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HIDDEN CRISIS: PEDIATRIC ORAL HEALTH  
IN RURAL AMERICA

EXECUTIVE SUMMARY
Children living in rural communities generally have poorer oral health outcomes than their urban or suburban peers. A myriad 
of factors accounts for this oral health disparity. First and foremost, rural areas face a critical shortage of dental providers. With 
rural communities accounting for two-thirds of the nation’s Health Professional Shortage Areas, many children residing in these 
communities lack reliable, comprehensive, ongoing, high-quality dental care. Other factors contributing to poor oral health 
include limited availability of and accessibility to healthy foods and a lack of optimally fluoridated water. 

Medicaid is the most common payor for dental treatment for low incomes families, and a disproportionate share of rural popu-
lations have Medicaid coverage. In some states, reimbursements by Medicaid dental programs fail to cover the costs associated 
with delivering dental care. As a result, many dentists choose not to participate in Medicaid, while some of those choosing to 
participate may be doing so at a financial loss. 

Another barrier to optimal oral health in children is limited or low parental health literacy. Lack of awareness and/or knowledge 
in parents and caregivers of the importance of oral health has profound implications for their children’s health and develop-
ment. This can contribute to poor oral hygiene at home, high frequency and high sugar diets, and lower utilization of dental 
services including preventive visits, potentially resulting in more visits to the Emergency Department for non-urgent dental 
conditions. Children living in rural communities deserve access to dental care to help achieve and maintain optimal oral health.

The mission of the American Academy of pediatric dentistry is to promote optimal oral health and oral health care access for 
all children. The goal of this brief is to highlight barriers and propose actions to be undertaken by advocates for children that 
will improve the oral health of America’s rural children. The most effective approaches will be structured around the unique 
assets and needs of each community and involve many stakeholders working together to make a difference in the lives of rural 
children.

We believe the following actions hold promise for improving the oral health of children  
living in rural communities. We encourage dental providers and teams, policymakers,  
educators, community leaders, and other advocates for children to partner on these 
and similar efforts.
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SUGGESTIONS 
FOR ACTIONS
1. Recruit from Rural: Build a robust dentist and dental team workforce in rural 

areas by recruiting from rural communities to the profession.

2. Recruit to Rural: Introduce dentists – including pediatric dentists and other 
specialists – to the rewards of working in rural areas by offering enhanced loan 
repayment programs and tax benefits.

3. Renovate Medicaid: Advocate for reforms in state Medicaid programs (e.g., 
suitable reimbursement rates, streamlined administrative processes) that make 
it feasible for more dentists to participate and treat children from low-income 
families in their communities. 

4. Reward Whole-Person Care: Encourage the integration of services like care 
coordination, case management, and transportation support in dental  
insurance plans and dental offices by paying providers for these crucial aspects  
of whole-patient care. 

5. Reach Out, Refer, and Collaborate: Facilitate partnerships between medical 
providers, schools, community organizations, county agencies, oral health coa-
litions, faith-based organizations, advocates for children, and pediatric dentists to 
implement programs that promote optimal oral health.

6. Reserve Operating Rooms: Advocate for designated operating room time for 
dental cases at regional hospital centers for patients with the greatest need, 
including young children with severe early childhood caries.

7. Fluoridate: Support local level legislation, regulation, and infrastructure to  
ensure safe community water fluoridation.

8. Ensure Food Security: Increase the availability and accessibility of healthy and 
nutritious foods in rural areas by working with local, county and state partners.

9. Improve Oral Health Literacy: Motivate and educate parents and caregivers 
to recognize the important role that optimal oral health plays in a child’s well- 
being and quality of life. 

10. Enhance Digital Capability: Extend internet access in rural areas to broaden 
the reach and benefits of teledentistry while expanding coverage and payment 
parity for services delivered via telehealth.
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THE PROBLEM

CHILDREN LIVING IN RURAL AREAS DISPROPORTIONATELY SUFFER FROM POOR ORAL HEALTH

Rural America: Not One-Size-Fits-All

Rural communities each have their own unique strengths 
and challenges. There are multiple definitions used by the 
federal government on what constitutes “rural.” The variety 
of definitions reflect the multi-dimensional and heterogene-
ous nature of these communities. Typically, “rural” is defined 
by population density, geographic isolation, or travel time to 
nearby urban areas.1 A rural community close to an urban 
center faces different barriers to oral health care compared 
to a remote community accessible only by plane or boat.2 
Beyond size and space, rural communities also vary widely 
by economic and social diversity.1 There is not a ‘one-size-
fits-all’ model that will successfully address each community’s 
specific needs. Solutions for improving oral health in these 
communities must address a broad range of issues. 

The Oral Health Challenge in Rural Communities

Rural children are more likely to have poor overall health 
than their urban peers.3,4 According to 2016 American 
Community Survey data, rural counties had the highest child 
poverty rates (23.2 percent), followed by large urban metro 
(21.2 percent), smaller metro (20.5 percent), and suburban 
counties (14.5 percent). Many rural areas have few health 
care providers, especially pediatric specialists.5 Barriers to 
accessing health care providers pose significant challenges to 
achieving optimal health status and may contribute to poor 
health outcomes. 

