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Background  
Poor oral health including untreated cavities negatively impact children and families and is associated with 
other chronic diseases. Many conceptual models and frameworks have been developed to help explain 
relatively lower rates of preventive oral health care and higher rates of caries, particularly among patients 
with public health insurance, and to guide programs to improve these factors. Qualitative data from focus 
groups and individual interviews with caregivers and providers in relation to a Community Dental Health 
Coordinator program offered at our community-based medical clinics highlighted universal intention to seek 
care among study participants but not universal access, which prevented patients who sought care from 
receiving it and having their cavities treated. The data emphasized that current conceptual models may not 
accurately reflect patient motivations or current realities regarding oral care access in this population, which 
may lead to investments in ineffective efforts to reduce these health disparities. Based on these findings, we 
aimed to create a revised conceptual model of pediatric access to and receipt of preventive oral health care 
that better reflects the realities that many patient families that we care for face, and which may represent 
the lived experiences of families across the U.S. 

Methods  
A multidisciplinary team of experts including community representatives collaborated on the development 
of a new working conceptual model for pediatric preventive oral health care access and receipt of care. The 
team met regularly to develop and discuss iterative versions until a final model that most accurately reflected 
the focus group findings was achieved. 

Results  
The newly conceived conceptual model expands on existing models and reflects feedback from our patient 
families as it more clearly differentiates between systemic factors that impact access and behavioral factors 
that impact intention to seek care. Our model development process highlighted that while most models 
emphasize the role of health behaviors as the primary driver of intention to seek out preventive oral health 
care, the impact of structural barriers on access to and receipt of care can conceal patients’ intentions and 
efforts to seek care and are the largest driver of health and health care disparities among the patients we 
surveyed. 

Conclusion  
Lack of oral health care among our patient families is largely not about a lack of intention but lack of access 
that limits receipt of care. In applying this new model to guide our Community Dental Health Coordinator 
program, we can help to ensure that our efforts are focused on access. However, more advocacy is needed to 
increase access by re-envisioning the systems around oral health care. For children and families who rely on 
public insurance, barriers to accessing preventive oral health care are primarily systemic and require policy 
change and financial incentives to increase the number of quality pediatric dentists with adequate capacity 
in the communities in which they live. At the provider level, there are missed opportunities for collaboration 
between dentists and pediatricians to include oral health in community advocacy efforts with the goals of 
increased rates of oral health care access and decreased rates of untreated cavities. Ensuring that systemic 
social and structural barriers are reflected and appropriately weighted in frameworks used to determine 
programs to help reduce health and health care disparities is an essential step toward achieving this vision. 
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Advocacy Focus and Impact on 
Health 
How this work impacts health:     Increasing ac
cess to and receipt of preventative oral health 
care is critical to preventing caries, a life-long 
disease. Supporting access to preventive oral 
health care in early childhood lays the founda
tion for children to achieve their full health and 
economic potential as adults. 

How this work addresses advocacy/action:      
Creating a new conceptual model for pediatric 
oral health care access that incorporates the 
lived experienced of patient families is a funda
mental form of advocacy, and one that should 
fuel future advocacy. We call for increased col
laboration between pediatricians and pediatric 
dentists to recognize and advocate around the 
factors that affect pediatric oral health care ac
cess and receipt of care. 

What this work adds to the field:       We offer a 
new way to understand the lack of oral health 
care among families in our communities and re
frame needed avenues for advocacy focused on 
increasing access to and receipt of pediatric oral 
health care. 

Next steps/needed action:   More work is 
needed to establish strong collaborations be
tween pediatric clinicians and dentists, who can 
work together to advocate for equitable insur
ance coverage policies and structures and ex
panded dental health clinic capacity. This work 
will undeniably require continuing to listen to 
and learn from our patient families and commu
nities. 

