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ABSTRACT

According to the Centers for Disease Control and Prevention (CDC), 19% of children between the ages of two and 19 have untreated dental caries. Caries is a multifactorial condition that requires a certain oral environment in order to develop. Poor oral health, including caries, can have a negative impact on quality of life and can progress to non-restorable condition, leading to tooth loss and increasing potential for infection. The prevention of caries at the physiological level, however, is well understood. 
Despite understanding the cause and prevention of oral disease, the question remains of why it persists. A report by the Surgeon General explains that although oral health is component of general health, there are communities where access to oral health care is limited, resulting in disparities and an increase in negative outcomes. Within the Appalachian region of the United States, it has been documented that oral health disparities exist. The presence of these ethnic and geographic disparities points to sociological as well as physiological causes of the disease. Despite knowing what causes tooth decay physiologically, no solution at the sociological level to completely prevent the disease from occurring, especially in children, has been developed and demonstrates a problem of public health relevance. In order to overcome sociological barriers, interventions need to address personal values as well as availability of resources such as affordable childcare, support, and education to attain a state of improved oral health. 
In the state of Pennsylvania (PA), several programs already exist that are working to address sociological barriers, such as the Age One Connect the Dots training program. In order to evaluate the effectiveness of the training and gather insight into the experiences of participants, six interviews with past participants in Age One Connect the Dots were conducted. It was apparent that the Age One Connect the Dots program is providing a benefit to the communities where the training is being implemented. However, it also clear that participants are experiencing challenges that go beyond the scope of the program; these challenges provide an opportunity for expansion and improvement. Recommendations for modification to the program based on interview findings were suggested. 
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PREFACE
This project was completed as a part of the practicum component of the Multidisciplinary Master of Public Health through the University of Pittsburgh Graduate School of Public Health. I am also pursuing a Doctorate of Dental Medicine degree, which included courses relevant to dental education and the American Dental Education Association Academic Dental Career Fellowship Program. My experiences and training in dentistry and dental education in combination with my passion for public health made pursuing this project of personal interest. In order to gain a full understanding of the program, I attended one of the training sessions described in this paper.  
This project included recording interviews from individuals who had taken the course previously and some who were facilitating training sessions. Due to the small number of participants in the project, no identifiers will be used in order to maintain anonymity. 
I would like to acknowledge many people for without whom this project would not be possible. I would like to thank Dr. Finegold for serving as the director of the MMPH program and for allowing me to have this opportunity. I would like to thank Dr. Polk for connecting me with those involved in the Age One Connect the Dots program so that I could complete this project, and for being a reader for this paper. I would also like to thank Amy Requa and Helen Hawkey from Age One for allowing me to work so closely with their organization. Lastly, but certainly not least, I would like to thank Dr. Terry for her training in conducting interviews, for her amazing support and validation in completing this project, and for serving as my supervisor and primary reader for this paper. Without the help from all of these incredible people, this would not have been possible. 
1.0  Introduction

According to the Centers for Disease Control and Prevention (CDC), 19% of children between the ages of two and 19 have untreated dental caries [1]. Caries, also known as tooth decay, is a disease resulting from the existence of the S. Mutans bacteria in the biofilm on the tooth surface. S. Mutans thrives when it has access to sugar and time to develop. Thus, poor oral hygiene and oral care practices also play an important role [2]. The development of caries is also associated with various risk factors including low socioeconomic status [1]. Studies have identified oral health disparities among individuals living in the Appalachian region. Some of the individual factors such as oral hygiene and diet described above are connected to social factors. Some community factors that may be affecting this disparity include limited access to fluoridated water, limited access to preventative dental services, and societal norms [3]. 

Caries is a multifactorial condition that requires a certain oral environment in order to develop. The consumption of fermentable sugars such as sucrose, fructose, and glucose allows cariogenic bacteria, like Streptococcus Mutans to form a biofilm, and have the potential to cause decay. Additional factors include genetics and nutrition. Bacteria consume the sugars and create acid as a waste product. The acid produced by the bacteria results in tooth decay. Oral hygiene behaviors, including brushing, flossing, and regular dental care, contribute to the reduction of caries by disrupting the biofilm so that it does not progress into decay and by removing the sugar. Acidic foods may also influence the development of caries due to creating an environment where cariogenic bacteria thrive. Saliva also plays an important role in caries management in that it provides immunologic factors and creates a buffer for the acid produced by bacteria and washes away sugar. Individuals who have decreased saliva flow are at a higher risk for caries development [4]. 