Disparities in oral health care for rural populations have been 
well documented. Rural communities are more likely to have: 

• An inadequate supply of dental providers, especially 
those participating in Medicaid

• Limited covered services in dental benefits packages

• Socioeconomic status indicators that align with poor oral 
health outcomes

• Transportation limitations (e.g., options for travel, road 
conditions, etc.)

• A lack of integrated and coordinated health care2,6 

Rural children are more likely to report unmet dental needs, 
less likely to have visited the dentist in the past year, and 
less likely to have seen a dental team for ongoing preventive 
care. Like overall health status and health outcomes, rural, 
minority, and publicly insured children experience greater 
disparities in oral health care access and oral health status 
than their peers. According to the 2011-2018 National Survey 
of Children’s Health, rural children were less likely to receive 
evidence-based preventive services such as fluoride treat-
ment and dental sealants resulting in a lag of preventive 
dental visits and overall dental health status when compared 
to children of urban populations.7,8 Additional work is needed 
to ensure rural children have access to quality preventive and 
comprehensive oral health services.

The COVID-19 pandemic highlighted the dire consequences 
that lack of access to care can have on rural communities 
across America. During the pandemic, rural children were 
less likely to have one or more preventive medical and 
dental visits in the past 12 months (59.6 percent) than urban 
children (66.7 percent) at all income levels.9 The availability 
of pediatric oral health services is a key to improving access 
and oral health in rural communities. A critical first step is to 
ensure all rural children have access to a dentist.

Barriers to Children’s Optimal Oral Health in  
Rural America

Dental Workforce Shortages

According to the Health Resources and Services Administra-
tion (HRSA), two-thirds of the nation’s Dental Health Profes-
sional Shortage Areas (D-HPSAs) are in rural areas.10,11,12 Ge-
ographic measures, such as the health profession shortage 
area (HPSA), do not account for distance traveled by patients, 
risk of disease of the population served, dentist capability or 
capacity, or affordability. A revised HPSA designation process 
is needed to better reflect the needs of rural communities. 
Rural health clinics (RHCs) and federally qualified health 
centers (FQHCs) are major healthcare access points for 
some rural communities. However, of the 46 million Ameri-
cans living in rural areas in 2017, 17 million lived in counties 
without RHCs, and 15 million lived in rural counties without 
FQHCs.13,14 Some of these clinics do not offer dental care, and 
among those that do, some do not provide dental care to 
young children. Fewer dental specialists, including pediatric 
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dentists, are in rural communities.12 The shortage of dental 
workforce may become more acute with time. About 42 per-
cent of dentists currently practicing in rural counties are over 
age 5515 and may be nearing retirement. 

Minimally, general dental services need to be available in 
some form in the community, whether in bricks-and-mortar 
clinics or practices, or in remote settings, in transient mobile 
facilities. Specialist services should be the next level of care 
and may be similarly sited in rural communities as perma-
nent, full-time, or part-time or linked to established care 
options in more densely populated areas. A hub-and-spoke 
model with a central practice in more densely populated are-
as and satellite general and specialty dental services in rural 
communities may be the best model in some locations.

The plight of children living in rural communities is more se-
vere when it comes to access to the hospital operating room 
(OR) and general anesthesia for needed dental services.16 In 
2020, 20 rural hospitals closed due to financial pressures.13 
Wait times for dental care in the OR can be up to 12 months 
for rural children at urban hospitals.16 These long wait times 
may result in disease progression, prolonged use of medi-
cations, and additional pain and suffering. Lack of access to 
dental care in the OR has broadened the disparity gap for 
rural children covered by Medicaid.

Medicaid Reforms Needed

The high prevalence of poverty in rural America has positively 
influenced the number of local dentists accepting Medicaid 
patients in their practices. General dentists in rural areas 
are more likely to see Medicaid children than their urban or 
suburban counterparts.17 Being a pediatric dentist and being 
a dentist practicing in a rural area are two of the strongest 
indicators of treating patients covered by Medicaid.18 Unfor-
tunately, even though pediatric dentists have high rates of 
Medicaid participation, there are fewer of these specialists 
practicing in rural areas.19

The Health Policy Institute (HPI) of the American Dental As-
sociation (ADA) identified categories of “meaningful” dentist 
participation in Medicaid participation by state.20 In many 
states, poverty is endemic in rural areas, and the likelihood 
of penetration of the population by other insurance options 
(e.g., private, or other non-Medicaid insurance) is unlikely. 
Using Medicaid as an incentivizing tool is a promising strategy 
to improve access and sustainability of dental care. Increas-
ing Medicaid reimbursement rates (i.e., procedure fees), both 
generally and differentially based on dentist location and dis-
ease patterns could potentially improve the likelihood of ru-
ral-based dentist participation and help assure practice sus-
tainability.1,21 Additionally, administrative burdens associated 
with provider credentialing, prior authorization requests, 
claims processing, and auditing need to be addressed. 
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Generally Limited Oral Health Literacy 

The availability of a robust pediatric dental workforce alone 
will not successfully eliminate oral health disparities experi-
enced by children in rural areas. The day-to-day culture sur-
rounding oral health and the understanding of its importance 
are also key factors in maintaining good oral health. 

