaid-eligible children. Second, anecdotal evidence suggests that because of the 
strength of the ABCD program across the state, even non-ABCD"E" providers have become 
more likely to refer patients under the age of three to dentists if they notice a burgeoning 
problem that requires attention.  Third, the training modules have become an important tool in 
spreading the word about the program. They are presented at professional conferences and 
continuing education programs, and those involved are confident that as more individuals are 
exposed to these modules, interest in this type of service delivery will expand.   

   

                                                 
13  Pediatricians were particularly wary given the previous failure of the state to implement a Medicaid managed care 
program called "Healthy Options." 
14 For evaluation purposes, data is now collected only on children ages one through four as opposed to older children 
even though they receive fluoride varnishes as well. 
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Kids Get Care Oral Health Program 

Program Development 
The Kids Get Care (KGC) program is administered by the Public Health-Seattle and King 
County and began in 2001. The program's mission is “to ensure that children, regardless of 
insurance status, receive early integrated preventive physical, oral, developmental, and mental 
health services through attachment to a health care home.”  Services offered by the program are 
primarily delivered through the county’s network of Federally Qualified Health Centers 
(FQHCs) and Community Health Centers (CHCs).  Under the Kids Get Care Oral Health 
Program, children may receive an oral health screening, education, and fluoride varnishes from 
FQHC/CHC primary care providers, who are trained by health center Kids Get Care dentists.  
The KGC dentists receive similar training to ABCD dentists, with an emphasis on prevention for 
young children. At the same time, FQHC/CHC dentists are “looking beyond the mouth” and 
referring children to medical care if problems are recognized.   
 
The Kids Get Care program stems from efforts made in the mid to late-1990s by Public Health-
Seattle & King County (PHSKC) to leverage the success of the Covering Kids program, a 
concerted effort to enroll eligible children in Medicaid and SCHIP.  Recognizing, however, that 
enrollment in coverage did not ensure access to care, PHSKC used an existing coalition, the 
King County Health Action Plan, to bring together representatives from health care, business, 
labor, and the community to discuss the issues of access and health care status among low-
income populations in their area.  The Action Plan’s goal is to “implement innovative 
collaborative policy development and pilot projects that focus on system change and 
improvement of worsening trends affecting vulnerable populations within King County.” One of 
the main mechanisms for realizing this goal has been through Kids Get Care. 
 
KGC relies mainly on community-based clinics as the vehicle for implementation, and as of June 
2004 there are seven participating clinical sites, operating in the community including four with 
expanded oral health services.  Three of the seven are run by Community Health Centers of King 
County, an FQHC, one by the Puget Sound Neighborhood Health Centers, an FQHC (including 
one dental site), one is run by Public Health Seattle & King County (includes dental on-site), one 
is a private physician network which includes dental, and one is in operation at the Odessa 
Brown Children’s Clinic affiliated with Children’s Hospital and Regional Medical Center.  All of 
the clinics provide dental and medical services.  The co-location of oral and general health care 
paves the way for medical and dental providers to learn from each other and share critical 
information about their patients, and make easy referrals. 
 
In addition to the community health sites,  KGC is seeking to expand the program into the 
private practice realm in order to further increase access to family practice, and ultimately, to 
OB/GYN services.  In order to do so, it has reached out to the Northwest Physicians’ Network 
(NPN) a group of independently practicing providers operating in King County.  Of the 25 
physicians participating in the network in King County, so far 6 are participating in Kids Get 
Care and 6 more will join in September 2004.  These providers have been trained to do the oral 
health screening, anticipatory guidance and apply fluoride varnishes, and can bill Medicaid for 
the provision of those services to Medicaid eligible children up to age 18.   The current group of 
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NPN providers are supported by a KGC case manager who links them with ABCD dentists when 
they need to refer their patients for additional care. 
 
The oral health care component of KGC is achieved not only through health centers and private 
practices, but also through a collaborative partnership among many stakeholders including Public 
Health-Seattle & King County, the Washington Dental Service Foundation and Washington 
Health Foundation, the University of Washington, the local dental society, and the Head Start 
programs associated with the Seattle public school system and Puget Sound Educational Service 
District.  Through this coalition of partners, the program is able to reach out to sites such as WIC 
offices, Head Start centers, community centers and churches, and provide them with information 
about the benefits of preventive care, how to access services, and how to get referrals for needed 
medical, developmental, and dental care.  
 

KGC Oral Health Financing 
Unlike ABCD"E" in Spokane, funding for integration services under KGC is provided by the 
FQHC/CHC funding streams, which can include Medicaid, private insurance, and 
uncompensated care funds. The program was also awarded a Health Resources and Services 
Administration Healthy Communities Access Program (CAP) grant for the third year in a row.  
Health center physicians receive the same rate as they would for any CHC/FQHC patient, 
whether or not they are doing enhanced oral health service.  As noted above, however, private 
practice physicians in the NWPN are reimbursed through Medicaid for these services.  KGC also 
receives wraparound funds for services such as case management and outreach from the 
Washington Dental Service Foundation.    
 
2004 Kids Get Care Oral Health Budget 
Salaries and Benefits $36,877 
Consulting* $10,000 
KCG Oral Health Program Sites** $125,000 
Indirects*** $26,503 
Total $198,380 
CMS Match Revenue $46,640 
Total KGC Outlay $151,740 
* DDS trainers/consultant 
** Case managers in four clinic sites 
*** Includes finance, administrative services, etc. 
 

KGC Oral Health Challenges 
Despite the obvious benefits of preventive care under Kids Get Care, there are a number of 
challenges facing the program at many levels. At the state level, the state legislature will allow 
the Medicaid program to charge enrollees monthly premiums starting in July 2005, making the 
program less accessible to low-income families. Understanding the importance and cost-
effectiveness of preventive care, the State Board of Health in December 2003 recommended that 
financial incentives be used to promote preventive services, rather than creating a barrier to 
preventive care. Also, PHSKC is pursuing partnerships with health plans that participate in 
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Medicaid and encouraging them to voice their commitment to cost-effective, preventive care.  
The state has not required Medicaid health plans to offer preventive care services for fear, some 
contend, that the plans would pull out of the program.  However, PHSKC is confident that some 
health plans will view this as a positive opportunity to be an innovator in the provision of 
preventive care, and will compete with each other to become leaders in this area.   
 
In terms of training primary care providers to do oral health screenings and fluoride varnishes, 
there was great enthusiasm in the beginning, but sustaining that interest in integrating medical 
and dental services has required on-going resources.   KGC dentists realized that integrating oral 
and medical service delivery would not be sustained without constant involvement by the oral 
health provider community. Dentists became significantly more involved with the primary care 
providers at the participating co-located clinics, attending patient review and medical provider 
staff meetings and setting up systems so that physicians can check their schedules every day to 
review the oral health needs of the patients they are seeing. In addition, the program has dental 
hygienists periodically visit doctors offices to answer questions and refresh their knowledge. 
These solutions have been instrumental in addressing medical providers feeling stretched by the 
additional oral health screening tasks and concerned about where to refer children who need 
more specialized oral health care.  By establishing these techniques in the public health sector 
delivery system, PHSKC is hoping that they will translate as the program expands to include 
private practice pediatricians and family practice providers, knowing that they may need an even 
higher level of support to overcome initial resistance.    
 
Finally, the program has faced some obstacles (already noted in ABCD and ABCD"E" 
discussions, above) in terms of educating parents that children under the age of three need oral 
health care, and overcoming the belief that "baby teeth do not need treatment."  In 2003, 
Washington Dental Service and WDS Foundation implemented a Baby Teeth media and 
outreach campaign to promote the importance of baby teeth.  Public service announcements 
(PSAs) featuring a dentist and pediatrician aired statewide and reached more than 1.9 million 
people an average of 4 times.  Print and broadcast media also carried this important message to 
families with young children in major media markets. In addition, a number of outreach efforts 
through Head Start, WIC offices, and other community-based organizations are being used to 
improve awareness of both the need for care, and the program itself.  
 
Program administrators hope that as awareness builds and improved outcomes are documented, 
there will be support and resources made available to expand KGC providers throughout King 
County and neighboring counties to the North and South.  

KGC Oral Health Accomplishments 
 
From January 2002 to March 2004, the KGC program has trained  470 community staff in oral 
health promotion and screening, and trained  200 primary care providers and medical staff to 
conduct oral health screenings during Well Child Checks.  In the program’s first two years of 
operation, there has been a 68 percent increase in the number of 0 to five year olds who have 
established a dental home at a KGC hub site (representing more than 800 children), and a 
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quadrupling of  oral health screenings done by medical providers at one of the participating 
clinics (from 78 in 2002 to 369 in 2003). 15  
 
Researchers at the University of Washington have estimated that if the KGC program were 
implemented statewide, it would save the Medicaid program approximately $590,000 annually in 
avoided hospitalizations and ER visits. With a KGC site costing approximately $40,000 annually 
to operate, the savings could establish 15 sites across the state16.  While the study did not specify 
the cost savings associated with oral health delivery alone, anecdotal evidence suggests that 
without preventive dental care, a large number of children do unnecessarily end up receiving 
high cost care in an emergency room setting.  Another analysis by the Washington Dental 
Service Foundation estimated a potential net annual statewide savings of $1.5 million if fluoride 
varnishes were applied during EPSDT screenings for children twice annually from birth to age 
five, considering the cost of filling cavities that may occur without this preventive treatment.  
 

                                                 
15 Kids Get Care Fact Sheet, www.metrokc.gov/health/kgc 
16  The $40,000 figure refers to the cost of a KGC case manager ($36,000) plus 10 percent of a public health nurse to 
provide community education at up to 10 sites. 
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Simulation of Savings if KGC were Available Statewide, 2002 
 
 Medicaid Savings 
Number of avoidable hospitalizations 442 
Number of admissions from the ER 251 
Savings from hospitalizations $561,605 
Savings from avoided $550 ER visits $30,288 
Savings from one- and three-year olds $1,183,785 
Total hospital savings for zero-to-three-year-olds $1,775,678 
Source:  Analysis of Washington State All Discharge Hospital Database, CHARS 2002 data 
 
 
Policy Change and Public Campaigns 
As noted earlier, policy changes are generally needed to support new access/service delivery 
programs such as ABCD, ABCD"E" and Kids Get Care. These programs required changes in 
Medicaid rules and reimbursement, which may involve state administrative or legislative action. 
They also require state public health dollars and federal matches for county public health 
departments to cover planning and administrative functions. Additional public support may be 
needed as private grants expire. 
 