INTRODUCTION 

Cavities are overwhelmingly common and preventable and 
are the most common noncommunicable disease in child
hood (National Center for Chronic Disease Prevention and 
Health Promotion; CDC Division of Oral Health 2024; Pitts 
et al. 2021). Untreated cavities and general poor oral health 
are associated with high health expenditures, worsening of 
chronic diseases like diabetes, and missed days at school 
and work that have been shown to affect future employ
ment opportunities and economic security (National Insti
tutes of Health 2021). Families who use public health insur
ance often struggle the most when attempting to address 
their children’s preventive oral health care needs—such as 
finding a dentist who practices near their home, accepts 
public insurance, sees pediatric patients, and has room in 
their schedule—all of which often depend on the zip code 
in which they live (National Center for Chronic Disease Pre

vention and Health Promotion and CDC Division of Oral 
Health 2024). 

Like other social drivers of health, oral health care and 
specifically preventive dental care is impacted by structural 
racism, oral health policy, and insurance coverage policies, 
which limit what kinds of resources are available within 
different communities or zip codes and is largely related 
to who can afford to live there (Ford 2025; Hamed et al. 
2022; Ramsoondar, Anawati, and Cameron 2023; Trent et 
al. 2019). At the same time, the issue of untreated cavities is 
largely related to limited access to preventive and primary 
dental care, particularly in lower income communities and 
communities that are majority Black and Brown, which of
ten overlap with a lack of pediatric dentists in addition to a 
lack of grocery stores, pharmacies, and green space (Bailey, 
Feldman, and Bassett 2021; Locke et al. 2021; Shaker et al. 
2023). The underlying reasons for why these communities 
are underresourced has been overwhelmingly and histori
cally connected to systematic disinvestment and racism. 

Like many health indicators—characteristics that de
scribe the health of a population—the prevalence of cavities 
and untreated cavities exerts a disproportional burden on 
children from low-income households and communities 
and those who identify as Black and Brown (National Cen
ter for Chronic Disease Prevention and Health Promotion 
and CDC Division of Oral Health 2024). In low-income 
households, 17% of children have untreated cavities com
pared with only 6% of children in higher-income house
holds (Bailey, Feldman, and Bassett 2021). Mexican Amer
ican children and non-Hispanic Black children 2 to 5 years 
of age have twice as many cavities as same-aged non-His
panic White children (National Center for Chronic Disease 
Prevention and Health Promotion and CDC Division of Oral 
Health 2024). These disparities in cavities and untreated 
cavities have persisted despite efforts driven by the U.S. 
Department of Health and Human Services (DHS) and re
flected in its stated goals as reported in Healthy People 
2020 (U.S. Department of Health and Human Services, Of
fice of Disease Prevention and Health Promotion 2020), and 
national and local primary prevention initiatives including 
increasing fluoride in drinking water (Henshaw, Garcia, and 
Weintraub 2018). 

IMPROVING PEDIATRIC ORAL CARE THROUGH 
COMMUNITY DENTAL HEALTH COORDINATORS 

CDHC ROLE AND PROGRAM 

The American Dental Association (ADA) community dental 
health coordinator (CDHC) program was created to improve 
dental health access for pediatric patients in underre
sourced communities by addressing barriers for patients, 
advocating for preventive dental care, and using motiva
tional interviewing to support families in finding and keep
ing dental health appointments (American Dental Associa
tion, n.d.). In 2021, we created a CDHC role and program at 
two outpatient medical centers located in low- income, un
derresourced neighborhoods in Washington, DC. 

In common models of CDHC implementation, CDHCs re
fer patients internally to co-located dental providers within 
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the same building and/or overall health system. However, 
our aim was to address the larger issue of access in the 
communities that our clinics serve, which required us to 
look beyond the limits of our co-located CDHC and dental 
providers since the pediatric dental providers for our sys
tem were already at capacity and there was still unmet 
need. In our case, the CDHC role shifted towards screening 
families for oral care needs and addressing unmet need 
through referrals to external community providers. As a re
sult, we worked to increase pediatric oral health care ac
cess and utilization through supporting families by elimi
nating the burden of finding community dentists who met 
their needs and making appointments. 