Limited oral health literacy12 is a well-established contributing 
factor to high frequency/high sugar diets, lack of preventive 
visits, frequent ER encounters for dental conditions, overall 
lower utilization of dental services, and poor oral health sta-
tus.22 Although it has been suggested that rural populations 
have lower health literacy compared to the urban groups,23 
rurality alone does not explain the differences, and socioeco-
nomic factors such as income and education play important 
roles.24;22

Research suggests fatalistic views toward oral health (i.e., 
feeling that poor oral health is an inevitable eventuality and 
that one is not in control of their oral health) among the rural 
population are associated with lower utilization of dental ser-
vices.22 Recent research on oral health in Appalachia reinforc-
es its deep connection to rural culture. Maternal oral health 
can be a protective factor or a risk factor for their children’s 
oral health. Children of mothers who believe poor oral health 
is inevitable are nearly three times more likely to have dental 
disease.25

For rural communities, a first step toward improving oral 
health literacy is the ability to obtain clear and timely health 
information. Health literacy efforts in rural communities are 
often dependent on school nurses, county agencies, newspa-
pers, public libraries, churches, public health departments, 
and hub-and-spoke academic institutions.26 Given the distance 
from providers, internet limitations, and limited health op-
tions in schools, obtaining regular information regarding chil-
dren’s oral health may be challenging for rural populations. 

Digital Divide 

Lack of digital infrastructure and access to technology have 
limited the ability of rural communities to benefit from 
telehealth opportunities in the same manner as their urban 
counterparts.27 Broadband in rural areas can cost three times 
more than in urban areas, making it unaffordable even when 
available and cost-prohibitive for some providers to engage 
in telehealth.13 Other factors to consider include the cost of 
implementing a compliant teledentistry platform in a dental 
office, patient access to a device with a camera and applica-
tion functionality, and digital literacy skills.27,28

Episodic Care Too Common

Studies suggest having a dental home – a usual source of 
dental care – increases the likelihood of preventive dental vis-
its in both rural and urban areas. In rural communities where 
there is a shortage of dental providers, many families do not 
seek routine dental care or delay care until there is dental 
pain or infection.29 Limited oral health literacy also contrib-
utes to episodic care-seeking and more frequent emergency 
room visits for non-urgent conditions in communities.30 
Emergency departments are not equipped or staffed to be a 
dental home for children. These settings typically are limited 
to addressing pain and infection with prescription medica-
tions and do not have the staff or equipment available to 
treat the caries disease process and restore tooth form and 
function. Emergency department visits for nonurgent dental 
conditions often result in subsequent emergency department 
visits due to the return of pain and infection, and – in severe 
cases, when left untreated – the dental infection can result in 
systemic infections.

Insurance coverage is a major facilitator of access to regular 
dental care. Disparities in access to care exist in part due to 
insurance type, and this disparity is further compounded by 
geography. In 2019, a higher percentage of uninsured rural 
residents (18.1 percent compared to 15.3 percent) delayed 
seeking dental care or could not afford care due to cost 
(12.0 percent compared to 9.1 percent) compared to urban 
residents.31
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ASSESSING CHILDREN’S ACCESS TO  
DENTAL CARE IN RURAL COMMUNITIES

A single measure cannot adequately assess meaningful health access; a broad-based, multi-factor 
approach is needed. AAPD offers the above criteria as a starting point for the assessment of rural 

pediatric oral health access and recommends working with local community stakeholders for a more 
refined tool that accounts for a particular community’s unique needs and assets. 

Children’s access to services and the resulting health benefits should be equal  
irrespective of where a family resides. The following are important considerations for 
assessing children’s access to dental care in rural areas:

1. Reasonable and convenient access to a dentist. AAPD advocates for a dental 
home for all children. Dental homes offer preventive, comprehensive, and acute 
treatment.32 Rurality can compromise ease of access to traditional dental settings, 
so alternatives such as school-based care19, mobile dental services,21 and – for 
very young children – physician-supervised oral health17 are other options. Regu-
lar assessment of the effectiveness of these alternative sites and sources of oral 
health care services is imperative.

2. Availability of specialty dental services. The establishment of a dental home 
theoretically presumes that a child has access to medically necessary oral health 
services. Very young children, those with special needs, and children with cranio-
facial anomalies may be more likely to require dental care offered by specialists. 
These cases may involve complex treatment with frequent visits, making distance 
to care and timing of dental specialty appointments challenging.

