
Head Start: An Opportunity to Improve the 

Oral Health of Children and Families

Access to Oral
Health Services

Head Start Early Head Start and Head Start are comprehen-
sive child development programs that serve

infants and children from birth through age 5, preg-
nant women, and their families. The overall goal of
these child-focused programs is to increase the school
readiness of young children from families with low
incomes.1

Data from Head Start operating year 2001–2002
reveal the following:
• There were 912,345 children enrolled in Head

Start; among these, 848,481 (93 percent) were 
ages 3 and older.2

• About 68 percent of the children were from a racial/ethnic minority group.2

• Of those children with health insurance, 63 percent were also enrolled in the Medicaid/
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program, which pro-
vides coverage for oral health services.2

Most children enrolled in Head Start are eligible for oral health services paid for through
either Medicaid/EPSDT, the State Children’s Health Insurance Program, the Indian Health
Service, or the military dependent dental plan.3

Head Start program specialists, directors, staff, and parents report that the number one issue
affecting Head Start programs nationwide is access to oral health services.4

Head Start Program Performance Standards state that programs, in collaboration with par-
ents, must determine each child’s oral health status within 90 days of entry into the program.
This includes:
• determining whether the child has a “dental home” (a continuous, accessible source of

care) and, if the child does not, assisting parents in obtaining a source of care.5

• obtaining determination from a dental professional as to whether the child is up to date
on the EPSDT schedule of age-appropriate preventive and primary care and, if the child
is not, assisting parents in scheduling a dental appointment to bring the child up to date.5

• obtaining or arranging for further diagnostic testing, examination, and treatment per-
formed by a dentist for each child with observable, known, or suspected problems.5

• developing and implementing a follow-up plan for any identified problems.5

Despite these standards, children enrolled in Head Start often experience barriers to dental
care (e.g., an insufficient number of dentists serving the Medicaid population, dentists who
are uncomfortable treating infants and young children).

Oral Health Status According to the Surgeon General’s report on oral health, tooth decay is the single most
common chronic childhood disease.6

As with general health, oral health status tends to vary in the United States based on 
sociodemographic factors.7 Analysis of data from the third National Health and Nutrition
Examination Survey (1988–1994) indicates that children ages 2 through 5 from families with
low incomes were five times more likely to have untreated tooth decay than their peers from
families with higher incomes.8

Children enrolled in Head Start, like other children from families with low incomes, experi-
ence more tooth decay, more extensive tooth decay, and more pain and suffering from tooth
decay than children from families with higher incomes.3



Promising
Strategies

Head Start is a model for oral health services for pregnant women, infants, and children
• Head Start officials recognize that a long-term oral health strategy must focus on preven-

tion.4 Efforts should include implementing educational strategies as well as cleaning
infants’ and children’s teeth daily, using fluoride toothpaste when appropriate, and encour-
aging the use of other periodic preventive measures such as fluoride varnish applications.12

• Dental examinations conducted at the beginning of each program year are critical for
identifying risk factors and early signs of tooth decay that respond to preventive
approaches, as well as dental problems that require referral for treatment.

• Head Start may be able to reduce or eliminate some barriers to care by arranging support
services such as transportation or case management.

• Promoting oral health for children enrolled in Head Start depends on implementing pro-
grams that create a positive environment within each child’s family and Head Start center,
combined with effective linkages to community-based health professionals to help chil-
dren obtain necessary preventive, diagnostic, and treatment services.

Community efforts must be supported at the state level by sound program policies and by an
effective infrastructure that incorporates professional guidance, evidence-based recommenda-
tions, and adequate resources for programs.

Coordinated and collaborative national, state, and community efforts are needed to enhance
access to care, prevention, and education. Future action can focus on the dissemination of
information about practical approaches that work in Head Start settings, training and techni-
cal assistance, and efficient data collection to monitor program performance.

