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SUMMARY:  Despite the high rate of untreated 
tooth decay, many young children in California 
under six years of age have never been to a 
dentist. Numerous and complex barriers to 
access to oral health care for young children 
exist, and a multifaceted approach is required 
to improve receipt of preventive and treatment 
services that could improve the oral health of 
this population. This policy brief describes the 
UCLA-First 5 LA 21st Century Dental Homes 
Project, which was designed to improve oral 
health care for young children in 12 Federally 
Qualified Health Center (FQHC) clinic sites with 
co-located dental and primary care services and 

its accessibility in their service areas throughout 
Los Angeles County. The project funded 
infrastructure and staffing, provided technical 
assistance to improve operations, trained clinical 
personnel to provide oral health care to young 
children, implemented a quality improvement 
learning collaborative, trained parents and 
child care providers in oral hygiene and healthy 
habits, and disseminated information to promote 
effective policies. Early data on the project 
indicated twofold increases in delivery of both 
diagnostics and treatment visits for young 
children, and a threefold increase in preventive 
services for young children during the program.

National data indicate that only half 
of children ages 2-17 had a dental 

visit in 2011.1 Medicaid administrative data 
indicate that only 36 percent of children 
eligible for Early and Periodic Screening, 
Diagnostic, and Treatment received preventive 
care, and just 19 percent received treatment 
services in California in fiscal year 2015.2 
Current clinical guidelines recommend that 
children should receive their first examination 
“at the time of the eruption of the first tooth 
and no later than 12 months of age” so that 
clinicians can provide preventive care and oral 
health education as well as early detection 
and management of oral disease.3 National 
data show that 23 percent of children ages 2-5  
in 2011-2012 had dental caries in primary 
teeth, rising to 56 percent among those ages 

6-8.4 Existing evidence indicates multiple  
negative consequences of poor oral health, 
including worse overall health, lower educational  
attainment, and lower quality of life.5     

Complex and numerous barriers limit the 
access of low-income children to needed 
oral health care. Barriers include inadequate 
parental and caregiver knowledge of the 
importance of oral health care and self-care 
skills for young children;6 an insufficient 
number of providers participating in Denti-
Cal (California’s Medicaid dental benefits);7 
and a lack of confidence and knowledge on 
the part of many dentists in providing care 
for young children.8 Lack of integration of 
dental and primary care services also limits 
access to oral health care for young children.9 
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‘‘There are 
numerous and 
complex barriers 
to access to oral 
health care for 
young children.’’
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Data show that only 33 percent of California 
community clinics have co-located dental 
and primary care capacity, and the degree of 
oral and primary care integration in these 
organizations is unknown.10 

This policy brief describes the approach 
and early outcomes of an innovative and 
multipronged project designed to address the 
complex barriers in access to oral health care 
for children 0-5 that has been implemented 
in Los Angeles County, beginning in 
2013. The UCLA-First 5 LA 21st Century 
Dental Homes Project (DHP) was funded 
by First 5 LA and implemented by UCLA 
in partnership with 12 Federally Qualified 
Health Centers (FQHCs) with dental care 
services co-located in the same site as primary 
care services.11 FQHCs were selected for this 

intervention because they are significant 
providers of care to low-income and 
uninsured populations, have a mandate to 
provide preventive oral health care, and have 
the capacity to integrate dental and medical 
primary health care. 

The 21st Century Dental Homes Project 
Approach to Improving the Oral Health of 
Young Children

The project addressed seven critical barriers 
to improving the oral health of children  
ages 0-5 in the safety net. These included:  
(1) limited access to affordable dental care; 
(2) inadequate infrastructure for care delivery; 
(3) limited knowledge, skills, and comfort in 
oral health care delivery for young children 
among dental and primary care medical 
providers; (4) inadequate financial incentives 

The UCLA-First 5 LA 21st Century Dental Homes Project Approach to Improving Oral 
Health of Young Children Ages 0-5

Exhibit 1
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primary care.’’
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to provide oral health care to young children; 
(5) limited or no integration of co-located 
dental and medical providers; (6) lack of 
leadership and champions to promote oral 
health care in the same organization; and 
(7) limited knowledge of oral care needs and 
self-care skills among parents and child care 
providers. These barriers were addressed 
through the following strategies, highlighted 
in Exhibit 1.