3. Overall health supervision and integration with a medical team. Regular care 
by a physician and medical team is a component of a child’s overall health and 
development. Pediatricians, family physicians, and other professionals rely on 
evidence-based guidelines – such as Bright Futures – that incorporate the neces-
sity of oral health screening and referral. Additionally, emergency department 
physicians and teams should be prepared to provide stabilizing care and refer 
ongoing care for acute dental cases that present.33  

4. Constellation of community supports, including community-level disease 
prevention.  One of the most celebrated public health achievements –  
community water fluoridation34 – is a proven, effective, safe mechanism of  
preventing dental disease.35 The ability to meet nutritional guidelines impacts  
oral health. Recent literature associates chronic illness with distance from 
nutritious food sources.6, 7 Nutrition services, as well as pharmacy, physical and 
occupational therapies, and behavioral health, should be accessible. High qual-
ity education can promote health literacy for both child and adult populations.9 
Internet access should be ubiquitous to take advantage of the opportunities 
provided by teledentistry.8 
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PROMISING DIRECTIONS FOR IMPROVING DENTAL  
ACCESS FOR CHILDREN IN RURAL AMERICA

Many factors can contribute to – or complicate – the ability 
to attain and maintain optimal oral health. For example, 
individual level factors (e.g., health behaviors), family level 
factors (e.g., parent health status, socioeconomic status), and 
community level factors (e.g., dental care system) impact the 
oral health of rural children.36 A rural environment can pres-
ent challenges to some of the factors that dictate oral health. 
Here we propose improvements to certain aspects of the 
larger schema and system of oral health based on the issues 
outlined above. Each is limited in its prospect to alone move 
the needle, but together they hold promise for improving the 
oral health of children living in rural America.

1. Recruit from Rural: Build a robust dentist and dental 
team workforce in rural areas by recruiting from rural 
communities to the profession

Dentists from rural areas are three times as likely to practice 
in a rural area than their colleagues from non-rural areas.37 
The dental schools that produce the most rural-practicing 
dentists are public schools in rural areas.38 Exposing young 
people to the rewards of the dental profession in rural areas 
could have a lasting impact on those communities. 

2. Recruit to Rural: Introduce dentists – including pediatric 
dentists and other specialists – to the rewards of working 
in rural areas by offering enhanced loan repayment 
programs and tax benefits

Loan repayment programs have been used for decades to 
attract physicians and dentists to practice in rural areas. 
Many states and the federal government offer loan repay-
ment programs, but the funding levels are too low to attract 
the number of dentists needed39. For example, the National 
Health Service Corps Loan Repayment Program, adminis-
tered through HRSA, offers up to $25,000 per year to dentists 
who agree to practice full time in underserved areas. The 
Indian Health Service Loan Repayment Program offers up to 
$20,000 per year to dentists who agree to practice full time 
at an Indian Health Service program site. Some states also 
offer loan repayment programs to attract professionals to 
high need areas. The amounts are generally not sufficient to 
attract large numbers of dentists given that dentists gradu-
ate from dental school with sizable loan debt. According to 
the American Dental Education Association, 83 percent of 

dentists graduating from dental school have educational loan 
debt. The average educational loan debt for these dentists 
is $301,583 ($261,226 for graduates of public dental schools 
and $354,901 for graduates of private dental schools).40,41, 42 Loan 
repayment programs should be reassessed and strength-
ened to attract greater participation. 

3. Renovate Medicaid: Advocate for reforms in state 
Medicaid programs (e.g., suitable reimbursement rates, 
streamlined administrative processes) that make it fea-
sible for more dentists to participate and treat children 
from low-income families in their communities. 

4. Reward Whole-Person Care: Encourage the integration 
of services like care coordination, case management, 
and transportation support in dental insurance plans 
and dental offices by paying providers for these crucial 
aspects of whole-patient care. 

5. Reach Out, Refer, and Collaborate: Facilitate partner-
ships between medical providers, schools, community 
organizations, county agencies, oral health coalitions, 
faith-based organizations, advocates for children, and 
pediatric dentists to implement programs that promote 
optimal oral health.

Collaborating with Medical Teams: It is imperative that den-
tists collaborate with medical primary care providers such 
as pediatricians, family medicine physicians, and obste-
tricians-gynecologists to improve the oral health status of 
rural communities. Dentists are encouraged to reach out to 
their colleagues in medicine to share referral information to 
provide to patients without an established dental home. Oral 
health promotion that is integrated in multiple settings and 
through a variety of channels will reinforce the health infor-
mation and help ensure that a wider swath of families receive 
health education, preventive services, and access to needed 
dental treatment.43 

School-Based Dental Programs: Schools are not just a place for 
children to learn, they are a place that can address the health 
needs of students.44 Bringing dental care into schools allows 
children to receive much needed oral health care and educa-
tion, and removes several access barriers, such as transpor-
tation and caregiver time. Children can remain at school for 
care, and caregivers do not have to be present or take time 
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off work to get their children to a dental clinic. Schools and 
school nurses can play a major role in enhancing students’ 
and families’ oral health45. California,46 Oregon,47 and Georgia48 
have all implemented successful community school-based 
programs that provide onsite telehealth services.

