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The Oral Health Access for Young Children (OHAYC) 

program took place from January 2011 – August 2012.  Its 

objectives were to: 

 

Improve oral health outcomes in high-risk children and 

families through community-based programs that provided: 

 
Preventive dental screenings and supplies  

Fluoride varnish applications 

Oral health education to children, parents and caregivers 

Dental referrals 

 

Demonstrate the replicability of a community-based pilot 

program to address oral health disparities across 

Nebraska. 

 

Patterns 

Progress 

Cavities - Early Childhood Caries (ECC)  

Children in very rural (<20 people/mi2) or very urban areas (>1400 people/mi2) were about 

25% more likely to have ECC compared to mid-range population densities. 

Overall, Native American  and Hispanic children had the highest rates of ECC(30% and 

24%), while African American children had the lowest rates of ECC (8%).   

Hispanic children were more likely to have ECC in an urban than rural environment (28% 

vs 21%), while African American children were more likely to have ECC in a rural than 

urban environment (11% vs 7%). 

Children in urban settings without dental insurance were more likely to have ECC (p<.05). 

 

  

Potential 

Need for Increased Oral Health Education 

Local programs reported that many parents were not aware of 

some very basic oral health concepts or of the importance of 

prevention. Increasing oral health knowledge, influencing beliefs 

about oral health, and equipping parents and guardians to establish 

preventive oral health habits in the home should be a priority of 

community-based public health programs. 

 

Need for Increased Cultural Competence in Oral Health Care and 

Oral Health Literacy 

Efforts should be made to minimize the social barriers that reduce 

access to oral health care in the community. These barriers include 

differences between patients and providers in language, literacy, 

customs, or beliefs that result in under-utilization of available 

services and poor oral health. 

 

Need for More Accessible Oral Health Providers and Programs 

While oral health providers and programs exist across the state, 

they can be inaccessible for some families due to distance, 

inadequate insurance, or limited availability. These barriers can be 

addressed by the OHAYC model of building community 

infrastructure, developing interdisciplinary partnerships, and 

increasing opportunities for community-level oral health care. 
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Places 

The OHAYC Program partnered with local organizations 

in urban and rural areas of Nebraska, representing 64 out 

of the state’s 93 counties. 

 

The population density of participating Local Public 

Health Departments ranged from 0.4 to 1,457 people 

per square mile, with a median of 23.  

 

The number of people per dentist in the areas served 

ranged from 994 to 3,663, with a median of 1,393.   

 

The number of square miles per dentist in the areas 

served ranged from 0.7 to 6,576, with a median of 61.8. 

 

Strengths 

Consistent community presence 

Involves families in children’s 

dental care 

Flexible model allows program to 

grow and improve 

Focus on education and 

prevention 

Meets identified community need 

 

 

 

 

Challenges 

Limited referral options in 

settings without a dental clinic 

Coordination between dental 

staff and community sites 

Burdensome reporting structure 

Cultural and language 

differences between staff and 

families 

Connections 

Nebraska children and families to local dentists, public health clinics, 

and state and community resources 

Local health departments to WIC clinics, Head Start, Child Care and 

Preschool, community organizations, and Nebraska DHHS 
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