Caries, like other diseases, in combination with poor oral health can have a negative impact on quality of life. A component of the first Surgeon General’s report on oral health in American [5] partially focused on the effect of oral conditions on well-being and quality of life. The definition of quality of life includes psychological, social, and economical consideration. Oral diseases can affect the ability to eat and obtain proper nutrition and can therefore impact overall health. Psychologically, oral diseases can result in individuals decreasing their social concern for aesthetics and being judged. In addition, the pain that can be associated with oral disease can be limiting and have serious health implications such as inability to eat or sleep. The economic cost of oral disease is mostly from the need for treatment and potential for loss of productivity as a result of the disease [5]. Studies have also demonstrated that poor oral health in children can affect their ability to perform well in school 


[6] ADDIN EN.CITE .  Cultural considerations like cultural definitions of beauty may also impact how individuals view oral disease and their behaviors that can affect their disease status [5]. In addition to these effects on quality of life, oral disease such as caries can progress to a non-restorable condition, resulting in tooth loss and increasing potential for infection [4]. 

The physiological prevention of caries is well understood. The daily removal of biofilm by tooth brushing prevents the action of the bacteria on the tooth surface. In addition, monitoring or altering diet to decrease sugar consumption can prevent the acidogenic potential of oral bacteria. Fluoride is also an effective means of preventing tooth decay due to its ability to strengthen the enamel surface of the teeth. Lastly, regular dental care can help in surveying presence of current disease, need for treatment, and education on preventative techniques and interventions [4]. 

Despite understanding the cause and prevention of oral disease, the question remains of why it persists. The Surgeon General report [5] explains that although oral health is component of general health, there are communities where access to oral health care is limited, resulting in disparities and an increase in subsequent negative outcomes [5]. Specific populations and communities are identified as experiencing a disparity in access to oral health care in the United States. These populations include ethnic groups, low-income families (including Appalachian rural communities), individuals with special needs, those living with HIV, the elderly, and institutionalized individuals. Children of these groups are also considered to experience the disparity. Children in these communities are especially affected by oral disease, are often in more advanced stages of disease, and are most likely to seek dental treatment due to pain. Children of low-income families are less likely to receive dental care than those of higher income families due to their need to balance resources [7]. 

Within the Appalachian region of the United States, it has been documented that oral health disparities exist [3]. The region is known for having high levels of low-income, under-educated, and unemployed individuals. In addition, the oral health status in this region is poorer than other regions of the country. In the state of Pennsylvania, caries experience in children living in Appalachian counties was significantly higher than in children who lived in non-Appalachian counties. Caries experience is usually determined by measuring the number of decayed, missing, or filled teeth (DMFT score). The Appalachian population may be at an increased risk due to disparity in fluoride exposure, both naturally from water sources or professional application, and in utilization or preventative dental services [3]. 
Despite knowing what causes tooth decay physiologically, no solution to completely prevent the disease from occurring, especially in children, has been developed. A recent study assessed the challenges that low-income families face in achieving good oral health status [8]. For these families, it is important to consider community factors when planning interventions regarding oral health. According to this study completed at the University of North Carolina, families identified challenges that affected their getting oral health care for their children. These included finances, access to care and resources, and lack of knowledge about oral health. The study also emphasized that the way parents and caregivers value oral health can affect the oral health of their children. This study suggests that in order to overcome these barriers, interventions need to address personal values as well as availability of resources such as affordable childcare, support, and education to attain a state of improved oral health [8]. 

In the state of Pennsylvania (PA), several programs exist that are working with these principles in mind. With the support of the DentaQuest Foundation, a collaboration among four groups (Pennsylvania Oral Health Collective Impact Initiative, PA Coalition for Oral Health, PA Chapter of the American Academy of Pediatric Dentistry, and the PA Head Start Association) has created programs that focus on community aspects in order to address the problem of persistent oral disease in children and oral health disparities in the state [9]. Some of the goals of the DentaQuest Foundation include eliminating oral disease in children and incorporating oral health into education systems [10]. In addition, the Head Start Association, which provides pre-K education for children in low-income families nationally, requires that families establish a dental home as part of their enrollment policies [11]. 
2.0  Background
Organizations including Head Start and DentaQuest contributes to educating oral healthcare professionals on the importance of providing care to children experiencing oral health disparities. One example of a program educating oral healthcare professionals in Pennsylvania is the Age One Connect the Dots program [9]. The purpose is to create a relationship between pediatricians and dentists in order to 1) encourage dentists to perform infant dental exams, and 2) establish a dental home for the patient at a young age. The training is conducted through an interactive continuing education course advertised to oral healthcare providers, including dentists and hygienists. 