Washington stakeholders have stressed that changing state policies requires undertaking a broad 
public campaign to change attitudes and practices among voters, thereby influencing legislators. 
Even after public policies are changed, the message must continue to be "sold" so that policies 
and practices are operationalized and sustained. In June 2000, the Washington Dental Service 
Foundation, engaging with advocates, provider groups, and other stakeholders, made a grant to a 
public relations firm to develop such a campaign. The goal of the Citizens’ Watch for Oral 
Health campaign is to raise public awareness of the importance of improving children's oral 
health in the state. It uses coalition development, policy "mapping" and consensus building, 
public service advertising, and the media to inform the public about the problems and the need 
for both individual and societal solutions.17 If successful, the campaign provides a model that can 
be replicated and expanded in other states.  
 
 
Conclusion 
 
The programs described in this report have shown concrete results and/or hold promise that they 
can successfully address gaps in access to oral health care for low-income children. Continued 
support, monitoring, and flexibility to make mid-course corrections are essential to sustain these 
important efforts. With the right ingredients, other communities and states could replicate these 
programs while making necessary adjustments to meet their specific needs and circumstances. 
Also, variations of these programs could be considered to address similar gaps for other 
underserved populations, such as the elderly, people with disabilities, and low-income adults 
with and without Medicaid coverage.  
 
                                                 
17 Source: http://www.kidsoralhealth.org/about/index.html 
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 Appendix A: Spokane’s ABCD Program Awards and Recognitions 
 

� NACCHO Award:  The ABCD Program was chosen as a winner for the National 
Association of County and City Health Official (NACCHO) Maternal and Child Health 
Award, July 1999. 

� Golden Apple Award:  The Spokane District Dental Society was awarded a Golden 
Apple in the “Excellence in Dental Health Promotion” category for the Spokane ABCD 
Program.  This took place at the annual session of the American Dental Association 
(ADA) held in Chicago, Illinois. 

� Annual American Public Health Conference:  The ABCD Program affiliate poster 
proposal was accepted for exhibition at the annual American Public Health Conference in 
Boston.  The Spokane ABCD Program was able to showcase local and state work at the 
national level. 

� Spokane’s Children’s Alliance:  An award was presented to the ABCD Program in May 
2000 for addressing children’s health needs in the Spokane community. 

� Caswell Evans:  Assistant to the Surgeon General, wrote the Oral Health Report to draw 
pediatricians into the fold to work more closely with dental health issues.  Dr. Evans 
visited Spokane and the ABCD Program in the Fall of 2000. 

� Dr. Dale Ruemping:  Discussed the ABCD Program with the American Academy of 
Pediatric Dentistry regarding the fact that we are now an established state and national 
model for prevention of oral disease in infants and toddlers and that the program has 
plans to expand. 

� Premier Cares Award/Certificate of Merit in Improving Health Care for the Medically 
underserved. 

� Samuel Harris Fund for Children’s Dental Health:  The American Dental Association 
Health Foundation awarded the ABCD Program $3,000 in grant money in January 2000. 

� The American Academy of Pediatric Dentistry:  The ABCD Program was awarded 
“best practice” status in Washington State.  The academy, with a 3-year HRSA grant, 
seeks programs that use resources efficiently and are culturally competent, replicable, 
integrated and sustainable.  More than 28 programs in 15 states submitted descriptions for 
review by an academy task force.  North Carolina and Washington were selected as two 
states with especially useful approaches. 

� Statewide Women’s Infants and Children (WIC) Award:  The Spokane ABCD 
Program was among 18 statewide programs to be honored with a 2001 WIC Community 
Partner Award.  This award was designed to honor the work of volunteers, collaborative 
agencies and donating agencies that help WIC deliver excellent services in creative ways.   

� Social Services InfoNet:  In February 2002, the ABCD Program received news it was 
the recipient of the 2001 Best Practices in Social Work and Social Services award in the 
category of Program Planning.  The program was awarded $1,000 for this special 
recognition. 
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Appendix B. Summary of ABCD Evaluation Articles 
Prepared by the Washington Dental Service Foundation 

Article Date Program Brief Description Conclusion 
October 1997 

(JADA) 
Spokane This was an early assessment of the 

pilot ABCD program, measuring: 
•  dental visits of enrolled 

children (as opposed to those 
eligible but not enrolled in 
ABCD); 

•  services received by enrolled 
children compared to services 
received by those eligible but 
not enrolled in ABCD); and 

•  the number of community 
dentists participating in the 
program. 

The report concluded: 
•  Over 37% of the enrolled children had 

at least one dental visit, as opposed to 
11.5% for those eligible and not 
enrolled in ABCD. 

•  The adjusted average number of annual 
dental visits for ABCD children was 
2.4, whereas non-ABCD children 
averaged .59 dental visits. 

•  Of the approximately 134 general 
active dentists and 7 pediatric dentists 
in the local dental society, 109 general 
(81%) and 6 pediatric dentists (86%) 
provided services to ABCD patients. 

Nov./Dec. 
1999  

(Public Health 
Reports) 

Spokane The article presented: 
•  second-year utilization data, 

and 
•  first- and second-year cost data 

for the  program.  

The article concluded that: 
•  A child in the ABCD program was 7.2 

times as likely to have at least one 
dental visit as a Medicaid-enrolled, 
non-ABCD child; 

•  Estimated costs (1995 $) per child with 
at least one dental visit were $54.30 for 
the first year and $44.38 for the second 
year, or $20.09 per enrolled child for 
the first year and $18.77 for the second 
year. 

Winter 2002 
(Journal of 

Public Health 
Dentistry) 

Stevens The study’s goal was to assess: 
•  utilization of general dental 

services,  
•  average dental expenditures per 

child, and 
•  oral health status. 

Results of the study showed that: 
•  An enrollment effect was seen in 

ABCD, but the difference between 
ABCD and non-ABCD groups was not 
sustained.   

•  There was a doubling of utilization 
between groups for the youngest 
children, while the others showed no 
differences.  Overall during the first 
year, the utilization rate was higher for 
the entire ABCD group than for non-
ABCD children (34% to 25%). 

•  Roughly 33% of ABCD children had 
seen a dentist at least once, compared 
to 21.5% for non-ABCD children. 

•  There was found to be no overall 
difference in expenditures between the 
ABCD and non-ABCD groups, while 
expenditures for preventative services 
were greater for ABCD. 

•  ABCD children had fewer teeth with 
initial caries. 

September 
2002 (JADA) 

Yakima This article was a two-year 
evaluation of the Mom & Me 
Program, including: 
•  enrollment and visit data, 

The evaluation concluded: 
•  The number of dentists treating 

Medicaid-enrolled children on a 
regular basis more than doubled, from 
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•  first- and second-year cost 
data, and  

•  results of a dental society 
member survey. 

15 to 38 general dentists. 
•  In the first two years of the program, 

4,705 children were enrolled and 
roughly 51% had seen a dentist. 

•  Average outreach costs per child over 
the two year period were $77.83 
(treatment costs were not included in 
the analysis). 

•  Nineteen of the 24 participating 
dentists (who responded to the survey) 
believed it was very appropriate for 1- 
to 2-year old children to see a dentist, 
compared to four of 14 non-
participants.  

•  Eighteen of the 24 participating 
dentists reported that the program 
improved the image of dentistry in the 
community. 
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Appendix C: Seattle’s Kids Get Care and ABCD Presentations and Journal 
Articles 
 
•  UCLA Center for Healthier Children, Families and Communities journal, Building 

Bridges: KGC cited as a best practice in Spring 2004 article.  
•  National Initiative for Children's Healthcare Quality conference: Presented storyboard at  

San Diego conference, March 2004. 
•  University of Washington's Domoto Children's Fund: KGC staff invited to participate on 

advisory committee to address oral health needs, February 2004. 
•  Healthy Communities Access Program Annual Grantees Conference: Served on a panel 

on the topic of evaluation strategies for the U.S. DHHS, HRSA conference in Washington 
DC, January 2004. 

•  The Rainier Institute: presentation on  A Prescription for change in Access, January 2004. 
•  Washington State Board of Health: invited to present KGC as a best practice model for 

early prevention leading to Board action to encourage state entities to remove barriers and 
incentivize prevention, December 2003. 

•  Children with Special Health Care Needs Annual Grant Conference: Presentation on  
Innovation, Integration and Incenting Prevention, Seattle, November 2003. 

•  Pierce County Oral Health Summit: presentation on Putting Teeth into a Well Child Exam, 
October 2003. 

•  Washington State Public Health Association: presentation on Attacking the Boundary: 
Medicine Dentistry and Public Health, at the Annual Conference on Health, October 2003. 

•  HRSA Maternal and Child Health Bureau national web-cast: KGC presentation as a best 
practices example, September 2003. 

•  OMPRO’s Clinical Advisory Panel: (Medical Assistance Administration), KGC 
presentation in August 2003. 

•  Healthy Communities Symposium: A New Model Putting Services First, presentation for 
the conference, Seattle, January 2003. 

•  The Future of Children, “Universal Health Care for Children: Two Local Initiatives.” Liane 
A. Wong. Volume 13, Number 1, Spring 2003.  Article describes KGC and a San Diego 
program as examples of local efforts to improve access for children.  David and Lucile 
Packard Foundation journal.  

•  Journal of Dental Education, “Kids Get Care: Integrating Dental and Medical Services Using 
a Public Health Model.” Kirsten Wysen, Patricia Hennessy, Martin Lieberman, Tracy 
Garland, Susan Johnson.  Article provides description of Kids Get Care oral health program 
with preliminary results, to be published May 2004. 
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Case Study: Apple Tree Dental 
Minnesota 
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*** 

Summary-Overview   
This case study focuses on Apple Tree Dental, a private, non-profit organization in Minnesota 
that is involved in: 1- patient care for people of all ages with special needs; 2- oral health 
education and research; 3- advocacy and oral health policy change; and 4- program replication.  
 