Since many young patients were not receiving oral 
health care, a primary role of our CDHC was to support 
families in getting to “intention to seek care” using moti
vational interviewing and education and then, correspond
ingly, providing logistical support to move families to “re
ceipt of oral health care” (American Dental Association, 
n.d.). However, as our CDHC screened families for their oral 
health needs, during which they gathered and tracked data 
regarding which families had made and kept prior appoint
ments and the challenges they faced in accessing care, we 
noted a discrepancy between our aims to help them access 
and receive oral health care and their experiences (Ameri
can Dental Association, n.d.). This led us to launch a study 
to better understand what these families need most so that 
we could refine the CDHC role to best meet those needs. 

CDHC STUDY AND FINDINGS 

The objective of our CDHC study was to use quality im
provement methodology to evaluate implementation of the 
CDHC model in our two hospital-affiliated pediatric prac
tices located in two neighborhoods designated by the 
Health Resources and Services Administration (HRSA) as 
health professional shortage areas. To achieve this, a third-
party facilitator was recruited to conduct focus groups with 
families who did and did not opt to participate in the CDHC 
program (Singletary & Associates 2023). Four focus groups 
were held—three for patient caregiver groups (n = 18) and 
one for providers (n = 12)—to gather their perspectives 
about the CDHC’s role. Inductive and deductive analyses of 
focus group transcripts were conducted using Dedoose (De
doose Version 10, Cloud Application for Managing, Analyzing, 
and Presenting Qualitative and Mixed Method Research Data 
2025) to identify themes. 

The focus groups provided important feedback. The find
ings, which have been previously published (Weisz, de la 
Torre, and Tate 2025), showed that our medical providers 
overwhelmingly supported the CDHC program, as they felt 
families currently did not trust dental providers to manage 
their child’s oral health treatment and did not prioritize 
oral health. Further, our providers perceived the CDHC as 
the onsite expert, which gave them more confidence to en
gage with families about their specific oral health needs. 
However, patient family responses told a different story. 
Their responses indicated that families knew the impor
tance of routine preventive dental care and not only in
tended to but actively sought out dental care. They re

ported that it was difficult to get dental appointments with 
community providers because of the limited number of of
fices, long wait times for appointments, and limited ap
pointment times outside of traditional business hours. Par
ents did report that the CDHC made it easier to get 
appointments, but not all families wanted to wait for the 
CDHC’s help or simply preferred to make appointments 
themselves (Weisz, de la Torre, and Tate 2025). Overall, 
while the CDHC role provided the universal screening we 
had aimed for, it ultimately was not able to adequately 
address key barriers to accessing—and therefore receiv
ing—preventive dental care for our pediatric patient popu
lation. 

The focus group findings confirmed that patient families 
understood the importance of oral health care and were try
ing to make and keep dental appointments and stressed 
that the most significant barrier to dental care access was 
the lack of dental providers in their neighborhoods who (1) 
treat children, (2) accept Medicaid, and (3) have the capac
ity for patient volume. As our medical clinics are located in 
HRSA-designated shortage areas, likely due to decades of 
structural disinvestment, there was not adequate capacity 
within these communities to meet their dental health care 
needs; in fact, one dental practice closed during the study, 
further limiting oral health options for our patient families. 

A vital observation of our CDHC was that few families 
needed support in getting to “intention to seek care,” which 
was a key assumption embedded in the conceptual model 
guiding the CDHC role. Further, most families declined 
help from the CDHC (American Dental Association, n.d.; 
Weisz, de la Torre, and Tate 2025). In more closely consid
ering our study findings in this context, we identified two 
key issues that we needed to address: 

BUILDING ON EXISTING MODELS OF ORAL HEALTH 
CARE ACCESS TO SERVE FAMILIES BETTER 

Existing conceptual models have and do incorporate socio-
ecological perspectives in their attempts to explain persis
tent disparities in oral health in the U.S. For example, the 

• Our CDHC program was not designed to focus on 
the correct priorities for our patient population. After 
learning that families already had strong intention to 
seek oral health care, we paused the program to re-
evaluate the underlying goals of the role. 