Pediatric physicians are already being encouraged to refer their patients to dentists before they reach one year of age; however, some dentists are unwilling to see young patients, which limits access to care. This program aims to increase ease of access and create a relationship with an oral healthcare professional when children are young and oral disease can be prevented. The goal is to train oral health professionals to be comfortable treating pediatric patients in their practices in order to achieve these aims. 


The program was originally created through the support of the Massachusetts Dental Society Council on Access, Prevention, and Inter-Professional Relations in 2012, and was then adapted for the state of Pennsylvania in 2013. The initiative promotes the goal that children are seen by a dentist by age one or within six months of the first tooth eruption, which is a recommendation supported by the American Dental Association, the American Academy of Pediatric Dentistry, the American Academy of Pediatrics, the American Dental Hygiene Association, the American Academy of Family Physicians, and dental schools. It is also supported by corresponding organizations in the state of Pennsylvania [9].

The push for this program came from a discrepancy between the recommendations of state and national organizations and what was being reported by dentists in practice. There was also a recognition of a lack of communication between the medical and dental communities. This created the necessity to share the shift in standard of care with dental and medical professionals in order to prevent oral disease. The objectives of the Age One program are to improve children’s oral health by encouraging age one dental visits as the standard of care, strengthening relationships between physicians and dentists, and connecting providers for Head Start families to establish dental homes [9].

The course is given by a trained oral health professional. The presentation focuses on reviewing and teaching topics relevant to the age one exam. The early part of the presentation emphasizes the importance of the age one exam, discusses medical and dental collaboration, explains the Head Start program, and describes potential barriers faced by both medical and dental professionals to access to care. The barriers include lack of providers who will treat young patients (under age three), lack of providers accepting medical assistance insurance, lack of family knowledge or prioritization of dental care, and difficulty in patients keeping appointments [9]. 

The lecture continues by explaining expectations and benefits of performing the infant exam and brings attention to establishing healthy oral health behaviors. The presentation reviews dental conditions of children, such as early childhood caries. The second component of the presentation includes potential challenges specific to the infant exam in addition to those mentioned, including lack of experience for dental providers on giving the infant exam, concerns of managing an infant patient, and reimbursement. To address these concerns, the presentation teaches insurance coding for procedures completed during the infant exam, provides practice management strategies, and aims to reduce fear associated with treating young patients. The practice model suggested includes consistency in communication with patients across the dental team, and incorporation of infant appointments into a busy dental schedule [9].  

The last component of the lecture reviews recommendations for infant oral health, hygiene, nutrition, and risk assessment, as well as techniques for completing the infant exam. This section uses a video showing an ideal infant exam scenario and interactive demonstration on how to do the infant exam, suggestions about when to refer or treat caries, and recommendations for pregnant patients. The lecture ends with a call to action for those in attendance to make an effort to incorporate infant examinations into their practices [9]. 

The course also includes a pre- and post-test and six-week follow-up evaluation survey. A recent report that summarized the results of the pre- and post-test for the past year demonstrated that those in attendance had statistically significantly higher scores on the post-test. The report also included the results of the follow-up survey, which had a response rate of 21.6% (74/343). The results of the follow-up survey showed that 73.2% of participants made changes in their practices to incorporate what was taught in the Age One course. However, in a question asking if providers faced difficulties in incorporating infant exams, 33.8% responded yes. The survey also inquired about referrals from pediatricians; 47.9% are not getting referrals from pediatricians for providing care to young children.  Of those who responded to the survey, 32.4% are current medical assistance providers, and only one respondent stated that they would consider becoming a medical assistance provider if given guidance [12]. This survey is limited in that only a fraction of participants responded, but signifies that there is opportunity for improvement. 
3.0  methods
In order to evaluate the effectiveness of the training further and gather more insight into the experiences of participants, interviews with past participants in Age One Connect the Dots were conducted. The purpose of performing the proposed interviews was to specifically identify barriers that trained providers are experiencing when attempting to implement the training they have received. The ultimate goal is to use the information to create a handbook for dentists and hygienists to more easily incorporate the training into their current practice or to make modifications to the training program. This particular project has no affiliation with the Age One Connect the Dots program.