Apple Tree is perhaps best known for bringing dental services to nursing home residents "where 
they live."  And in fact, the Twin Cities program began this way in 1986. But since then, the 
organization has expanded in terms of service sites, populations served, scope of activities, and 
budget. In 2004, Apple Tree has two established clinic "hubs," one in the Twin Cities and one in 
Hawley, located in northwestern Minnesota. A third hub is being established in Madelia, located 
in southwestern Minnesota.  
 
In addition to serving patients, these clinics serve as home bases from which large trucks deliver 
mobile dental offices and allow Apple Tree providers to treat individuals in nursing homes, Head 
Start and learning centers, and group homes. Within the context of its service delivery mission, 
Apple Tree offers clinical education in special care dentistry to dental and dental hygiene 
students and practicing dentists. It has also developed a large data base used for research projects 
and publications.   
 
Aware of significant gaps in access, and realizing that serving vulnerable populations requires 
policy support, legislative action, and systems change, Apple Tree has become very much 
involved in advocacy work at the state level. It was recently awarded a grant to create, with other 
stakeholders, a new oral healthcare system model designed to improve access and outcomes. 
Finally, the organization has assisted several other communities around the country in adapting 
and implementing variations of the Apple Tree model.  
 
The experiences of Apple Tree Dental provide insights for providers, policymakers, advocates, 
funders, and other stakeholders who are interested in addressing the gaps in oral health care for 
populations with special needs and other vulnerable populations. Though Apple Tree is based on 
a private nonprofit model, many lessons gleaned from Apple Tree's experiences could apply to 
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the development and implementation of other types of community-based oral health service, 
educational, and advocacy programs.    
 
General Lessons 

•  Program planners should pursue a balanced approach between short term and long 
term strategies. There is a need to serve underserved people now, but also work on 
changing policy toward fixing the system in the long term. 

•  Always keep the focus on the patient; let patients be the focal point for service delivery 
as well as for policy. 

•  Trying to motivate, traditional private practice dentists to serve the underserved is a 
limited strategy; a more fruitful approach is to attract and nurture providers who want to 
serve these populations. To encourage provider commitment to serving the underserved, 
it is important to educate providers as early as possible, ideally with training and 
community clinical experiences at the medical school, dental school, and dental hygiene 
school levels.  

 

Service Delivery Lessons 
•  In order to flourish and grow, a new program must have a clearly defined mission, 

vision, leadership, committed people, an active Board, and adequate resources. 
•  Developing and implementing an access program involves identifying, nurturing, and 

recruiting champions with a common goal.  Despite obstacles, "if you bring together 
motivated people, they will find a way to work it out."  

•  A private, non-profit structure is a viable – and possibly preferable -- model for 
providing dental care in a meaningful way, as well as to facilitate long term leadership 
and system change; this structure is also well-suited to leveraging support from the 
government and private sectors. 

•  Sustaining a successful service organization – even a non-profit entity -- requires a 
realistic business model and periodic strategic planning.   

•  For certain populations, bringing needed services to "where they are" (e.g., nursing 
homes, group homes, Head Start centers) offers many advantages and efficiencies. 

•  Educating caregivers about follow-up and daily oral care is critical for dental services 
to have a lasting effect; this involves training nursing staff at nursing homes, group home 
staff, and parents of Head Start children.  

•  When replicating a program, each site must tailor the model to fit its own local needs 
and resources.  

 

Advocacy / Policy Lessons 
•  Apple Tree leaders think it important to begin from a foundation of not compromising 

your message, even when facing well-organized and well-financed opposition. But while 
acknowledging that you don't have to please everyone, it is nevertheless important to 
bring all key stakeholders, including opposition, to the table to find common ground and 
craft solutions together.  
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•  To make your message credible, build strong advocacy support and coalitions among 
community stakeholders.  Doing so serves two purposes: 1) it blunts the strength of the 
opposition’s message; 2) it demonstrates a unified front to policymakers. 

•  Critical to gaining support of detractors is providing good information -- with reputable 
studies and data that disprove myths --  plus some pressure from friendly legislators. 

•  To gain support among policymakers, one should provide a service to legislators; first, 
identify likely allies in the legislature, then offer them credible information about 
problems and, above all, potential solutions. 

•  To help meet workforce shortage and improve access, there is a need to work on policies 
that allow expanded functions for hygienists and dental assistants, and possibly establish 
a new mid-level career path. To reduce opposition to these changes, it is important to 
educate dentists on how their private practices will benefit from these changes. 

 
Below is a matrix that summarizes the key features of Apple Tree Dental. It is followed by a 
discussion of the program's major activities, its financing, history, challenges, and 
accomplishments.   
 

Table: Key Program Features  
 Components Eligibility Location Financing 
Apple Tree 
Dental 

- “Base Clinic” sites 
provide  comprehensive 
dental care and support the 
delivery of mobile care; 
- Mobile dental offices 
provide comprehensive 
care in nursing homes, 
Head Start Centers, group 
homes; 
- Clinical education in 
special care dentistry for 
students and practicing 
dentists;  
- Research on oral health 
care needs and treatment 
of the frail elderly and 
Head Start children 
- Pioneering teledentistry 
projects to deliver primary 
care with new staffing 
models 
- Lobbying/advocacy 
activity at the state level 
-  Assist in replication of 
model in other locations  

- Serves 
individuals of all 
ages with 
Medicaid, 
MinnesotaCare 
coverage, 
commercial 
insurance, and 
uninsured. 

- Twin Cities program 
serves 11-county 
region: one base 
clinic, and on-site 
care in 2003 to 72 
nursing homes, 13 
Head Start centers, 2 
schools, 1 shelter , 
and 9 group homes 
serving adults with 
disabilities 
- Hawley program 
serves 13 county 
region in northwest 
Minnesota: one base 
clinic, and on-site 
care in 2003 to 11 
nursing homes, 4 
Head Start centers 
-Madelia program 
serves multi-county 
region in southwest 
Minnesota: one clinic 
located in a rural 
hospital provides 
comprehensive care 
and teledentistry in 
collaboration with a 
dental hygiene 
school.  Starting up in 
2004. 

- Medicaid and 
MinnesotaCare 
reimbursement, 
commercial insurance, 
out-of-pocket 
payments, grants and 
contributions from 
foundations, 
corporations, 
government agencies, 
individuals 
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Program History & Development 
Apple Tree Dental was created in 1985 by three 
dentists and a dental hygienist who had each come 
face to face with the problems of dental neglect in 
nursing homes, and unethical dental practice 
settings where the dentist's financial needs were 
placed above the needs of vulnerable patients.  
Apple Tree’s founders shared the belief that a 
whole new type of dental practice was necessary 
to solve these problems. With help and 
encouragement from St. Paul-based Wilder 
Foundation, they developed a model of a private 
nonprofit organization that would be governed not 
by an owner-dentist, but by community volunteers 
who shared a mission to meet the needs of nursing 
home residents  
 
In 1991, one of the founders began serving as 
Apple Tree’s first paid chief executive officer, the 
program moved into a larger facility, and the recruitment of additional dentists and staff was 
accelerated. During the next few years, Apple Tree expanded its advocacy and policy activities, 
including community engagement efforts and creation of linkages with other safety next 
organizations and state agencies (described further below).   
 
In 1997, Apple Tree established a second hub clinic and mobile care program in Northwestern 
Minnesota in the town of Hawley, located in the Fargo-Moorhead area. The Hawley Program 
expanded Apple Tree’s mission to include serving children in Head Start Centers and low 
income families living in rural areas.18 Since that time, Apple Tree’s Twin Cities program has 
also branched out to serve Head Start children as well as inner city schools and group homes for 
individuals with disabilities.  Each year, Apple Tree’s dentists and hygienists volunteer, along 
with about fifty other dental professionals from the Minneapolis District Dental Society to 
provide on-site dental care using Apple Tree’s mobile offices for hundreds of children at the 
Sharing and Caring Hands shelter in Minneapolis.  
 
Over the years, Apple Tree has faced numerous struggles and setbacks, but it continues to grow 
and thrive because of the broad-based public and private support that has sustained it for over 
eighteen years. The key "ingredients" behind Apple Tree Dental's development and success 
include the following:  
 

� A combination of a leader/champion, bringing together motivated people, funds, 
and infrastructure; 

                                                 
18 Originally, Apple Tree had partnered with a major dental  third party payer to serve public program beneficiaries in a 
rural five county area. Apple Tree established a dental hub in Hawley, but after the relationship ended, Apple Tree 
decided to maintain the hub and has since expanded services in the area.  
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� Interdisciplinary nonprofit governance that continually reshapes the organization’s 
mission, vision and strategic plans in response to changing community needs and 
resources; 

� Bringing services to where people are;   
� Modifying the model to fit the patients' needs; 
� Creating custom information systems software that makes it possible to efficiently 

schedule, bill, and collect data when providing services at more than 100 satellite 
locations in urban and rural areas;  

� Using data to document need and demonstrate the effectiveness of programs;  
� Leveraging state grants and other resources with private sector grants and 

donations; 
� Maximizing earned revenues from services to decrease dependency on operating 

grants and gift income; 
� Active involvement in the policy process; 
� Providing credible information to legislators, the public, and stakeholders and 

actively engaging groups that have opposed Apple Tree's efforts;  
� Leading the development of an advocacy movement for oral health among the 

state’s dental safety net. 

Program Model & Major Activities 
Apple Tree Dental is a private, non-profit organization. Its mission is "to provide dental care and 
community health leadership to improve the lives of people with special access needs." The 
organization's efforts grow out of a belief that oral health is a basic human right, and that by 
working together, communities can overcome barriers using innovative delivery systems, 
technologies and training.  
  
As noted above, Apple Tree's activities include service delivery, advocacy/policy development, 
education/research, and replication assistance. In addition to its leadership staff of directors, the 
Twin Cities and Hawley together employ about 66 program staff, including: 19 dentists, 9 
hygienists, 20 dental assistants, 3 mobile equipment truck drivers, 3 lab staff, and 12 staff 
persons for billing, reception, scheduling, data entry, etc.  