• To best serve our patients and meet their oral health 
care needs, we needed a new conceptual model that 
accurately reflected facilitators for and barriers to ac
cess to and receipt of oral health care and better con
ceptualized the realities experienced by those in most 
need of oral care. Because programs like the CDHC 
are largely driven by conceptual models that do not 
adequately account for all barriers, we hypothesized 
that incorporating the lived experience of our patient 
population into a newly developed conceptual model 
would better inform our CDHC role and would be nec
essary to drive more effective future efforts to ad
dress oral health and health care disparities among 
this population. 

Filling an Unmet Need for Oral Health Care: A New Framework

Journal of Health Advocacy 3



American Academy of Pediatrics’ model developed by Dr. 
Fisher-Owens is often cited by pediatricians and pediatric 
dentists alike, as it emphasizes the many spheres of influ
ence on pediatric oral health access, from the environmen
tal to the microbial, while accounting for social drivers of 
health such as safety, medical and dental infrastructures, 
and access to care (Fisher-Owens et al. 2007). At the cen
ter of the AAP model is the interconnection of oral mi
crobes, diet, and host teeth surrounded by child-, family- , 
and community- level influences, which include socio-eco
nomic status and health insurance coverage. This model 
does not overly emphasize one sphere of influence over an
other but uses overlapping spheres to suggest that these 
are all necessary to create the milieu of optimal oral health. 
The Peres conceptual model identifies structural (macro-
economic policies, social class) and proximal (diet, inflam
mation) drivers that impact adult oral health, but it does 
so by relating them in a linear relationship, meaning that 
macro influences and individual behaviors are not weighted 
differently in the model but are viewed as augmenting each 
other (National Institutes of Health 2021). In contrast to 
the AAP’s intersectional model (Fisher-Owens et al. 2007), 
this model progresses from macro societal forces to in
dividual behavior, which build on each other and include 
the food and beverage industry’s influence on oral health, 
such as advertising of sugar-sweetened beverages (National 
Institutes of Health 2021). Like the previous two models, 
Mejia et al. conceptualized inequities in oral health care 
through socio-ecological spheres. While this model also in
cludes socio-ecological factors, what differentiates it from 
the other models is the inclusion of outcomes that they de
fine as “intention to treat” and “receipt of oral health care.” 
(Mejia et al. 2008) This model presents these factors lin
early and does not weigh them differently but conceptual
izes them along a continuum. Further, because this model 
focuses on adults it does not include pediatric specific risk 
factors such as nighttime bottle use. 

Using these previous conceptual models as a basis, in 
particular the Mejia model (Mejia et al. 2008) since it most 
closely reflects the logic underlying the aims of the ADA 
CDHC program (American Dental Association, n.d.), and 
guided by our focus group findings (Weisz, de la Torre, and 
Tate 2025), we aimed to develop a new working conceptual 
model of pediatric oral health care access and receipt of 
care that incorporates knowledge gained from our CDHC’s 
interactions with families. 

METHODS 

MODEL DEVELOPMENT TEAM AND PROCESS 

We formed a multidisciplinary study team that included 
pediatricians, pediatric dentists, community engagement 
experts, and a CDHC who lived and worked in the same 
community as our clinics. The study team met regularly 
throughout the CDHC implementation process to incor
porate findings from our CDHC study into the model de
velopment process. The team created iterative versions of 
the new model, incorporating aspects of existing validated 

models and elements that reflected findings from our CDHC 
interviews and focus groups. 

In the process of developing a new working model, the 
team engaged in in-depth discussions about the key dif
ferences between factors that may influence intention, ac
cess, and receipt of care and how a model might specifically 
differentiate and acknowledge these differences. Group dis
cussions emphasized factors at the individual and environ
mental system levels that facilitate or inhibit these out
comes. Further, the group deliberated over how our model 
could emphasize risk markers and systems specific to pedi
atric care access, which differ in important ways from adult 
dental care systems and access. 