Infrastructure: The initial phase of the 
project involved infrastructure enhancements 
in 2013. FQHCs received infrastructure 
support in the form of funds to hire a 
dedicated Community Dental Home 
Coordinator (CDHC) and a part-time 
pediatric dentist, and to purchase dental 
supplies and equipment. The CDHCs 
facilitated service delivery to young children 
throughout the clinic, delivered oral health 
education (and fluoride varnish in some 
clinics, if they had the requisite clinical 
qualifications), assessed caries risk, facilitated 
and participated in quality improvement 
activities, and conducted outreach to child 
care providers and other community-based 
organizations. The pediatric dentists provided 
advanced treatment and also served as an 
internal resource for training and reinforcing 
the skills of dental and medical personnel in 
delivery of care to very young children.

Practice Management Technical Assistance: 
All FQHCs received technical assistance 
to improve clinic operations and financial 
performance, including an initial assessment 
that was used to develop an enhancement 
plan, ongoing assistance by expert advisors to 
address specific challenges, and semiannual 
performance reviews to assess progress. 

Provider Training: FQHC medical and 
dental care providers were trained in 
techniques used to assess caries risk, deliver 
care to young children, and manage caries 
risk and dental disease. They received 
an extensive curriculum that included 

online instruction, didactic and laboratory 
instruction, clinical demonstrations, and 
on-site training. Ongoing training also was 
supported by the part-time pediatric dentists 
employed by each clinic as part of the project.

Quality Improvement Learning 
Collaborative: Six of the 12 FQHCs 
participated in an intensive Quality 
Improvement Learning Collaborative (QILC) 
designed to teach the basic principles 
and application of quality improvement 
techniques, coach provider teams in 
implementing quality improvement 
methods, and build support for quality 
improvement applied to oral health care 
among clinic leaders. The QILC focused on 
integrating risk-based oral health care across 
medical and dental services to improve access, 
quality, and efficiency of care delivery, risk 
reduction, and disease management. 

Community Systems Development: The 
DHP project also trained Child Care 
Resource and Referral Agencies in the 
surrounding communities of participating 
FQHCs, which in turn trained child care 
providers and educated parents on the 
importance of oral health and healthy habits. 
The DHP also developed and provided 
resource guides to CDHCs to support 
outreach to parents and child care providers.

Policy Analysis: The program identified 
organizational and policy challenges that are 
barriers to the delivery of oral health care to 
young children, along with solutions to help 
the clinics address these challenges (including 
providing oral health services within primary 
care settings and dealing with reimbursement 
and payment challenges). Collectively, the 
program sought to develop a sustainable model 
of improved capacity in oral health delivery 
for young children in Los Angeles County.

‘‘The program 
sought to develop 
a sustainable 
model of improved 
capacity in 
oral health 
delivery for young 
children in Los 
Angeles County.’’
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Location of DHP Participating Federally Qualified Health Centers, Los Angeles CountyExhibit 2

Participating FQHCs Are Located in Areas 
with High Concentrations of High-Need, 
Low-Income Young Children

Participating FQHCs are located in areas of 
Los Angeles County where a high proportion 
of low-income children reside and where few  
young children covered by Medicaid received 
dental services (Exhibit 2). Most FQHCs are  
located in densely populated urban areas, such  
as Lincoln Heights, Bell, El Monte, and 
Highland Park, while others are located in more  

rural areas further from the city center, such 
as the Antelope Valley. Participating clinics 
reported serving more than 25,000 children 
covered by Medicaid prior to implementation 
of the project in 2012. However, these clinics 
were operating in zip codes with high unmet 
need, where 72 percent to 85 percent of 
children covered by Medicaid did not have a 
visit to the dentist in 2012 (data not shown).

Source: 	Authors’ analysis of 2014 U.S. Census Bureau;  
American Community Survey, 2010-2014.