Patient Care for Underserved Populations 
Based on a belief that a decreasing number of private practice dentists are willing and able to 
offer care to underserved patients, Apple Tree has its own full staff of dental providers. The 
founders contend that its model of a fully-staffed enterprise, with adequate resources, can serve 
nursing home and special needs populations, low-income children, and other often neglected 
groups. Nevertheless, Apple Tree provides educational opportunities for other dentists to help 
them become more comfortable treating these groups, and to gain their support for programs and 
policies that meet these patients’ needs.  
 
Apple Tree's focus is on getting appropriate oral health care at the right time in the right 
settings. It has 2 dental clinic "hubs" -- one in the Twin Cities and one in Hawley, MN -- which 
serve patients from the community and contain on-site denture labs that fabricate dentures for 
nursing home residents. But most of Apple Tree's patients are treated where they live or spend 
the day through its mobile dental programs. Each evening, Apple Tree’s “multi-site delivery 
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vehicle” trucks deliver state-of-the-art mobile dental equipment to nursing homes, Head Start 
centers, schools or group homes that house adults with disabilities. The following day, Apple 
Tree’s staff of dentists and hygienists provide care at those settings, according to a carefully 
coordinated schedule.   
 
Apple Tree developed an oral healthcare program for the nursing homes it serves to promote 
early diagnosis, preventive care, and appropriate oral health services. Under an oral health care 
services contract, Apple Tree serves as the nursing home’s “dental director,” in a role that 
parallels the role of the medical director. At regularly scheduled monthly on-site visits, a 
specially-trained Apple Tree hygienist educates nursing staff about oral health disease 
prevention, conducts comprehensive screenings of all new residents and those with significant 
health status changes, creates tailored daily oral care plans for each resident, and triages patient 
referrals for routine or urgent care.  An oral health screening and referral form, completed during 
these visits provides nursing home staff with a customized daily oral care plan and referral 
recommendations for each resident screened. Later, an Apple Tree mobile dental office comes to 
the site and a dental team delivers necessary dental care to those residents choosing to receive 
care from Apple Tree.    
 
Apple Tree is currently working to expand within the state by opening a third clinic hub in the 
town of Madelia, Minnesota. Through a grant from the state's Department of Health, the program 
is converting a five-chair dental clinic in a small community hospital into a comprehensive 
Apple Tree community clinic to meet the needs of an underserved rural population. The program 
is an educational collaboration with Minnesota State University at Mankato’s Dental Hygiene 
Program which first established the Madelia dental clinic as a satellite site for dental hygiene 
education.  Under the collaboration, the Madelia clinic will be connected to MSU’s dental 
hygiene clinic via a teledentistry link that will help enrich the education of dental hygienists and 
demonstrate how they can work effectively in variety of remote settings and remain linked to a 
dentist via teledentistry technology. This project is underway during 2004, and plans to add 
mobile dental units are  being developed. 
 
Apple Tree's experience confirms that there are many advantages of providing "on site" dental 
care to populations with special needs:  
  

•  Familiar setting - anxiety is lessened for patients, particularly those with special needs 
when patients can remain in their home, school or other familiar environment; the 
encouragement of roommates, classmates and others often makes the difference in a 
patient’s ability to receive care; 

•  Interdisciplinary staff – at nursing homes, dental providers benefit from the help provided 
by nurses and personal care aides; at Head Start centers, dental providers work closely 
with teachers, social workers, and translators (Spanish, Somali, Southeast Asian) ;  

•  Greatly improved efficiency –individualized transportation for each patient is eliminated, 
saving transportation costs, which in the case of nursing home residents can be greater 
than the cost of the dental care; physical barriers are removed - bringing dental equipment 
inside (versus transporting people to a traditional clinic or into a dental office in a  
Winnebago) is preferable for populations with wheel chairs or physical limitation issues; 
and the problem of failed appointments is eliminated because each site has more than 
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enough patients to fill the dentist's schedule even if some of the patients are sick or 
unavailable. 

 
Apple Tree provides a comprehensive range of dental services (see figure below). 
 
 

Types of Dental Services
Twin Cities and Hawley Programs, 2003
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Source: Apple Tree Dental 
 

Advocacy/Policy Leadership & Development  
Apple Tree operates in a state that has, historically, been progressive in public coverage for 
health care, including dental care.19 Nevertheless, Minnesota still faces serious gaps in oral 
health access and workforce for low income and special needs populations.  Apple Tree 
leadership understands that state policy activity is crucial to improve the situation, and the 
organization has taken on a central role in community health leadership. One of its senior 
officers is a registered lobbyist who works closely with both Democrat and Republican 
"champions," advocating change on a variety of oral health access and workforce issues.  
 
During the 1990s, Apple Tree took a leading role in a process that reformed Minnesota’s nursing 
home regulations regarding oral health care. Apple Tree also helped create the Minnesota 
Coalition for Oral Health, which brought together safety net providers and other stakeholders to 
participate actively in a statewide planning process in response to the Clinton administration’s 
efforts to reform healthcare. The Minnesota Coalition for Oral Health later evolved into the 
Minnesota Association for Community Dentistry.  . 
 
Apple Tree was instrumental in passing legislation establishing a Dental Access Advisory 
Committee in 1999. This committee includes representatives from a broad group of stakeholders, 
including Apple Tree Dental, the Department of Human Services (which administers Medicaid 
                                                 
19 Minnesota provides dental coverage for adults under: 1)Medical Assistance (MA), the federal/state Medicaid program 
that provides coverage to low income elderly and disabled as well as to traditional Medicaid populations; 2) General 
Assistance Medical Care (GAMC), a state-funded program for low-income adults without dependent children, with 
income up to 70% FPL; and 3) MinnesotaCare is the state's health care program for working Minnesotans who don't 
have access to affordable health care coverage , with income up to 100% FPL (adults without dependent children) or 
200% FPL (parents).  State budget constraints, however, led to a cap in adult dental coverage under these public 
programs of $500 per person per year for services in excluding urgent care, extractions and dentures.   
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and MinnesotaCare), family practice physicians, dentists, dental assistants and dental hygienists, 
community clinics, and the Minnesota Dental Association.   The committee serves to bring many 
varied  perspectives to the table to assess the community’s needs, and in the process helps direct 
legislative action. The committee helped shape Dental Access Legislation in 2001 that 
established medical education grants, a loan forgiveness program for dental students who agree 
to treat a significant portion of low-income patients, community dental clinic grants, a 
demonstration dental access project20, expanded roles for dental hygienists in public health 
settings, and other measures.  
 
Apple Tree and the Advisory Committee also helped develop policies for a new dental access 
bill that was passed in 2003. This bill addresses access disparities and workforce shortages 
through provisions including: amending the earlier collaborative agreement law to allow dental 
hygienists to apply sealants under collaborative agreements with dentists; enabling hygienists 
and dental assistants trained via a dental board-approved course and under dentist supervision to 
place amalgam, stainless steel crowns, and other designated materials under certain 
circumstances; and enabled the state dental board to waive some licensure requirements for 
retired dentists who provide care in volunteer settings.  
 
More recently, the Minnesota Department of Human Services -- acknowledging that the oral 
health system is "broken" -- awarded Apple Tree Dental a $148,000 grant to lead and coordinate 
the Oral Healthcare Solutions Project. The goal of this project is to create a new model for an 
oral healthcare system that can meet the needs of every Minnesotan, starting with public program 
beneficiaries. Through a nine-month planning process, a broad-based coalition of local partners 
and national experts will create a detailed business plan that could be implemented by the 
Department of Human Services beginning in 2005 and then modified and expanded over a five-
year period. Apple Tree project leaders propose that the new Oral Healthcare System contain the 
following features: 
 

•  The earliest possible prevention, screening, diagnosis, and treatment; 
•  Hundreds of new or expanded points of entry in community-based settings; 
•  An expanded workforce including new mid-level "oral health practitioners"; 
•  A care coordination system that matches patient needs with community resources; 
•  Evidence-based care that leads to better outcomes and accountability; and 
•  Flexibility to adapt to changes in workforce, technologies, and resources.  

 
The project will focus on changing systems and thinking "outside the box." It intends to  
encourage more private practice dentists to participate in Medical Assistance programs by 
creating a new “respectful referral” process that gives private dentists control over the types and 
numbers of patients they agree to treat, and a “user friendly” system for reimbursement that 
reduces administrative barriers. 
 

 

                                                 
20 A demonstration project in five counties that permits public program patients to be served via a new purchasing 
model. 
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Education & Research 
The Apple Tree clinics and mobile units provide hands-on experiences for a variety of practicing 
professionals and students interested in special care dentistry. Apple Tree has formal educational 
partnerships with Normandale Community College and Minnesota State University at Mankato’s 
dental hygiene programs, whereby dental hygiene students rotate through nursing homes and 
schools and gain experiences working with Apple Tree’s dentists and dental hygienists, who 
serve as faculty. Dental assistant students from four dental assisting schools also rotate through 
Apple Tree‘s clinics in the Twin Cities and Hawley.  These clinical experiences help students 
understand the needs in the community and get exposure to alternative settings. They also build 
interest among students in playing a role in community service. In fact, many of these students 
wish to continue to work at Apple Tree, helping to build staff at the organization and the 
workforce in general. Also, Apple Tree has collaborated with a local community college’s 
Dental Hygiene Program to carryout a statewide “train the trainer” program to educate dental 
hygiene school faculty members from across the state in restorative functions.  This program will 
take place during May 2004. 
 
In addition to training students in the oral health professions, Apple Tree has played a national 
leadership role in Special Care Dentistry, providing lectures, table clinics, research presentations 
and leading consensus conferences each year at national continuing education conferences since 
1991.  These conferences educate a wide range of professionals who care for people with special 
needs.  Apple Tree collaborates with the University of Minnesota’s School of Dentistry in a 
“mini-residency in nursing home dental care” program for practicing dentists and hygienists. 
During the week-long course attended by dentists and hygienists from around the world, 
participants spend one day at Apple Tree learning about mobile dentistry, and four days at an 
interdisciplinary geriatric clinic in St. Paul. 
 