RESULTS 

Our final model, shown in Figure 1 , emphasizes the key 
finding from the focus groups that intention to seek care is 
not a primary barrier to accessing and receiving preventive 
oral health care. To emphasize that access to oral health 
care—which leads to actual receipt of oral care—in rela
tion to intention to seek oral care, is weighted more heavily 
in the model, we chose to incorporate thicker lines, larger 
boxes, and larger fonts sizes for the factors related to re
ceipt of oral care since these factors, which include social 
and structural drivers of adverse health and health system 
factors, were the most significant barriers reported by the 
families who participated in our study. Of note, our con
ceptual model reflects the actual receipt of oral health care 
as the endpoint; however, unrestricted access to oral health 
care implicitly precedes the receipt of care. The choice to 
pursue care is the last remaining step between access to and 
receipt of oral health care. 

This new working model does still include intention to 
seek care since this may be an issue for some patients and 
families; if families do not intend to seek care, this should 
be identified, and interventions should be put in place to 
address it. 

DISCUSSION 

In existing conceptual models of oral health care access, 
there is an underlying assumption that the factors affecting 
“intention to seek care” and the factors affecting “access to 
care” and/or “receipt of care” are equally weighted. Based 
on the findings from our interview study, we now under
stand that families in our care are prioritizing pediatric oral 
health—they intend to seek care but are unable to access 
care for a range of reasons, leading to a decrease in receipt 
of oral health care. Initially, we suspected that the lack of 
access could be creating a feedback loop resulting in fami
lies not planning or intending to seek care, but the findings 
of our study showed the fallacy of this assumption. 

Oral health should be prioritized on a systems-based 
level to improve health equity. As depicted in prior frame
works, oral health reflects the health of the individual, fam
ily, and the greater community (Weisz, de la Torre, and Tate 
2025). A community health worker model, such as a CDHC, 
can serve important aims, but educating and motivating 
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RISK MARKERS
• Nighttime bottle use after age 1
• Sugar-sweetened beverages
• Family history of caries
• Family oral health care utilization
• Chronic medical condition

PREDISPOSING FACTORS
• Attitudes and beliefs toward

oral health
• Perceived general health
• Routine vs. problem -oriented

user
• Prior dental care experience
• Usual source of care

NEED
• Pain
• Disease
• Injury

SOCIAL DRIVERS of HEALTH
• Socioeconomic

status/Family Income
• Social networks/support
• Insurance coverage
• Health literacy and health

care resource knowledge
• Sense of vulnerability,

stigma, discrimination
• Proximity of dental clinics
• Neighborhood safety
• Accessibility

SOCIETAL CONSTRUCTS
• Oral health culture
• Value of dental care, aesthetics, and health
• Value of maintaining natural teeth
• Importance of primary vs. permanent Teeth
• Access to healthy diet
• Structural racism

HEALTH CARE SYSTEM
• Dental provider language or

Ethnicity
• Availability of pediatric dental

services (including sedation)
• Dental practice hours of

operation
• Patient capacity of dental

providers
• Insurance accepted by dental

providers
• Communication between EMRs
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PREDISPOSING FACTORS
• Scheduling flexibility

Figure 1. A revised conceptual model for receipt of pediatric oral health care. The model highlights systemic disparities 
in oral health care access and receipt of care. 

families is not enough—and may not be needed—as many 
families may already intend to seek care. However, if access 
to oral health care continues to be denied, what choice will 
families have? 

Where we work in Washington, DC, Medicaid covers pre
ventive pediatric dental services and insurance rates are 
high compared to other factors, but having insurance cov
erage does not necessarily translate into access to care, or 
otherwise stated, universal coverage does not translate to 
universal access to care (Singletary & Associates 2023), as 
was reflected in the comments of our study participants. 
Barriers still remain in access to pediatric oral health care 
and, therefore, the receipt of pediatric oral health care. 