Past participants in the Age One Connect the Dots program from 2013 to the present were contacted from a list of 794 individuals for interest in completing further evaluation of their experience with the program. Eleven individuals responded to the email, and six volunteered to be interviewed as a part of the project. Prior to the interviews, interviewees filled out a brief demographic survey asking their age, gender, number of years in practice, and a brief description of the community where they practice. A disclaimer was incorporated into each step of the recruitment process explaining that the interviews would be recorded and all information would remain anonymous. Participants would have no direct benefit or risk for participating in the project. Participants were allowed to stop the interview at any time. It was also clarified that this project was for personal interest and was not affiliated with the Age One Connect the Dots program; however, the results would be shared with those conducting the program in order to make improvements. No IRB was needed for this project because the results were specific to the Age One Connect the Dots program.

Interviews were conducted by telephone and recorded using a microphone and the GarageBand program for Mac. The interviews consisted of questions that were asked of each participant:
1.
Tell me your name and about the community where you are currently practicing and what your role is there. 

2.
What did you do for infant examinations before the Age One program?

3.
Why did you want to go through the training provided by the Age One program?

4.
What did you like/not like about the Age One program?

5.
Are you experiencing any barriers incorporating infant exams into your practice? 

6.
What would you change about the training that would address those barriers?

7.
Are there any other comments or suggestions you have for the program?
Question #1 was only used for sampling purposes and was not included in the analysis in order to maintain anonymity. Additional questions and information shared varied based on conversation with individuals. 
Interviews were then transcribed and analyzed using Microsoft Word. The analysis was completed by coding responses based on content of pieces of text and distinguishing themes across interviewees in order to identify participant thoughts about the training. 
4.0  results
Six interviews were completed by the author in February 2017, lasting in length from ten minutes to one hour. The results are presented by overarching topics including demographics, past and current practices, likes and dislikes, challenges and barriers, and suggestions. 
4.1 Demographics
Demographic information was collected from participants prior to conducting the interviews. Of those who participated, two were practicing dentists, three were hygienists, and one was no longer in practice but was working in the insurance field. Distribution of age of participants and years in practice can be seen in Figures 1 and 2. Two participants were from a suburban region, and two from a rural community, and the other two participants from an urban setting and a managed care organization (MCO). All six participants were female. Some of the participants had also facilitated Age One Connect the Dots sessions. 
[image: image4.png]Number of Years in Practice

m5-10years
25-30years

30+ years





4.2 Past and current practices

Participants were initially asked about their practices before they participated in the Age One Connect the Dots program. Most of those interviewed did change their practice’s policy on treating children following participation in the Age One program. The exceptions to this were one person working in a specialty practice that did not see children, and two who were already seeing infants in their practices. Participants described their current technique for infant exams: “pillow prophies,” knee to knee exams where an exam is completed with parent and practitioner sitting with their knees touching and the child is reclined into the practitioner’s lap, exams with the child lying on the mother, and exams with the mother holding the child and looking from behind mom. Interviewees also described how they incorporate these patients into their schedules by giving short appointments and often expecting no-shows or cancellations. 
4.3 Merits and drawbacks
Participants were asked what they liked and what they did not like about the program. Themes that emerged from this section included emphasis on prevention, patient education, early intervention, and encouraging dental health professionals to see young patients. Participants liked learning the knee-to-knee technique and examples of phrases to say to parents, as well as the interactive component of the course when they used dolls to demonstrate an infant exam. One other specific component that participants appreciated was the content that compares treating children and adult patients in that it presents babies as less medically complicated patients.
When asked what they did not like about the course, recurrent themes included technique, lack of information regarding silver diamine fluoride, lack of inter-professional content, and lack of higher level content. One interviewee did not like the use of the baby-board, a suggested technique for the infant exams using a stabilizing prop. Another complaint was about the video shown as part of the course. One interviewee felt that the video does not accurately show what can happen during an infant exam and presented an unrealistic expectation for providers, specifically related to babies crying during the exam: 
...that video that they show is wonderful, but it’s not reality... I think people need to realize that this whole idea of it has to be a positive and wonderful experience isn’t going to happen with a one year old. You know they are going to cry and they are going to fuss. You are just trying to get in there and see what is going on, and the main thing is prevention with the parents...and I try to say this too, that if this isn’t what happens in your office, don’t think that you are doing it wrong. I think it’s good to show that, and no one likes to sit through a class and hear someone screaming, but I think it’s important just to have a disclaimer.
Participants were disappointed that there was no information on silver diamine fluoride, a newer treatment option for dental caries [13]. Participants wanted a more inter-professional perspective and that a lot of the information was “basic” or what an oral healthcare professional might already know. One interviewee stated, “[I] didn’t find it to be that informative.” A participant who has facilitated Age One sessions described feeling condescending when teaching the material. Others who have presented have also experienced some inconsistency across presenters, and lack of resources for hands-on activities. 
4.4 Challenges and barriers
Participants were asked about challenges they experienced in completing infant exams in their practice. Common themes included logistics, referrals, parent knowledge, and fear of babies crying. Participants described logistical barriers for their patients including transportation, practice hours of operation, and foreign language. 