Educating caregivers about follow-up care is critical for dental services to have a lasting effect. 
As described above, Apple Tree hygienists train nursing home staff through their oral healthcare 
services program, educate students and teachers in schools, and personal care attendants in group 
homes for patients with disabilities.  To the extent parents attend dental care provision at Head 
Start Centers (they are invited and encouraged to come in), Apple Tree staff also educate parents 
about the importance of preventive and follow-up care.  
  
Apple Tree's oral health data base contains diagnostic and treatment information spanning 18 
years and includes information on over 20,000 institutional elderly.  The database has been used 
for numerous research studies, conducted by researchers from the National Institutes of Dental 
and Craniofacial Research and by faculty, graduate students, residents and fellows from several 
dental schools.    
 
Apple Tree principals publish articles and make presentations at national conferences. And they 
are leading an effort to promote teledentistry, which could expand the oral health workforce by 
giving hygienists a link that will allow them to provide services in rural areas and other settings 
while remaining connected to dentists and specialists via video-conferencing.   
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Replication Activity 
A variety of organizations around the country have contracted with Apple Tree to help them 
adapt a similar mobile oral health program for their communities.  According to Apple Tree 
leaders, "the exact model being developed is less important than having commitment, leadership, 
a mission, and resources."  Each of the three communities that have adapted Apple Tree’s model 
has a slightly different organizational structure and has adapted their program in unique ways.  
 
Three communities that have adopted similar programs are:  

1. Charlotte, N.C.: a hospital planning to add on to dental clinic with a mobile van 
contracted with Apple Tree to design the office, software and forms; train staff; and 
provide ongoing software and technical support. 

2. Greensboro, N.C.: a newly created private, non-profit organization contracted with Apple 
Tree to help them create a copy of  Apple Tree’s nursing home program; the new 
program has since grown and spread to additional areas in North Carolina. 

3. Sicily Island, LA: Apple Tree was asked to design a multi-site delivery vehicle and 
mobile dental office, provide software, and train staff for a federally qualified health 
center; the program serves Head Start centers and nursing homes in a remote rural area.  

Financing 
Apple Tree Dental's budget for 2003 was about $6 million. The largest revenue source (about 
55%) is public programs, primarily Medicaid  and MinnesotaCare which pays for dental services 
for low income adults and children as well as the frail elderly. Private patient care payments 
(commercial insurance and out-of-pocket including a small number of uninsured who pay 
according to individualized payment plans)21 comprise about 36% of Apple Tree's revenues, and 
the remainder (about 10%) comes from contributions from foundations, corporations, 
government agencies, and individuals. 
 

Apple Tree Revenue Sources, 
2003
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Source: Apple Tree Dental 
 
 
Medicaid pays less than half of "usual and customary rates" (UCR) in Minnesota, but the state 
provides supplemental payments to designated “Critical Access Providers” who provide a 

                                                 
21 There are few low-income uninsured patients because of the MinnesotaCare program which provides dental coverage 
on a sliding scale for people who are poor, but not eligible for Medicaid.  



Economic and Social Research Institute 

 52

minimum of $50,000 in services for Medicaid patients.  As a critical access provider, Apple 
Tree's total public program payments were 53% of UCR in 2003. Apple Tree also charges 
nursing homes a $4 per bed per month "Oral Healthcare Services" fee to help cover hygienists' 
screening and educational services, and other costs which are not billable to Medicaid using 
dental reimbursement codes. Apple Tree is able to provide comprehensive care at a cost that is 
about 25 to 30% less than the average costs in the area.  Overall cost reductions are achieved by 
boosting dentist productivity through efficient on-site care delivery, funding capital expenses and 
project expenses with grants and gifts, eliminating tax expenses by being a nonprofit 
organization, and by keeping salary expenses and other expenses down.  In previous years, 
Apple Tree has filled operating shortfalls through a combination of earned revenues from private 
patients and contributions.   
 
Hoping to reduce its reliance on donations to meet ongoing dental care program expenses, the 
organization – led by an interdisciplinary Board that includes experts in nonprofit management, 
business finance and banking, is emphasizing an updated business model and strategic plan – 
with a goal of reducing the ratio of public to private patients from 75:25 to 60:40. Their strategy 
is to increase earned patient care revenues by attracting more people from the community to their 
clinics. There has been, however,  some opposition to his change in strategy expressed by private 
practice dentists who say they feel threatened by competition.  
  
Apple Tree has been very successful at fund raising. A new generation of state-of-the-art mobile 
dental equipment was developed through partnerships with dental equipment manufacturers 
triggered by a $175,000 state grant that ultimately was leveraged to total $1.2 million. They 
recently partnered with Minneosota’s  Head Start agencies on a federal “Apple Tree Head Start 
Teledentistry Project” proposal that was awarded in 2004. Advocacy work has been funded in 
large part through grants, including a $100,000 Robert Wood Johnson Foundation Community 
Health Leadership award received in 1997. According to Apple Tree leaders, the beneficial 
results of policy changes resulting from its advocacy work are critical to accomplishing its 
mission now and to sustaining it in the future.   
 

Service Value, Reimbursements,and Uncompensated Care
Twin Cities and Hawley Programs, 2003
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Challenges & Obstacles 
Apple Tree leaders contend that one of their biggest challenges has been carrying out their 
mission without the help of "organized dentistry." During Apple Tree’s development, leaders in 
organized dentistry have often opposed their efforts to expand government support for oral 
health care.  Apple Tree has worked to overcome this obstacle through a community engagement 
strategy that began by forming links with other nonprofit organizations and foundations that 
shared Apple Tree’s mission and goals.  Community engagement involves inviting different 
voices to the table, linking up with patient advocates and safety net providers, and ultimately 
working with the state legislature. Over the years, these strategies have helped influence the 
leaders in organized dentistry to change some of their earlier positions. In 2004, the Minnesota 
Dental Association has joined forces with Apple Tree as a partner in the Oral Healthcare 
Solutions Project, seeking to encourage more dentists to participate in serving public program 
patients.    
 
Other challenges faced by Apple Tree have included the difficulty of developing new mobile 
dental care delivery systems, negotiating new contractual and operating relationships with 
satellite sites and writing custom software programs needed to manage the delivery of care at a 
large number of sites.  Apple Tree’s greatest financial challenge has been obtaining funds to 
meet cash flow needs, filling the gap between when services are provided and when 
reimbursements are received.  Apple Tree’s accounts receivable have often been equal to one 
calendar quarter worth of income, and banking relationships and relationships with key vendors 
have been used to bridge this gap.   
 
In a state with a shortage of dentists, is can be very difficult recruiting dentists, especially 
dentists with the training and desire to serve special needs populations. Apple Tree has addressed 
the challenge of obtaining qualified dentists and dental hygienists and other key staff through a 
combination of recruitment efforts and retention plans that provide key employees with 
maximum work schedule flexibility and individualized career development support. Also, in the 
last few years, the pool of potential dentist employees has been dramatically enhanced by state 
licensure rules that allow foreign-trained dentists to obtain licensure after completing accredited 
post-graduate residency training and passing national board examinations, but without the 
requirement to pass expensive regional board examinations that most states require.  Apple Tree 
has hired a number of well-qualified foreign-trained dentists, and during 2003 and 2004 it has 
turned away more than a dozen dentists seeking employment.   
 
Other challenges are related to the specific populations served. Some patients, because of their 
mental and physical disabilities, can become combative, and it can be very difficult to discover 
techniques are will enable these patients to obtain the care they need. It can also be difficult 
communicating with nursing home and group home staff about the need to maintain preventive 
care, and to obtain family consent before treatment is started. Also, when providing care for 
patients with special needs, it is often difficult for dentists to determine the most appropriate 
care, and sometimes alter their treatment plans, for patients who are unlikely to perform follow-
up protocols.   

 
The fact that Apple Tree depends in part on donations to cover basic operations raises questions 
about the stability and sustainability of the current funding streams. The organization is 
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addressing this challenge by attempting to shift their patient mix to 60% public program and 
40% private pay, as described earlier. And while Apple Tree leaders have been very successful at 
fund raising, it may be harder for new organizations trying to replicate the program without their 
history, connections, and fundraising expertise.  
  
The fact that Medicaid (and other public program) reimbursement is Apple Tree's largest revenue 
source raises questions about the ability to replicate this model in states where Medicaid does not 
cover dental care for adults. Possible ways to address this problem are: alter the  patient base to 
include only children covered by Medicaid,  serve more  private pay patients (to cross-subsidize 
uninsured patients), and/or pursue dental access grants for a hybrid model in which Federally 
Qualified Health Centers contract with Apple Tree-type organizations, thereby tapping federal 
funds for dental care.  This problem underscores the ultimate challenge and goal, to effect 
change in Medicaid (i.e, assure dental coverage and adequate reimbursement) at the federal 
level, to ensure appropriate and timely treatment of elderly and disabled.   