The existing capacity of the dental system is not able to 
meet the needs of pediatric patients in Washington, DC, es
pecially in underresourced neighborhoods, where our med
ical clinics are located. The lack of pediatric oral health 
care access is a direct reflection of systemic disparities in 
oral health care availability. The neighborhoods in which 
the patients in our study live are home to only 12.5% of 
the oral health providers in the city, and other studies have 
demonstrated that families who self-identify as non-His
panic Black live further from their dentists compared to 
other racial groups even when controlling for poverty (Liu 
et al. 2022). Our working conceptual model emphasizes that 
these social drivers of health and health system factors 
weigh more heavily on access to care. As a result of our 
findings, we do not recommended implementation of a 
CDHC program without dental partners who can guarantee 
capacity. In applying our model, we suggest that other clin
ics looking to add a CDHC should assess intention to seek 
care among their patient population early on and then de

termine the goals and objectives for the CDHC role to en
sure appropriate focus on and support for the factors that 
families need most. 

The National Institutes of Health’s 2021 report on Oral 
Health in America: Advances and Challenges (National In
stitutes of Health 2021) highlights oral health disparities. 
This landmark paper emphasizes that (1) oral health is an 
important indicator of overall health, (2) oral health is a 
health disparity, and (3) oral health disparities are in part 
due to barriers to oral health care access since oral health 
is financially separated from medical care (National Insti
tutes of Health 2021). While it is true that dental insurance 
is separate from commercial health insurance and Medicaid 
plans that include oral health coverage vary widely by state, 
although there have been improvements (J. J. Crall and Vu
jicic 2020), oral health is still not prioritized by the health 
care system. Overall, while this NIH report did identify im
portant issues related to oral health, actions on key barri
ers to oral care access have been limited to date and the re
port itself did not suggest or emphasize what these actions 
can or should be to achieve real change. We hope that our 
conceptual model, and the process involved in creating it, 
which included closely listening to the patients and fami
lies in our care, can inspire real change. 

Understanding that differential receipt of oral health re
flects systematic health disparities, which can also perpet
uate future health disparities, is critical to framing the im
portance of oral health care advocacy. It is up to providers 
and health care systems to dismantle racist-based struc
tures that decrease resource allocation to marginalized 
communities (Liu et al. 2022)—these structures not only 
create these barriers, but actively shift the focus away from 
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structural barriers and toward individual behaviors, like 
lack of intention to seek care, as the reasons for poor oral 
health. Focus on individual behaviors then leads to invest
ment in efforts to change those behaviors, effectively tak
ing money and effort away from the work that is truly 
needed to improve access. 

While our motivation to develop a new working model 
of pediatric oral health care access was driven by the re
alities of our patient families, we acknowledge that our 
study has several limitations. First, when conceptualizing 
oral health care access and receipt, it may be important to 
differentiate families who regularly seek medical care from 
those who do not. The participants in our focus groups 
were all patients who were already accessing medical care; 
they were recruited while accessing routine preventive care 
in their medical home. These families are likely different 
from those not seeking preventive medical care; and while 
many of the factors that impact their ability to access care 
are likely similar, this study did not engage with families 
outside the medical home. Although our conceptual model 
provides important context, there are still families who do 
not access medical or dental care who may need support 
in reaching intention to seek care. Second, the study pop
ulation was homogeneous—nearly 100% self-identified as 
being non-Hispanic Black, living in urban neighborhoods 
close to their medical home, and having public health in
surance; this population also had high rates of insurance 
coverage. Therefore, our findings might not be generaliz
able to other populations with different levels of insur
ance coverage and of different races and ethnicities. Future 
studies should attempt greater inclusion of all minoritized 
and/or marginalized populations. In addition, while lessons 
from this study can be generalized to some populations re
siding in other urban centers, this conceptual model should 
be studied in other populations and communities. Third, 
as this study progressed, a coalition of stakeholders often 
touted the high rates of dental insurance coverage (with 
broad income requirements and coverage for citizens and 
recently arrived immigrants), even though this did not 
translate to dental appointments for the study population 
(“District of Columbia. Department of Health Care Fi
nance,” n.d.). This fact demonstrated that insurance cov
erage alone—without capacity to provide care and remove 
other barriers to accessing oral health care—would not lead 
to an increase in the receipt of oral health care. Fourth, 
while we incorporated data from our earlier qualitative 
work with families served by our CDHC, patients and fam
ilies were not included in the model development process. 
Future work should include and explore patient family per
ceptions and input. 