An Arizona study found that among children enrolled in the Special Supplemental Nutrition
Program for Women, Infants and Children; Head Start; or child care centers, more than 6
percent of 1-year-olds, 22 percent of 2-year-olds, 35 percent of 3-year-olds, and 49 percent
of 4-year-olds had visible tooth decay.9

A review of studies on 3- to 5-year-old children enrolled in Head Start published between
1986 and 1996 reported that 22 to 92 percent of their decayed teeth remained untreated.9

The impact of oral diseases in children is substantial. Early tooth loss caused by tooth decay can
result in failure to thrive in children. Dental problems can lead to impaired speech develop-
ment, inability to concentrate on early learning experiences, and absences from child develop-
ment programs such as Head Start.7 Children with chronic dental pain are unable to focus and
may have difficulty completing schoolwork. Their performance in school may deteriorate.10

Results of a statewide study of Head Start centers in Maryland indicate that the overall
prevalence of tooth decay was 52 percent, with a higher prevalence found in rural than urban
centers (64 percent vs. 48 percent).11

References
1. Head Start Bureau. About Head Start. In Head Start

Bureau [Web site]. Cited January 30, 2003; available
at www.acf.hhs.gov/programs/hsb/about/index.htm.

2. Head Start Bureau. Head Start Program Fact Sheet. In
Head Start Bureau [Web site]. Cited March 31, 2003;
available at www.acf.hhs.gov/programs/hsb/research/
factsheets/02_hsfs.htm.

3. Edelstein BL. 2000. Access to dental care for Head
Start enrollees. Journal of Public Health Dentistry
60(3):221–229.

4. Brocato R. 2001. Head Start and Partners Forum on
Oral Health. Head Start Bulletin 71:1–43. Washing-
ton, DC: Head Start Bureau.

5. Head Start Bureau. Program Performance Standards
and Other Regulations. In Head Start Bureau [Web 

site]. Cited January 30, 2003; available at www.acf.
hhs.gov/programs/hsb/performance/index.htm.

6. Edelstein BL, Douglass CW. 1995. Dispelling the
myth that 50 percent of U.S. schoolchildren have
never had a cavity. Public Health Reports
110(5):522–533.

7. Office of Disease Prevention and Health Promotion.
2000. Healthy People 2010. In Office of Disease
Prevention and Health Promotion [Web site]. Cited
January 27, 2003; available at www.healthypeople.
gov/document/HTML/Volume2/21Oral.htm.

8. Vargas CM, Crall JJ, Schneider DA. 1998.
Sociodemographic distribution of pediatric dental
caries: NHANES III, 1988–1994. Journal of the
American Dental Association 129(9):1229–1238.

9. Tang JM, Altman DS, Robertson DC, O’Sullivan
DM, Douglass JM, Tinanoff N. 1997. Dental caries
prevalence and treatment levels in Arizona preschool
children. Public Health Reports 112(4):319–329.

10. Schechter N. 2000. The impact of acute and chronic
dental pain on child development. Journal of the
Southeastern Society of Pediatric Dentistry 6(2):16–17.

11. Vargas CM, Monajemy N, Khurana P, Tinanoff N.
2002. Oral health status of preschool children
attending Head Start in Maryland, 2000. Pediatric
Dentistry 24(3):257–263.

12. Kanellis MJ. 2000. Caries risk assessment and pre-
vention: Strategies for Head Start, Early Head Start,
and WIC. Journal of Public Health Dentistry
60(3):210–217.

This fact sheet was produced by Jolene Bertness and
Katrina Holt of the National Maternal and Child Oral
Health Resource Center under its grant (H47MC00048),
with assistance from the Association of State and
Territorial Dental Directors under its cooperative 
agreement Partnership for State Oral Health Leadership
(U93MC00177) from the Maternal and Child Health
Bureau, Health Resources and Services Administration,
U.S. Department of Health and Human Services.

Head Start: An Opportunity to Improve the Oral Health of
Children and Families © 2003 by National Maternal
and Child Oral Health Resource Center, Georgetown
University.

Permission is given to photocopy this fact sheet.
Requests for permission to use all or part of the 
information contained in this publication in other ways
should be sent to the National Maternal and Child Oral
Health Resource Center.

National Maternal and Child Oral Health 
Resource Center

Georgetown University
Box 571272
Washington, DC 20057-1272
(202) 784-9771 • (202) 784-9777 fax
E-mail: info@mchoralhealth.org
Web site: www.mchoralhealth.org