Schools and community organizations without fully equipped 
and staffed dental programs – such as Head Start programs, 
WIC programs, and community health centers without a 
dental clinic – can also be effective at connecting children 
to a dental home. WIC programs are particularly well-posi-
tioned to extend oral health guidance to mothers and young 
children. 

6. Reserve Operating Rooms: Advocate for designated 
operating room time for dental cases at regional hos-
pital centers for patients with the greatest need, includ-
ing young children with severe early childhood caries.

7. Fluoridate: Support local level legislation, regulation, 
and infrastructure to ensure safe community water 
fluoridation.

Community water fluoridation (CWF)49 is an effective and 
equitable way to make properly fluoridated water available to 
as many people as possible. Populations across the country 
have been enjoying the oral health benefits of CWF for over 
75 years, saving health care costs for both families and the 
health care system. CWF saves families and communities 

money by avoiding unnecessary dental treatment costs. 
There are also indirect savings for communities by avoiding 
losses to productivity and frequent follow-up treatment. Re-
cent research from the Centers for Disease Control and Pre-
vention (CDC)50 shows that communities of more than 1,000 
people saved an average of $20 for every $1 invested in CWF.

8. Ensure Food Security: Increase the availability and ac-
cessibility of healthy and nutritious foods in rural areas 
by working with local, county and state partners.

9. Improve Oral Health Literacy: Motivate and educate 
parents and caregivers to recognize the important role 
that optimal oral health plays in a child’s well- 
being and quality of life. 

Strategies to improve oral health in rural areas must account 
for the oral health literacy of target populations. Lower levels 
of health literacy have been found among rural communi-
ties,23 and those with low health literacy are less likely to 
seek preventive care and more likely to experience poor 
health outcomes.51 Both personal and organizational health 
literacy are valuable considerations in efforts to improve 
oral health knowledge and utilization of preventive dental 
services among rural groups.52 It is critical to fund programs 
that promote positive oral health behaviors, support deliv-
ery of tailored and culturally sensitive health information, 
and aid families as they navigate a complex oral healthcare 
system. Examples include HRSA funded Area Health Educa-
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tion Centers, which include community activities to improve 
oral health literacy for rural groups;53 the National Center 
of Health, Behavioral Health, and Safety’s Brush up on Oral 
Health campaign54 to promote oral health for rural Head Start 
communities; and. Meaningful communication between fam-
ilies, community providers and healthcare organizations are 
crucial to increase oral health awareness and reduce dispari-
ties in oral health outcomes.  

10. Enhance Digital Capability: Extend internet access in 
rural areas to broaden the reach and benefits of teleden-
tistry while expanding coverage and payment parity for 
services delivered via telehealth.

Teledentistry is not a specific service, but rather a mode of 
delivering dental care. Like telemedicine, a dental provider 
can use a virtual platform to conduct a teledentistry visit with 
a patient or connect virtually with another provider. Several 
benefits to both patient and provider include:

• Reduction of wait time to consult with a provider

• Elimination of transportation barriers

• Improved dental office/team efficiency

• Ability for the dentist to connect with a more convenient-
ly located health provider (such as a school-based health 
center) to partner on care for the patient 

• Offers a platform for patient and family oral health  
education and motivational interviewing

• Opportunity to share other resources in the community, 
such as those for food and housing security 

A sound digital infrastructure must be in place for  
teledentistry to be a viable option for the delivery of care. 
Internet access is important given its impact on other social 
determinants of health, including education and employment 
opportunities, making broadband a “super-determinant of 
health”.55

Interpreters may be needed to help facilitate the teledentist-
ry appointment in the event of a language barrier between 
patient and practitioner.56, 57 Support staff may be needed 
to help facilitate treatment at the treating facility.58 These 
factors may pose additional barriers to utilizing teledentistry 
in rural communities. Removing these barriers may not fully 
address the adoption of teledentistry by some rural popula-
tions due to cultural and personal values, such as the desire 
for face-to-face interaction with providers and concerns with 
security.27
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MODEL PROGRAMS FOR ADVANCING RURAL PEDIATRIC 
ORAL HEALTH

• A network of school-based health centers in Louisiana 
has school nurses providing oral health assessments as 
part of comprehensive physicals. They also offer oral 
health education, fluoride varnish, and referrals to dental 
providers in the community. One notable aspect of the 
Louisiana program was the use of case managers who 
tracked referrals, classified referrals according to urgen-
cy, helped with care coordination, and navigated barri-
ers to following through on dental appointments. Case 
management is particularly valuable to ensure a smooth 
pathway from the school setting to a dental provider.59  

• Colorado’s “Cavity Free at Three” initiative (CF3)60 
targets rural and frontier populations and has facilitat-
ed oral health screenings, caries risk assessments, oral 
health education, and application of fluoride varnish by 
medical providers. During a ten-year period, over 5000 
health providers and healthcare students were trained 
to perform these dental services, many of which incorpo-
rated these services into their practices. A review of the 
program found that dental caries rates declined signifi-
cantly among elementary school age children, and that 

the number of children receiving a dental visit before age 
2 increased. Pediatricians have previously reported that 
they were more likely to refer children to a dentist if they 
had confidence in their ability to perform oral screen-
ings.61 Programs like CF3 illustrate the value of providing 
oral health training to medical personnel.  