Some of the responses were unique in that some participants are working in a more administrative role in their areas to help patients locate providers who accept medical assistance insurance. There is difficulty in referring to providers who will accept these patients in to their practices due to low reimbursement rates and high no-show rates. This was also mentioned for those instances where they need to refer to specialists. In regards to referrals, providers have also experienced difficulty in finding those with availability and within their region for MCOs (managed care organizations). One participant described how her MCO patients may have to drive long distances despite other practices being close, but not within their MCO region, and therefore cannot be utilized for referrals. 

Interviewees also mentioned that not having all staff on the same page about seeing young patients has been a potential difficulty in achieving patient acceptance. One interviewee shared this:

I think it just has to be one of those things that everybody in the office has to be on board with...And I think it’s hard to change a policy in the office unless the dentist is on board with it, so I would really like to see the dentists be more involved.
Parent knowledge was another common barrier to infant examinations. One of the challenges mentioned was patient education. Some interviewees found it challenging to help parents understand the importance of taking their child to a dentist, especially at such a young age. Participants also struggle with translating oral health concepts and having their patients implement them. One example given was when parents come into the operatory with bottles of soda even after being educated. The interviewee attributed this to a lack of value of oral health because their dental care is a free service:

So we try to keep education simple and positive and come back and see us rather than the etiology of dental caries... It is important, and mom walks in with a bottle of sweet tea or Pepsi, and I mean it gets crazy, but it happens all the time....you have to try to be persuasive without being insulting. Because, I mean, people shouldn’t be bringing food into the operatory anyway, but they do all the time, and you can’t say, I’m going to throw your soda out because they paid for it, never mind that my dental care is free, so what we do is worthless. Because it’s free, if you don’t show up, if you this or you that it doesn’t matter. But somebody spent good money on that sugary drink, so you have to be careful.
Parent experiences with oral health and associating these with their children, including projection of dental fear, was a challenge. This was described as a barrier when children did require treatment: 
I can’t tell you how many kids you know at age nine and we are pulling three of their four first permanent molars. I mean, it’s real. And how many kids we can get approval to do endo on their teeth, and half of them don’t show up for their appointment and the other half that do, I’d say half of them the parent says, “I don’t want my child to have that kind of procedure, just pull it. I had it once upon a time and it failed and it had all these problems,” which is very rational and logical.
Babies crying during the exam was identified as difficult for parents:

You know, I guess the main thing is to try to make parents realize it’s ok when they yell, and sometimes we can see better if they strain, and I think parents have some idea in their head that if their child is fussy during an exam, that they are doing a bad job or something. I try to really emphasize the fact that the two minutes of me looking in the mouth is very little, it doesn’t contribute that much to their oral health. What they are doing at home is what’s really important. So if they scream, we kind of expect that. I think that we have been told for so long about how the first visit has to be such a positive experience, just make them ride in the chair and all this stuff. First of all, they aren’t going to remember it...
and providers: 