THE NEED FOR AND IMPORTANCE OF COLLABORATION 
TO DRIVE ADVOCACY FOR ORAL HEALTH 

We believe that the impetus and work to create a new 
conceptual model for oral health care access is a funda
mental form of advocacy—such that creating a model that 
better reflects what patient families experience helps to en
sure that programs to help reduce health disparities among 
those families focus on the right factors and lead to more 

effective and cost-effective efforts to improve access to and 
receipt of oral health care. However, further advocacy is 
greatly needed. Despite some recent upstream policy ef
forts, they are not enough and indicate significant missed 
opportunities to broaden our lens and facilitate collabo
ration between dentists and pediatricians to include oral 
health in all our advocacy efforts. 

Legislative advocacy should focus on increasing state 
health insurance coverage for oral health prevention and 
treatment services, especially for procedures that require 
pediatric sedation, as this is rarely covered by public insur
ance (Keels et al. 2021). Advocacy is also needed to increase 
the number of dentists who accept state health insurance 
plans and who have offices in underresourced neighbor
hoods with higher capacity for appointments; Centers for 
Medicaid and Medicare reimbursement rates for dental pro
cedures will need to increase to offset the high cost of rent 
and salaries needed to operate new dental offices in these 
communities (Centers for Medicare & Medicaid Services 
2011). Further, advocacy to increase the capabilities of mid-
level dental providers as part of the dental team may be a 
key lever to achieving greater access (J. Crall 2010). Com
munity stakeholders, including the state agencies that ad
minister health insurance, should track who in their com
munities can access dentists and the ease of making those 
appointments; this data can then be used to support ongo
ing advocacy efforts. 

As it stands, the CDHC role is and should continue to 
serve as an important model for collaboration between 
medicine and dentistry that prioritizes preventive oral 
health care. However, the CDHC model could be even better 
reimagined as an innovative opportunity to facilitate col
laboration between a patient’s medical and dental homes, 
in which medical and oral care providers can benefit from 
the knowledge and support of one another while their pa
tients and families can benefit from onsite care coordina
tion for a range of preventive and complex dental health 
care needs. However, none of this can happen without in
creased access, which requires ongoing advocacy. 

HOW CAN PEDIATRICIANS HELP? 

Pediatricians can pursue opportunities for partnership with 
pediatric dentists to better understand the landscape of 
oral health care in the communities where they work and 
where their patients live. They can also help hold poli
cymakers accountable to these communities. Pediatricians 
also should advocate for the inclusion of oral health ser
vices when advocating for Medicaid expansion and reim
bursement rates (Krol, Whelan, and Section on Oral Health 
2023). Beyond insurance coverage, joint medical and dental 
advocacy can continue to be conducted on a variety of top
ics such as strengthening community water fluoridation, 
improving school policies on sugar-sweetened beverages, 
and identifying oral health care providers for adolescents 
with special oral health care needs. We also urge our fel
low pediatricians to pursue pediatric clinician partnerships, 
whether through national organizations like the American 
Academy of Pediatrics and the American Academy of Pedi
atric Dentistry or local collaboratives. 
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We must work together and continue to listen to and 
learn from our patient families, to ensure more expanded 
and inclusive pediatric oral health care access to prevent 
the perpetuation of poor oral health including cavities and 
untreated cavities leading to oral health care disparities, as 
well as to all health disparities. This is critical for our pa
tients and families and all those who depend on us for com
passionate care. 
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