• Local health departments can also be credited with 
developing innovative strategies to improve commu-
nity oral health. In rural Garrett County, Maryland,62 
the health department developed Something to Smile 
About, an initiative that advocated for policies to incen-
tivize dental providers to work in the area. They also 
established a dental surgical center at the local hospi-
tal and a community dental clinic, provided continuing 
education for medical professionals, advocated for 
community water fluoridation, and provided oral health 
education in the public schools. Among other successful 
measures, Garrett County now boasts the highest per-
centage of children who have been to the dentist in the 
past year of any county in the state. 

The following are examples of local, state, and national programs designed to address the needs of children living in rural com-
munities. These programs reinforce how collaborations between medical, dental, and social services are necessary in designing 
effective strategies to advance the oral health of children.

https://www.ruralhealthinfo.org/project-examples/861
http://www.cavityfreeatthree.org/
https://www.ruralhealthinfo.org/project-examples/25
https://www.ruralhealthinfo.org/project-examples/25
https://abcd-dental.org/
https://toothbudds.org/
https://scholarworks.montana.edu/xmlui/bitstream/handle/1/16615/bowden-integrating-2020.pdf?sequence=3
https://ruralhealth.und.edu/assets/3509-14141/progress-of-seal-nd-program.pdf
https://vahealthcatalyst.org/wp-content/uploads/2019/12/Integration-Toolkit_Early-Childhood-Health.pdf
https://www.ruralhealthinfo.org/project-examples/838
https://www.csc.edu/academics/sci/pre-health-professions/rhop/
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• The Access to Baby & Child Dentistry (ABCD) program 
has been connecting young children to dental care 
throughout Washington state for nearly 30 years.63 In 
addition to connecting children and pediatric dentists 
and training general dentists to treat young children, 
education on oral health and its importance for overall 
health is provided to families. The program has increased 
access to dental care for young children,64 including in 
rural areas of the state.

• Regional programs serving the oral health needs of 
underserved residents in rural Appalachia have also 
been developed. The Regional Oral Health Pathway 
program was created by Health Right in partnership 
with the Maryland Area Health Education Center West, 
Allegany County Health Department, Garrett County 
Health Department, and Hyndman Area Health Center, 
to address oral health needs and issues related to ne-
glected oral care in uninsured and underinsured popu-
lations.65 This program used a Pathways Model, which 
uses CHWs to connect at-risk patients to community 
health and social services. The Pathways Model focuses 
on three critical action points: finding a target popula-
tion, treating that population, and measuring progress. 
The Regional Oral Health Pathway program adapted this 
model to educate members of the target population on 
the importance of oral health and hygiene and profes-
sional preventive dental care. This was accomplished 
by providing presentations and sharing on oral health 
resources with the community. Throughout the program, 
primary care providers and health professions students 
were trained to perform basic oral health screenings 
during routine physical exams. 

• The Healthy Smiles Project in North Carolina,66 for 
example, was a consortium that included a YMCA, 
public schools, a children’s hospital, and other agencies. 
Together, the organizations offered screenings, estab-
lished dental homes, and created pathways to dental 
care that reduced the number of kindergarteners in rural 
North Carolina who had dental decay. The Heathy Smiles 
Project also attempted to overcome barriers to pursuing 
dental care, including offering fuel vouchers for transpor-
tation to dental appointments and assisting with Medic-
aid enrollment. 

• A rural health system on Virginia’s Eastern Shore in-
creased the number of pediatric dental visits among chil-
dren by doing outreach to parents. The program offered 

a dental welcome bag for new parents at the hospital 
and a “Happy First Birthday” card with a reminder to see 
a dentist by age one. Additionally, dental staff performed 
an oral health risk assessment and offered fluoride var-
nish at the age one well-visit, and medical staff delivered 
fluoride varnish at 16- and 20-month checkups. Through 
parent outreach and education, the health system in-
creased dental visits for the youngest patients.67

• A non-profit called Tooth B.U.D.D.S68 in Arizona brings 
hygienists to schools for preventive dental care and uses 
teledentistry to connect children to dentists when addi-
tional dental care is needed. 