Accomplishments  
Apple Tree Dental has been recognized by numerous organizations for its accomplishments in 
expanding access to underserved populations. Specific accomplishments include the following:  

 
•  There were over 11,000 individual patients served and about 47,000 patient encounters 

and at Apple Tree clinics and mobile sites in 2003;  about 37,000 of these encounters 
were dental care visits (see figure below),and about 10,000 encounters were screenings;  

•  Apple Tree has developed highly sophisticated software systems for coordination of 
appointment scheduling, getting mobile dental offices to the right place each evening, and 
for billing Medicaid; this is instrumental in keeping the operation running smoothly and 
efficiently; 

•  Apple Tree is one of  only a couple of organizations in the U.S. using teledentistry for 
primary care in rural areas;  

•  Apple Tree has created and maintained an oral health database containing diagnostic and 
treatment information on over 20,000 nursing home residents that has been used by 
researchers to study the dental care needs of the institutionalized elderly; 

•  Their advocacy activity has been effective in promoting significant policy change in the 
areas of workforce, funding, and systems reorganization (described above); it has 
developed allies in the legislature, and its lobbyist works with them to formulate policy 
proposals; 

•  Apple Tree was awarded the state grant to implement and coordinate the Oral Healthcare 
Solutions Project (described above), which has the potential to change the way dental 
care is purchased by the state and, ultimately, improve access to care; 

•  The organization is helping to address workforce shortages by advocating expanded roles 
for hygienists and dental assistants, and the creation of a new mid-level "oral health 
practitioner"; it also hires foreign-trained dentists for its own staff;  

•  Apple Tree has helped other communities replicate and adapt its model (described 
above).  
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Conclusion 
Apple Tree Dental is viewed by other stakeholders as innovators in access and treatment for 
special needs populations, as well as effective advocates and lobbyists who are "willing to do 
things differently."  The organization's growth over the years indicates that a private, non-profit 
model for providing dental care to underserved populations is a viable, if not preferable, 
alternative to public health programs.  Yet the public versus private structure is less important, in 
terms of replicating the model to other communities across the country, than bringing together 
community champions, motivated staff, adequate resources, and infrastructure.  The greatest 
challenge may be assuring stable funding for serving special needs populations. With the 
majority of states without or cutting back public coverage for adult dental care, the onus is being 
shifted to the federal government to assure that the most vulnerable people in our society can 
have their oral health needs met.  
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Case Study: Community DentCare 
Northern Manhattan, New York 
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*** 

Summary-Overview 
This case study focuses on the Community DentCare program (“DentCare”), which is working to 
improve access to preventive and specialty dental care to low-income children and adults in the 
Northern Manhattan neighborhoods of Harlem and Washington Heights.  Through a partnership 
among Columbia University’s School of Dental and Oral Surgery (SDOS), the Harlem Hospital 
Center (HHC), and several community-based organizations, Community DentCare has 
established a delivery system in these underserved neighborhoods that emphasizes preventive 
approaches and access to care.  Implementation of the program was made possible by leveraging 
the existing resources available through the university’s medical center and Harlem Hospital 
Center with outside grant funding to create community-level partnerships that would be critical 
to neighborhood outreach.   
 
Community DentCare’s three-pronged agenda is to 1) deliver primary, specialty, and tertiary oral 
health care; 2) maintain partnerships between the academic and hospital provider sites and the 
community; and 3) develop a financially sustainable delivery model.  While the ultimate goal 
was and continues to be improving health access and outcomes for underserved populations in 
Northern Manhattan, the program is also providing an opportunity for dental students and 
residents to witness first-hand the needs of the community, and raise their awareness of how they 
can help meet those needs as dental professionals.  It is a delicate balancing act for the program’s 
administrators, who have to weigh their desire to expose students to the pros and cons of 
providing community health care against their desire to provide the most efficient service 
oriented care for the patients being treated.  Students at SDOS can choose Community DentCare 
as an elective in which case they rotate to the DentCare sites and provide care.  The Community 
DentCare sites are organized to fulfill their service mission first and an educational function for 
dental students second.  It should be noted that dental residents are important members of the 
Community DentCare team and are directly involved in providing care.  
 
Community DentCare services are provided through a network of CHCs/FQHCs, school-based 
health centers, neighborhood practices, a mobile dental van, and the Columbia University School 
of Dental and Oral Surgery  and the Harlem Hospital Dental Service.  As of early 2004, 90 
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percent of program funding was collected through patient care revenue, with Medicaid being the 
most common payment source. 
 

Lessons 
A number of lessons can be taken away from the development, implementation, and ongoing 
operation of Community DentCare, including the following: 
 

•  Leaders and champions needed:  The program could not have been established without 
a charismatic and visionary leader, as well as smart, committed individuals. 

•  Community partnerships are key: With relationships that span beyond the provider 
realm and into the community, the program developed a strong base of stakeholders that 
bought into and “owned” the program.  Building strong coalitions gave the planners the 
opportunity to collect a full range of perspectives, opened them up to new ideas, and 
provided new solutions to old problems.  

•  Recognize that stakeholders’ roles change over time: DentCare administrators 
understood that the individuals who design and implement the program may not be the 
strongest at keeping the program alive through the long term.  Along the same lines, the 
role of community partners change over time; e.g., some may shift from programmatic 
partners to political partners (or vice versa) as the program evolves.  

•  Find a sustainable source of funding: DentCare developed its provider network initially 
through external grants and by partnering with Community Health Centers and Federally 
Qualified Health Centers (CHCs/FQHCs) which provided a stable financial foundation.    
By reducing the need to continually seek grants and other soft money sources or rely on 
volunteers, the administrators could focus on strengthening the operations of the program 
so that it could be financially self sufficient based primarily on patient care revenues.  

•  Establish a referral relationship with an "anchor": DentCare planners understood that 
they could not provide preventive care to patients without having access to a full-service 
practices or clinics for those with serious or complex needs.  Thus, DentCare providers at 
schools and other preventive sites can refer patients requiring additional treatment to a 
network of community-based practices or to HHC or SDOS clinics for tertiary care.  

•  Acknowledge and respect the community’s history and traditions: Beyond assessing 
the community’s health care needs during its initial implementation, the DentCare 
designers were acutely aware of the cultural and demographic influences on the 
community’s oral health status. For example, in Northern Manhattan, providers had to be 
aware of the fact that many children are being raised by their grandmothers, many of 
whom associated dental care with negative and painful memories.  By understanding and 
respecting that history, the providers who created the program were in a better position to 
address these fears and make progress with the current generation of children needing 
care.  

•  Create custom-tailored outreach strategies: An important point the DentCare 
administrators stressed was the need to recognize that there is not a one-size-fits-all 
outreach strategy, even when the program is operating in a small geographic area.  In 
Northern Manhattan, program planners realized after some trial and error that the 
communities of Washington Heights and Harlem had different relationships with local 
institutions, and therefore different opportunities for effectively communicating with 
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constituents.  In Harlem, outreach efforts focused on churches were found to be most 
effective; in the neighboring Washington Heights area, however, outreach is more 
effective when coordinated through community-based organizations and schools.  

•  Don’t miss the opportunity to mentor dental and medical students: The DentCare 
administrators estimate that system delivery changes can take place if as few as two to 
five percent of a dental school’s graduating class decides to make a commitment to 
providing care in a community-based setting. At the same time, by targeting students for 
recruitment, the community-based delivery system will become increasingly populated 
by young faculty who will have a long professional career that can be devoted in part to 
meeting the needs of the underserved. 

•  Use available research data to be a strong advocate and affect policy change: 
Columbia University and the Harlem Hospital Center continually collect and analyze data 
on DentCare utilization, provider participation, funding sources, etc.  They have used 
these data and analyses to proactively and successfully lobby the New York State 
Legislature in Albany on a number of issues affecting oral health care for underserved 
populations in the state (see “policy and leadership” section).  As one stakeholder 
commented, “it is now at the point where Albany knows to come to Columbia when they 
need information on access issues.”   Building that reputation did take some time, 
however. 

 

Table: Key Program Features  
 
Program Components Eligibility Location Financing 
Community 
DentCare 

- Preventive care to 
children through 
school-based 
clinics, with 
comprehensive 
care at one site 

- comprehensive 
care to children 
and adults through 
community clinics  

- preventive and 
basic restorative 
care for children at 
Head Start centers 
using dental van 

- Serves 
individuals 
with 
Medicaid, 
SCHIP 
coverage, 
uninsured 

8 schools in Harlem and 
Washington Heights 

- 5 CHC/FQHC sites 
- One mobile dental van 
- Tertiary care available 

at Columbia Dental 
School and Harlem 
Hospital Center clinics 

 

- Bill Medicaid, 
SCHIP when patient 
is eligible 

- CHCs are reimbursed 
according to their 
financing stream 
including wrap-
around funds from 
federal government 

- Other services 
provided on a sliding 
scale. 

- No one is turned 
away for lack of 
payment, 

- Private foundation 
and government  
grants for start up 
costs and capital 
projects 
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Program History and Development 
  
The seeds of the program were sown in the mid-1980s when a new dental director at Harlem 
Hospital Center (HHC) transformed the institution’s emergency dental clinic into a 
comprehensive clinic site that would provide a full range of comprehensive dental services to the 
community. To launch this vision, in 1984 the hospital began offering primary and preventive 
care, and by developing close program ties with the Columbia University SDOS.  The two 
institutions developed collaborative educational and service programs.  These programs were  
crucial to developing the foundation for Community DentCare.  Working in concert, leaders at 
Columbia and Harlem Hospital began the process of reaching out to community stakeholders, 
including schools, churches, and advocacy and support groups, to determine the oral health needs 
in Northern Manhattan (Harlem and Washington Heights, specifically) and strategize over how 
those needs could best be met.  According to the founders, looking back over the development of 
the program, they can identify three phases by which it took shape over the course of ten years.  
 
The first phase began in 1984 when the HHC dental director first began to transform the 
hospital’s emergency dental clinic into one that would provide comprehensive care to the 
community.  There were several challenges to this vision, however.  At the time, there was not a 
full range of specialists and the hospital needed to recruit such staff to offer comprehensive 
dental care.  To create such a staff,  HHC and SDOS came up with a plan (“phase two”) to 
educate Harlem Hospital general practice dental residents in a specialty service.  Every year, 
over a ten year period such residents were enrolled in SDOS specialty training programs until 
every specialty was covered and the hospital could feel confident that it had a solid core of full 
time staff.  The trainees were mostly in their late twenties when they completed their specialty 
training; consequently the current HHC staff is in their forties, which means that the 
collaborative process benefits will be felt for a long period of time.  Through this process, the 
HHC now has the professional staffing infrastructure necessary to operate a full-service dental 
clinic. 
 