I really see pediatricians as...as being more effective of seeing these young children and getting fluoride treatments on their teeth than what dentists are because pediatricians give the shots and the kids cry and they’re used to it, it doesn’t bother them. I think as soon as a child starts crying in the dental office, the dentist is like, whoa, and backs off. Now, there are some that don’t, but I think the greater majority, especially dentists that have been practicing for years, it’s hard to convince them to start seeing these children and they’re not prepared to deal with a crying child.
4.5 Suggestions

Interviewees were asked to suggest ways to address the challenges that they have experienced. These included adding an inter-professional component, encouraging teamwork in the practice, expanding the material, and challenging policies. As for the content of the presentation, interviewees suggested including a more multidisciplinary component or reaching out to inter-professional audiences. Some ideas included presenting the Age One lecture to other health professionals or professional students, and making recommendations to physicians to incorporate timing of dental exams into the vaccination schedule for children with referral for dental exams:

When the pediatricians have, or family physicians, or even anyone who is seeing a child can do a screening and know what’s abnormal, what’s normal. And if you have the physician’s assistants or you have an RN, you know, in all these different practice settings, clinics, health fairs, whatever, it doesn’t take much to just sneak a peek, lift their lip, take a look around and know what’s normal and abnormal. And if we are all kind of on the same page, then I think we can prevent a lot of what’s going on, especially with the early childhood caries because I feel like we are not winning that war, it’s getting worse and instead of better, so we have to come from a different approach. So maybe if we are all looking and educating, and on the same page, then we can get somewhere, and we can’t do that unless we present a program like this to those professionals, so I think it would be, you know, fantastic.
Even if they go into the pediatric offices and encourage pediatricians to do it because I really think that, you know like I’ve said before, pediatricians are much more comfortable dealing with these very young children than dentists are. And I see that as being you know a real benefit especially to my welfare people that go to pediatric visits but don’t really think that dental visits are very important.
One interviewee mentioned delegation of the exam to hygienists or expanded function dental assistants (EFDA), especially if the dentist feels uncomfortable treating a young child, to incorporate infant exams and include other staff:
And I tell the doctors when I call them, if you have a hygienist, you have an expanded function dental assistant who is certified in fluoride, let them do it. I mean, most of the dentists at least that I deal with are male. I think females handle these crying children a little better, and that’s not to say that some men don’t because they do, but I tell them you know, you don’t have to be the one who does this. You can have your hygienist, your EFDA, you know educate the mother, have the child open, get the fluoride on, and you come in and take a look and you do the evaluation. And it’s a ten-minute visit, it can be a ten-minute visit. And it’s only a few minutes of your time and you know these kids can be scheduled even in between other patients. You know while you clean the room, you bring them back, you take a look, they leave, it’s not that big of deal.
Another suggestion was to elevate the material beyond the basics as well as include information about silver diamine fluoride and other topics that providers may not have much exposure to. For addressing the barrier of providers being hesitant to treat medical assistance patients, one participant suggested attempting to negate the stigma of seeing these patients or addressing provider concerns for treating them, such as the high no-show rate. One participant made this suggestion for scheduling:
Don’t give them appointments. If they show up for that little evaluation and fluoride and that child is cooperative, schedule them on your hygiene schedule for the prophy. You can do that after you feel out whether or not this child will cooperate.

There were also a number of suggestions for incorporating advocacy for policy change into the program. One suggestion was to promote collaboration of Public Health Dental Hygiene Practitioners with pediatric medical offices.  Another suggestion came from the challenge of MCO regions and changing how they accept patients to open up more opportunities for referrals and treatment. Lastly, the difficulty of medical assistance reimbursement rates was mentioned. One participant discussed how they have experienced differences in reimbursement between medical and dental providers for the same service, such as fluoride varnish application. For this issue, in addition to advocating for more coverage and reimbursement for dental procedures, participants would like to advocate for equality between the medical and dental professions from the perspective of insurance. 