• A private insurance carrier partnered with PBS to host 
oral health educational programming and events for 
children in rural parts of Arizona through the Have a 
Healthy Smile program.69

• The Rural Health Opportunities Program in Nebraska 
is a joint effort of Chadron State College and the Univer-
sity of Nebraska Medical Center to recruit and educate 
high school students from rural communities who will 
return to practice in rural parts of the state.70 

• The school-based sealant program Seal!ND in North 
Dakota brought hygienists to schools for sealants and 
other prevention measures that have benefitted thou-
sands of underserved children in the state.71

• In an FQHC in Livingston, Montana, attendees at a WIC 
center received interventions including anticipatory 
guidance, fluoride varnish, caries risk assessments, and 
dental referrals to providers in the same building.72

Some recommendations can be made from a review of 
the programs. First, government involvement is invalua-
ble, whether through policy decisions (e.g., Medicaid reim-
bursement for oral health services in non-medical settings, 
increased fees), health department sponsorship or public 
campaigns. Second, financial support and recruitment of 
volunteers are crucial to the functioning of organizations 
that forego governmental involvement. Third, accessible oral 
health training modules (e.g., screening, fluoride varnish, 
anticipatory guidance) are necessary to build confidence and 
prioritization of oral health among community providers. 
Fourth, strong leadership and identification of key program 
benchmarks are important for program sustainability. Lastly, 
care coordination and case management can impact the 
success of programs by addressing practical and logistical 
barriers to obtaining needed dental care.  

http://ahecwest.org/health-right/
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REWARDS OF WORKING IN RURAL COMMUNITIES  
EXEMPLIFIED 

DR. JESSICA MEESKE – HASTINGS,  
NEBRASKA

Dr. Jessica Meeske is a pediatric dentist 
who has practiced in Hastings, Neb., 
for the past 23 years. She was born and 
raised in Hastings and was enticed to 
return to rural Nebraska, inspired by 

the impact she could have treated underserved children 
in her community and watching their lives change through 
improved health. She graduated from Hastings College, the 
University of Missouri – Kansas City School of Dentistry and 
completed pediatric dentistry specialty training and earned a 
Master of Science in Public Dental Health degree at the Uni-
versity of Iowa College of Dentistry. She benefitted from loan 
forgiveness provided by the State of Nebraska.  

Meeske has been very engaged in her community including 
serving as president of the local school board. Serving in this 
role gave Meeske a better understanding of families living in 
poverty. She was better able to connect them to resources 
so their children could be successful in school. Meeske has 
made an impact at the state level, as well. She has served on 
numerous statewide committees and influenced Medicaid 
policies by earning the respect of policy makers and legis-
lators. Along the way, she has learned that living in a small 
town offers unique opportunities for success and fulfillment. 
For her, it was an opportunity to raise her children in the 
same small town where she was born and raised, build the 
practice of her dreams that has grown to four locations, and 
provide care to underserved kids.

DR. CAREY COLLINS – LUMBERTON, 
NORTH CAROLINA

Dr. Carey Collins is a Board-certified  
pediatric dentist who practices in  
Lumberton, N.C. She was born and raised 
in Lumberton and always planned to live 
and work there. After graduating from 

high school, she studied at Robeson Community College and 
became a Pediatric Respiratory Therapist. She saw that many 
of her patients suffered from poor oral health and decided to 
return to school to become a pediatric dentist. She graduated 
from The University of North Carolina, Pembroke, Meharry 
School of Dentistry and The Ohio State University/Nationwide 
Children’s Hospital where she obtained her master’s degree in 
pediatric dentistry.

Collins admits that there are challenges to working in rural 
Southeastern North Carolina including low Medicaid reim-
bursements, language barriers for migrant populations, lack 
of transportation, and restricted access to the operating 
room, but she enjoys seeing patients from all backgrounds 
and helping them achieve optimal oral health.

DR. JAMES CANNAVA – WHITEFISH, 
MONTANA

Dr. James Cannava is a pediatric dentist 
who practices in an Indian Health Service 
dental clinic on the Blackfeet Reservation 
in Browning and in a private practice 
in Kalispell. He was born and raised in 

Soldotna, Alaska, where his father worked as an Ophthalmol-
ogist in the Public Health Service. As a child, Cannava would 
fly with his father to rural communities, including Kotzebue, 
Bethel and Nome to treat patients. Before heading off to den-
tal school, Cannava spent eight seasons working for the Alas-
ka Department of Fish and Game in a variety of boat/plane 
research stations collecting fisheries data. He also worked 
as a substitute teacher on the Kenai Peninsula, often sleep-
ing in the school’s library. He graduated from The University 
of California, Davis, the Oregon Health Sciences University 
School of Dentistry, and the University of Washington where 
he obtained his Master of Science in Dentistry and Master of 
Public Health degrees. After graduating from dental school, 
and before enrolling in pediatric dental specialty training, 
Cannava practiced as a general dentist in community health 
centers where he benefitted from loan forgiveness.