The third phase was marked by the planning and implementation of Community DentCare by 
community/university planning committees.  A household survey of the neighborhood 
demonstrated that the biggest health care access issue in the Northern Manhattan neighborhoods 
was access to oral health care.  Those who worked on creating the HHC clinic realized that its 
existence would only ameliorate access problems to a certain degree, and that they needed to 
reach out aggressively into the community.  At the same time, Allan Formicola, Dean of SDOS, 
was hearing from school principals about the effect of poor dental health on school children in 
terms of missed classes and poor performance.  Subsequently, SDOS and HHC began the 
process of establishing school-based and community-based oral health programs, thus beginning 
the Community DentCare program.  By partnering with the Columbia School of Public Health 
(SPH), the program, now officially called “Community DentCare” could go into the SPH’s 
already-established school-based health centers and begin addressing this disparity in access to 
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dental care.22  From there, DentCare branched out to deliver care at CHCs/FQHCs, and to Head 
Start centers and other locations using a mobile dental van.   
 
As of 2004, the program delivers care through the Harlem Hospital Center and SDOS clinics, 
eight neighborhood schools, five community health centers, and the mobile van.   
 
Community DentCare: Providing Increased Access to Care 
Site Number of Annual Visits 
School-based clinics 10,000  
Community Health Centers  

Heritage, Boriken, and ACNC  16,500 
Thelma Adair and Haven Avenue  20,000  

SDOS/Harlem Hospital Center  105,000  
Mobile Dental Van 3,500 
 

Program Model and Major Activities 

Populations Served 
Community DentCare was conceived to target schoolchildren for preventive programs and to 
increase access for children and adults with a special focus on providing care for the elderly.  
Children are provided services through school-based clinics and a mobile van.  The school-based 
health centers are successful at introducing kids to oral health care and providing preventive 
care, while follow-up is provided at full service community sites and the main clinics at the 
SDOS and HHC.  Finally, adults and seniors are treated at the community health centers.  Below 
we present examples of delivery sites and their populations served. 
 
 

                                                 
22 At the time Community DentCare started, NYS regulations prohibited the establishment of a dental clinic in a school 
unless that school already had a school-based health center.  These regulations were clarified in 2004 to allow dental 
clinics to go into schools without already-established health centers. 
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Thurgood Marshall Academy 
The Thurgood Marshall Academy for Learning and Social Change is a public middle and high 
school in Harlem that houses a school-based wellness center that includes a dental chair.  
72 percent of the 400 students qualify for Title I Education funds, as well as free lunch.  The 
wellness center provides immunizations, mental health counseling, dental services, and 
medical care for acute and chronic conditions.  One aspect of their 2002-2005 “strategic 
vision” is to “provide an array of health and social services that focuses on the wellness and 
development of our students and their families.” 

Mobile Dental Center 
Community DentCare, in partnership with the Children’s Aid Society and Crest Healthy 
Smiles 2010, runs a two-chair mobile van that provides services at 40 different sites around 
Northern Manhattan.  The van staff includes a full-time dental director, dental assistant, and 
a data entry/driver/maintenance person.  Part-time staff include a dental hygienist, a pediatric 
dentistry resident, and an attending dentist.  The van provides a comprehensive range of 
services from dental exams and cleanings, to fillings, x-rays, and sealants.  It also makes 
referrals to specialty and emergency care and provides oral health education. The van 
travels mainly to Head Start programs, but also treats children at some elementary schools 
and other community-based programs. If specialty treatment is needed by a patient, the 
van's dentist refers the child to one of the Community DentCare affiliated clinics. 
Photos: Mobile dental van outside a Head Start site; dental van staff and director. 
 
  

[left photo: Mobile Dental Center. Right photo:  
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Policy Leadership/Development 
Community DentCare representatives travel frequently to Albany to lobby state legislators on 
issues related to public health funding, regulatory flexibility related to Medicaid, SCHIP and 
Family Health Plus, school-based care delivery, and any other proposed policies or budget 
changes that could affect delivery of care to their target population.  As mentioned earlier, the 
DentCare team has contributed toward several policy and legislative actions, including the 
following:  

•  Allowing the establishment of a dental clinic in a school with no current health 
clinic: Chapter 198 of the laws of 1978 had prohibited the creation of a stand alone dental 
clinic in a public school that did not have an already-operating school-based health 
center.  At the beginning of DentCare’s implementation, this was not necessarily a huge 
barrier, since the SDOS was able to work together with the Columbia School of Public 
Health.  The fact that the SPH had an infrastructure already in-place for the delivery of 
school-based services actually was a great advantage for DentCare.  But once the 
program matured and sought to expand to a greater number of schools, this law created 
an obstacle.  Thanks in part to the lobbying efforts of DentCare providers and 
administrators, the law was clarified to allow dental clinics in schools whether or not 
there is already a school-based health center there. 

•  Dental Carve-Out in Medicaid: Medicaid managed care is slowly being phased-in in 
New York City.  As the time approached for Northern Manhattan’s population to be 
transitioned from fee-for-service to managed care, the New York State Academic Dental 

Thelma C. Adair Center 
The Thelma C. Adair center was recently opened after an intensive four year design and 
construction process.  The program’s goal was to make what is a community-based clinic 
look and feel like a private practice setting in order to provide a higher level of service for 
underserved elderly in Harlem.  The center is not a CHC, but rather a non-profit corporation 
operated by the Columbia University Medical Center1. The center is also affiliated with 
Harlem Hospital Center, and is dedicated to providing primary medical and dental care, 
offering a wide range of services, particularly to the elderly.  
 
Dental services include preventive care and fillings, periodontal care, oral surgery, dentures, 
crowns, and bridges, and endodontics.  For dental services, the Thelma C. Adair Center 
accepts Medicaid, Child Health Plus and Family Health Plus, and the Columbia Dental Plan.  
For medical services, the center participates with most major managed care organizations 
available in New York City. In keeping with its mission of being a community-focused 
institution, the center provides a discount of up to 60 percent to uninsured patients who live 
within a two mile radius of the facility.  As the facility settles in to its new surroundings, it will 
add a social worker to augment the clinical services being provided.  
 
The co-location of medical and dental providers at the center has led to both formal and 
informal systems of integrated care.  On an informal level, dentists share treatment plans 
with doctors in order to ensure that there will be no negative reactions from drugs, etc.  
Formally, the medical director, dental director, and administrator meet once a week to 
coordinate patients, care schedules, etc.  
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Centers lobbied Albany to retain the existing institutional provider cost recovery 
reimbursement rate for dental care when provided by academic institutions, rather than 
incorporating it into a capitated rate, which could threaten the sustainability of the 
DentCare program.  Using data on the number of dental visits the program provided and 
the improvement of oral health outcomes, they made a strong and convincing case for 
carving out dental care.23  This carve out will allow the five academic dental centers in 
New York State continue to provide care to underserved populations, which will have a 
direct impact on community-based programs such as Community DentCare. 

•   Funding for special projects:  In addition to policy successes, the program has also 
received major grants from the W.K. Kellogg Foundation and others to purchase the 
mobile van, construct the Thelma C. Adair Center, as well as for other service delivery 
activities. 

Education and Research 
While it may seem counter-intuitive, given its connection to the Columbia School of Dental and 
Oral Surgery, the Community DentCare program’s main priority is not educating students, but 
serving the community.  In fact, most services are provided by dental faculty and dental 
hygienists.  That being said, however, there are ample opportunities for students to participate in 
the program and serve its target populations as part of their training.  Third-year dental students 
who choose Community DentCare as their elective do rotate through DentCare sites to observe 
dental procedures and to become familiar with the operations of community-based sites and their 
patients.  In their fourth year these students are given the opportunity to provide care at the sites.  
In all cases, there is a strong emphasis on not turning DentCare into a teaching rotation but rather  
the focus remains on providing service to patients.   Another opportunity for students is to 
become a fellow in Columbia’s Advanced Education in General Dentistry (AEGD) program, 
through which they would rotate through some of the DentCare sites and provide services. 
 
There are a number of research analyses being conducted by DentCare faculty, using encounter 
and claims data collected through the program. Examples of recent studies include “Dental 
Caries Experience in Northern Manhattan Adolescence,”24 “Oral Disease Burden and Dental 
Services Utilization by Latino and African-American Seniors in Northern Manhattan,”25  “Lack 
of Oral Health Care for Adults in Harlem: A Hidden Crisis,”26 and “Implementing a Community-
based Oral Health Care Program: Lessons Learned”27.  The faculty at Columbia and Harlem 
Hospital Center are motivated to share with other communities, providers, and researchers the 
lessons they have learned in developing and implementing the program, and the successes and 
obstacles they have faced in providing care to an underserved population, and will continue to do 
so through their research and dissemination. 
 

                                                 
23 Note, however, that the carve-out only applies to the traditional Medicaid program, and not to patients using Child or 
Family Health Plus. 
24 Mitchell, D.A., et al., Journal of Public Health Dentistry, 63(3):189-94, 2003. 
25 Ahluwalia, K. and Sadowsky, D., Journal of Community Health, 28(4):267-80, 2003. 
26 Zabos, G., et al., American Journal of Public Health, 92:49, 2002. 
27 Diamond, Litwak, Marshall, Diamond, Journal of Public Health Dentistry. Vol. 63, No. 4, Fall 2003  
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Finally, there is a parental education component to DentCare.   The mobile dental van’s director 
conducts educational activities for parents of the 3-5 year old children he treats. He also 
collaborated with Columbia students to develop an age-appropriate curricula that other dental 
directors and Head Start staff could use to teach children from pre-school to high school.  For 
example, the teaching tools for young children focus on brushing and flossing, while for older 
children they concentrate on tobacco and tongue piercing.   These curricula were reviewed by the 
School of Dentistry’s leadership, and now dental school students use it when they go into the 
community for programs such as “Give Kids a Smile Day.”   Other resources that DentCare uses 
to educate parents include collaborating with  Alianza Dominicana, a community service group 
in Washington Heights.  One program developed by Alianza was focused on helping mothers 
take care of their infants’ mouth.  
 

Replication 
Theoretically, Community DentCare would not be a difficult program to replicate, since much of 
the financing comes from Medicaid.  Because all states are required to provide dental coverage 
for eligible children, this provides a relatively stable financing stream.  It should be noted, 
however, that because Medicaid reimbursement rates vary widely between States, recreating this 
program in a different state would probably require a reimbursement structure which allows for 
cost recovery.  Unfortunately, this is not the case in many states.  In addition to the financing 
aspect, there are a number of tangible and intangible factors that have made DentCare a 
successful program, and may not be available in other communities. First, replication would 
require a strong institutional foundation (such as the one created by Columbia and Harlem 
Hospital), and strong neighborhood ties. The heart of the program rests at Columbia University 
and its relationship with Harlem Hospital Center.  With the University and the hospital working 
together and joining resources, the program was able to survive its early years when patient 
revenues did not cover costs.  It is important to note that at that stage of development, outside 
funding was essential to the program’s implementation. 
 