Although participants suggested changes to the Age One program, they also provided positive feedback. More than one participant expressed that they have encouraged other practitioners in their areas to see young children and have been motivated to share the Age One message through facilitating sessions. One participant shared, “I really want to be part of like kind of spreading the word and getting that more implemented....I know more practices are incorporating age one dental visits in our area for sure.” Another participant expressed her appreciation for the program: “I don’t think I didn’t like anything, it was such a validation of what we do, I wish our whole staff could have been there.”
5.0  discussion
The interviews show that the Age One Connect the Dots program is providing a benefit to the communities where the training is being implemented. However, it also clear that participants are experiencing challenges to reaching the full potential of their training. Many of the problems that participants described are not unfamiliar to the program, most of which go beyond what is taught in the course. These challenges of achieving medical assistance acceptance and access to care that cannot be overcome easily through changes in the program. Though they cannot be accomplished by simple solutions, they do bring light to larger problems that practitioners are experiencing. By tuning into these difficulties, changes can be made, however, to alter the perspective and deliver a message to providers that they too have the ability to influence change.  The suggestions for inter-professional content and governmental policy change indicates an opportunity to expand the role of the program to address these challenges. 
5.1 recommendations
Analysis of these interviews suggests a number of recommendations:
· Ensure that presenters have adequate resources to allow for consistency across presentations. 
· Provide realistic expectations of what practitioners can expect from an infant exam with special emphasis on crying in the office, how it can be a benefit for the dentist, and reassuring parents. 

· Seek out opportunities to present the Age One training to various audiences including inter-professional communities, or different medical professions. Trainings can include resources about caries risk assessment, oral health education, and fluoride exposure. 
· Create presentations tailoring to the audience to whom it will be presented. For groups that have little dental experience, information that clearly describes the basics is appropriate. For dental professionals, information regarding the basics may be reviewed and supplemented with advanced information, such as silver diamine fluoride, that elevates the educational experience of the presentation.
· Encourage support staff in the dental office (dental hygienists and dental assistants) to communicate with their dentist about the importance of treating younger children.
· Include information, advice, and training that can motivate and empower participants to participate in the medical assistance insurance program, and help practitioners appreciate the value of having these patients as a part of their practice. 

· Provide resources for participants to take action to challenge or modify governmental policy including contact information for local and state representatives and organized dentistry organizations, and opportunities for advocacy. 
6.0  conclusion

In the United States, poor oral health care continues to affect those considered to be in underprivileged communities, including ethnic groups, individuals with special needs, and low-income families. The Appalachian region is part of this group due to its high number of low-income individuals. Children of these groups are especially affected by the disparity. The cause is related to decreased access to preventative health care services as a result of high cost or unavailability of providers who will accept medical assistance insurance. Various organizations in the state of Pennsylvania have worked together in an attempt to address this disparity by implementing the Age One Connect the Dots training course for oral healthcare professionals. The course aims to encourage general dentists to accept referrals from pediatricians by seeing children at a young age, provide educational resources to parents, and establish a dental home for future dental care. In an early evaluation of the course, surveys demonstrated that participants were facing challenges incorporating the training into their practices, which posed an opportunity for improvement in the program. In order to gain more insight into participant experience in the course and challenges they may be facing, six interviews were conducted with previous Age One participants. 
The interviews demonstrated that participants did find value in the course and feel that it has helped to improve oral health in their communities, but is lacking inter-professional content, examples of realistic expectations, information beyond the basics, and content related to new treatment options, such as silver diamine fluoride. Participants also expressed that they face difficulties in logistical concerns with access to care, access to care due to medical assistance acceptance or MCO boundaries, parent knowledge of oral health care, and fear of treating young patients. It was clear that some of these challenges are more complex than those that can be addressed through modifications in the program. However, suggestions for improvement including adding inter-professional connections, emphasizing teamwork in the dental office, elevating the level of the material, and encouraging advocacy for policy change. Following analysis of the interview responses, recommendations were made to address participant dissatisfaction and were influenced by participant suggestions for improvement. 

This evaluation was limited because only six out of 794 participants were interviewed for this project. Additionally, due to the low number of responses to the invitation, it is not possible to ensure that data saturation was reached. All interviewees were female which could have created a bias in the responses and topics. Bias could also be possible because this project was completed from the perspective of someone who has also attended the course being evaluated. 


Using the results of this evaluation, it is hopeful that the Age One Connect the Dots program can be modified to create a program that is motivational for dentists to become open minded towards treating young patients, helps to alleviate the disparity of access to care in the Appalachian region, and inspires advocacy that can help all individuals obtain oral healthcare. 
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Figure � SEQ Figure \* ARABIC �1�: Age of Interview Participants
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