Cannava loves the outdoor life that Montana has to offer and 
spends much of his free time in Glacier National Park. Al-
though inclement weather can make his commute two hours 
each way on some days, he relishes the relationships that he 
has built with his patients and their families, his colleagues, 
and his neighbors.
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DR. MINDY TURNER – ALBEMARLE, 
NORTH CAROLINA

Dr. Mindy Turner is a Board-certified 
pediatric dentist and Dental Director of 
the Stanly County Department of Public 
Health located in Albemarle, N.C. Turner 
grew up in Stanly County and has prac-

ticed in a variety of rural public health settings. After grad-
uating from the University of North Carolina Adams School 
of Dentistry she treated patients on the Northern Navajo 
Indian Reservation in Shiprock, N.M. She completed pediatric 
dentistry specialty training at the University of Rochester, 
Eastman Institute for Oral Health and returned to North 
Carolina to treat patients in the non-profit Anson Regional 
Medical Services. She then returned home to Stanly County 
to establish the Stanly County Dental Clinic and for the past 

18 years she has served the children of Stanly County. She 
benefited from loan repayment through the North Carolina 
Department of Health and Human Services Office of Rural 
Health and Development. 

Turner shared, “I work in Stanly County because I grew 
up here and knew there was a huge need. I love pediatric 
dentistry because I could watch patients grow and become 
comfortable with me, our staff, and the treatment we pro-
vide.” She has received many awards, including the Glax-
oSmithKline Foundation Child Health Recognition Award, and 
currently serves on the North Carolina Oral Health Section’s 
Special Care Advisory Committee and the Stanly Health Foun-
dation Board of Directors at Atrium Stanly Hospital. Turner 
considers Stanly County a great place to live and raise a fami-
ly. She is an active member at Indian Hill Presbyterian Church 
in Stanfield, a church that her grandfather established.

DEFINITIONS AND ABBREVIATIONS

AAPD: American Academy of Pediatric 
Dentistry

ACS: American Community Survey

ADA: American Dental Association

CDC: Centers for Disease Control and 
Prevention

CF3: Cavity Free at Three

CHC: Community Health Center

CHW: Community Health Workers

CWF: Community Water Fluoridation 

FQHCs: Federally Qualified Health 
Centers

HPI: Health Policy Institute

HPSA: Health Professional Shortage 
Area 

HRSA: Health Research and Services 
Administration 

RHC: Rural Health Clinic

Rural: Population density (less than 
50,000), geographic isolation, or a combi-
nation of population size and travel time 
to nearby urban areas.

NSCH: National Survey of Children’s 
Health 

OR: Operating Room

Teledentistry: Providing oral health 
education, care, and consultation through 
a virtual platform.

WIC: Special Supplemental Nutrition Pro-
gram for Women, Infants, and Children
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SUGGESTIONS 
FOR ACTIONS
1. Recruit from Rural: Build a robust dentist and dental team workforce in rural 

areas by recruiting from rural communities to the profession.

2. Recruit to Rural: Introduce dentists – including pediatric dentists and other 
specialists – to the rewards of working in rural areas by offering enhanced loan 
repayment programs and tax benefits.

3. Renovate Medicaid: Advocate for reforms in state Medicaid programs (e.g., 
suitable reimbursement rates, streamlined administrative processes) that make 
it feasible for more dentists to participate and treat children from low-income 
families in their communities. 

4. Reward Whole-Person Care: Encourage the integration of services like care 
coordination, case management, and transportation support in dental  
insurance plans and dental offices by paying providers for these crucial aspects  
of whole-patient care. 

5. Reach Out, Refer, and Collaborate: Facilitate partnerships between medical 
providers, schools, community organizations, county agencies, oral health coa-
litions, faith-based organizations, advocates for children, and pediatric dentists to 
implement programs that promote optimal oral health.

6. Reserve Operating Rooms: Advocate for designated operating room time for 
dental cases at regional hospital centers for patients with the greatest need, 
including young children with severe early childhood caries.

7. Fluoridate: Support local level legislation, regulation, and infrastructure to  
ensure safe community water fluoridation.

8. Ensure Food Security: Increase the availability and accessibility of healthy and 
nutritious foods in rural areas by working with local, county and state partners.

9. Improve Oral Health Literacy: Motivate and educate parents and caregivers 
to recognize the important role that optimal oral health plays in a child’s well- 
being and quality of life. 

10. Enhance Digital Capability: Extend internet access in rural areas to broaden 
the reach and benefits of teledentistry while expanding coverage and payment 
parity for services delivered via telehealth.

Effective solutions will be nuanced and must cater to the unique needs and assets of the community that 
they are meant to serve. Policies and programs to improve oral health for children in rural communities 

will require engagement at multiple levels of government and the formation of new partnerships between 
dental providers and community organizations. AAPD recognizes the need for drawing greater attention 

to the ongoing oral health disparities that affect rural communities. We look forward to serving as a 
resource for our partners in rural areas and hope that these suggestions for action provide a starting 

point for our collective efforts in optimizing the oral health of children in rural areas: 
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