For all the elements that may make DentCare difficult to replicate, there are some ways in which 
it may actually be easier to implement in smaller cities where community-based assessments are 
more manageable, and there is less immigration-related transience.  Small cities with strong 
CHCs and a desire to improve oral health are good candidates to replicate community-based 
programs such as DentCare.   

Financing 
The program administrators learned that it is necessary to tap every existing resource for 
financing, from Medicaid, Child Health Plus (New York's SCHIP program), and Family Health 
Plus (New York’s subsidized managed care program for low-income adults), to Community 
Health Centers, the state legislature, and private funders.  To develop and implement the 
program, private and public grants played an important role. An initial grant from the W.K. 
Kellogg Foundation, for example, was instrumental in developing a network of community 
providers and leaders, as well as providing funds for the creation of the Thelma C. Adair Center, 
a community-based medical and dental center in Harlem. On an ongoing basis, DentCare sites 
bill Medicaid, and Child and Family Health Plus whenever the patient is eligible.  Uninsured 
patients who may be eligible for one of these programs are asked if they can be referred to one of 
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the neighborhood's "facilitated enrollment" agencies such as Alianza Dominicana. In cases where 
the patient does not have a coverage source, services may be paid for out-of-pocket by the 
individual, often using subsidies from the Children’s Aid Society, Columbia University, Harlem 
Hospital Center, or other sources.  When the program began in 1994, less than 25 percent of the 
financing came from patient revenue.  Ten years later in 2004, almost 90 percent of the financing 
comes from patient revenue.  The goal is for the program to become completely self-sufficient so 
that it does not have to be dependent on grant funding to survive.  
 

Challenges and Obstacles   
As with the implementation of any program, DentCare encountered a number of challenges over 
its lifetime.  Moving forward, the program’s administrators are aware of the continued 
challenges and obstacles that are inherent in delivering services in a less-than-fully funded health 
care system for an underserved population’s whose needs are continually growing and evolving. 
Some of the current and future challenges include the following: 

•  Balancing multiple programmatic needs:  One issue the program is dealing with is how 
to balance the three SDOS missions of patient care, education, and research during a 
period of economic downturn.  For example, with SDOS now placing a greater emphasis 
on its research mission, it is imperative that DentCare shores up its financing to guarantee 
survival.  The program is creating stronger ties with state policymakers in an effort to 
improve state support for oral health care.   

•  Changing attitudes about oral health:  Educating individuals and the community to 
think of oral health care as something to be done preventatively rather than as an 
emergency arises, was and continues to be a challenge.  Educational curricula developed 
and used by DentCare providers and Columbia faculty are being used to address this 
issue but much work remains to be done in this area.  

•  Improving oral health follow-up and maintenance: Providers voiced frustration over 
the lack of appropriate follow-up and maintenance following children’s dental 
procedures, much of it due to the fact that parents do not have access to care.  Without 
parental involvement in the health care system, maintaining children’s good health 
becomes more difficult.  Providers noted that a potential solution to this problem would 
be to make parents and children over age 18 eligible to receive services in the same 
school-based health centers where their younger children and siblings sought care.  

•  Integrating Oral Health and Primary Care:  Although students at Columbia’s School 
of Dental and Oral Surgery do spend their first two years in the classroom training with 
the Columbia Medical School students, DentCare providers acknowledged that in general 
primary care providers do not acknowledge the role of the mouth in general physical 
health.  One DentCare provider told an anecdote about a child whose primary care doctor 
treated him for anemia due to a low iron count.  What went unnoticed by everyone but 
the DentCare dentist was that this child had severely rotted teeth which made eating 
extremely painful.  After extensive dental repairs were made and the child was able to eat 
pain-free, his iron count rose and his anemia disappeared.  Community DentCare is 
working with the department of adolescent medicine to provide oral health training to 
these medical residents to address this issue.  
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•  Making Schools/Head Start Programs Active Partners:  DentCare administrators 
acknowledged the integral role that school and Head Start staff (family workers, 
specifically) play in making the program a success. Without the efforts of these staff in 
collecting consent forms from parents, the DentCare providers in the school-based clinics 
and on the dental van would not be able to provide services. Thus, the challenge at times 
has been in working with  these institutions, as well as with the Board of Education, to 
ensure consent forms are collected on a timely basis from parents, and that they are 
cooperating with the program.  

•  Meeting the Changing Needs of the Community:  Harlem’s demographic mix is 
changing rapidly, with the number of Latino residents gradually increasing in proportion 
to the African-American population.  As the Latino population in Northern Manhattan 
continues to grow, the needs of the community and the means for meeting those needs 
will shift accordingly.  One of the primary challenges that the program is already facing 
is the need for additional language translation services.  Other wrap-around services, such 
as social and transportation services are also likely to become more important, and take 
up more scarce resources.  

•  Serving New Populations: With DentCare on firmly established ground, its leaders are 
in the process of expanding the program to provide services for Northern Manhattan’s 
undeserved elderly population, as evidenced by the Thelma C. Adair Center’s mission of 
serving the elderly.  Planning has started to develop a network of preventive sites for the 
elderly in senior centers and nursing homes that would be linked to community-based 
practices for comprehensive care and to SDOS and HHC for tertiary care.  

•  Maintaining and Expanding the Oral Health Workforce:  DentCare leaders 
acknowledged that recruiting and retaining providers and faculty, particularly those who 
specialize in pediatric dentistry, is very difficult because of the lower pay scale in the 
public health clinics and academia versus private practice.  Potential solutions for 
addressing this challenge include advocating for the expansion of loan forgiveness 
programs for dentists who practice in underserved areas such as Northern Manhattan.  
Increasing the number of loan forgiveness “slots” and creating other financial incentives 
for dentists to remain in underserved areas would ease the burden on recruiting and 
retaining providers.   

 

Accomplishments 
In its relatively short lifespan, DentCare has achieved a great deal of success in terms of 
increasing access to oral health care and improving outcomes.  Some specific accomplishments 
include:  

•  Improvements in Dental Access: A recent community needs assessment conducted by 
the Community Advisory Board in preparation for designing a new Harlem Hospital 
Center building indicated that more local residents have visited the dentist in the last year 
than in previous years, according to NYC health statistics.  DentCare sites such as the 
mobile dental van have seen a 50 percent decrease in cavities in recent years.  

•  Increased Provider Investment in the Community: Dentists trained to work in the 
community are helping patients overcome years of fear and mistrust of the dental 
profession. DentCare founders were aware of the historical context for this fear, 
particularly the impact on the community made by a large clinic which served much of 
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the Northern Manhattan population from the 1950s to 1970s.  This facility had a 
reputation for performing procedures and extractions without any anesthetic, creating 
what DentCare administrators called “a generation of dental-phobics.  Community 
DentCare is improving access and is considering the historical context of dentistry as it 
seeks to improve the dynamic between dentists and patients.  Providers are recognizing 
the need to provide a social service component to their care delivery, and the complex 
integration between medical and social needs.  

•  Parents Taking Greater Responsibility for Oral Health: Thanks to the educational 
efforts being made by DentCare providers, parents are becoming much more aware of 
their role in providing preventive care, whether that means helping their children brush 
their teeth, to choosing fluoridated tap water over bottled water for their children.  

•  Development of Additional Programs and the Center for Community Health 
Partnerships: Through the establishment of DentCare, Columbia developed strong 
relationships with a number of community partners, which put the institution in a good 
position to seek new opportunities for advancing an oral health care agenda.  Two 
examples of how the school leveraged its DentCare experience to launch new programs 
include winning one of the 13 W.K. Kellogg Foundation Community Voices grants, and 
becoming the National Program Office for The Robert Wood Johnson Foundation’s 
Pipeline, Profession, and Practice: Community-Based Dental Education program.  
Northern Manhattan Community Voices is a collaborative of 35 community-based 
organizations and local health care providers working to improve the overall health of the 
Northern Manhattan community. The Columbia SDOS, Harlem Hospital Center, and 
community-based organizations such as Alianza Dominicana collaborate to provide 
services and address the barriers that contribute to poor health in the community, such as 
lack of insurance, language barriers, and cultural perceptions.  Pipeline, Profession, and 
Practice is a Robert Wood Johnson Foundation-sponsored program whose goal is to 
support dental schools around the county in their efforts to establish community-based 
clinical education programs; revise their curricula to integrate cultural competency 
training; and implement initiatives to increase recruitment and retention of 
underrepresented minority and low-income students. Both Northern Manhattan 
Community Voices and Pipeline are administered by Columbia’s Center for Community 
Health Partnerships, which was created in 2002 with the mission of supporting academic-
community partnerships focused on improving equitable health care.  The Center is 
currently looking at how to use a similar planning and implementation model as 
DentCare in the realm of mental health.  

 

Conclusion 
DentCare’s creators recognized both the oral health needs of Northern Manhattan’s underserved 
population, as well as the potential for effectively meeting those needs by leveraging and 
enhancing already-existing resources through collaborative partnerships.  The program’s 
accomplishments reflect the power of cooperation between various institutions: Columbia 
University and the Harlem Hospital Center; DentCare and community-based organizations, 
churches, and schools; and the Columbia School of Dental and Oral Surgery and the School of 
Public Health.  The DentCare model’s success also stems from its focus on providing services, 
building a strong foundation of community-based support, and developing a sustainable funding 
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stream that relies on patient revenue rather than soft money grant funding.  With these pieces in 
place, the program’s founders and leaders can begin to use the combination of institutional 
support, targeted mission and goal, and stable funding to address gaps in other areas.  Similarly, 
others will hopefully view this model as one that includes ingredients that exist in their 
communities, and seek to replicate the DentCare program to address their local needs.  
 