Participating Clinic

Percentage of Population Ages 0-18 
Living at or Below 100% Poverty, 2014
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‘‘Participating 
clinics were 
operating in zip 
codes with high 
unmet need.’’
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Participating FQHCs Are Larger 
Organizations Serving Many  
Young Children

Based on our analyses of data from the 
2013 California Office of Statewide Health 
Planning and Development, participating 
clinics had more providers, clinical support 
staff, and administrative staff than other 
community clinics (FQHCs, FQHC Look-
Alikes, or community clinics) with co-
located oral health care in Los Angeles 
County (Exhibit 3). Participating FQHCs 
had an average of 11.3 full-time equivalent 
providers, inclusive of physicians, dentists, 
and other clinical personnel, compared to 
9.7 such personnel in other co-located clinics 
in the county. Proportionally, participating 
FQHCs had 1.2 times more providers, 1.5 
times more clinical support staff, and 1.2 
times more administrative staff. 

Participating FQHCs saw 1.3 times more 
patients on average (10,853 vs. 8,424), had 
1.3 times more patient visits, and generated 
1.2 times more total revenue than other co-
located clinics ($6.5 million vs. $5.5 million).  
A higher percentage of visits (52 percent) 
were provided to patients with Medicaid 
coverage by participating FQHCs than  
by other co-located clinics (42 percent).  
A higher proportion of patients in participating 
FQHCs were young children compared 
to other co-located clinics in Los Angeles 
County (13 percent vs. 11 percent).

Source: 	UCLA Center for Health Policy Research analysis of 
2013 OSHPD data.

Note: 	 FTE is full-time equivalent employee. Other clinics 
include FQHCs, FQHC Look-Alikes, and community 
clinics.

DHP Clinics Co-Located 
Clinics in Los 

Angeles County

Mean Patients 10,853 8,424

Mean  
Encounters

38,731 29,802

Mean Revenues $6.5 million $5.5 million

Medi-Cal as  
Percentage of 
Total Encounters

52% 42%

Percent of  
Patients Ages 0-4

13% 11%

22.5

27.9

11.3

19.1

19.2

9.7

DHP Clinics 
(n=12)

L.A. County 
Co-Located Capacity

(n=55)

Administrative Staff FTE

Clinical Support Staff FTE

Providers FTE

Characteristics of Participating FQHCs and Other Los Angeles County Clinics with  
Co-Located Dental Capacity, 2013

Exhibit 3

‘‘Participating 
FQHCs reported 
a more than 
threefold increase 
in preventive 
visits.’’
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Participating FQHCs Provided Significantly 
More Preventive Care to Young Children

Participating FQHCs reported providing 
more than 7,000 more preventive visits—a 
3.3-fold increase—for children ages 0-5 
between January 2014 and December 2015 
(Exhibit 4). These preventive visits included 
oral health education, fluoride varnish, and 
other preventive procedures. The number 
of visits for treatment (over 600 more) and 
diagnostic services (over 2,000 more) doubled 
in the same time period.  In 2014 and 2015, 
a total of 777 and 727 child care providers, 
respectively, received training to raise 
awareness of oral health, provide oral health 
education, and encourage parents to obtain 
dental care for children.

Implications

The UCLA-First 5 LA 21st Century Dental 
Homes Project demonstrated that developing 
the capacity of dental and primary care 
medical personnel to provide oral health care 
services and integrate oral health services 
across dental and primary care services can 
improve access and promote quality of oral 
health care for low-income young children in 
critical safety net sites in Los Angeles County. 
The project components were aimed at 
addressing the significant barriers that limit 
the application of evidence-based oral health 
care practices for young children, regardless 
of whether care is provided in FQHCs or in 
broader community settings.  These critical 
changes are unlikely to be initiated or 
sustained without the investment of resources 
to build capacity in the system and to ensure 
adequate financial incentives to sustain care 
delivery once capacity has been improved. 

Total Number of Diagnostic, Preventive, and Treatment Visits for Children 0-5 by  
Project Year and Quarter

Exhibit 4
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Source: 	UCLA Center for Health Policy Research analysis of 
participating FQHC reports.

‘‘These critical 
changes are 
unlikely to 
be initiated 
or sustained 
without the 
investment of 
resources to build 
and sustain 
capacity.’’
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Multiple elements of this project can be 
replicated in other high-need areas of Los 
Angeles County, the state of California, 
or nationally. One-third of community 
health center sites in California have co-
located primary and dental care services; 
another 29 percent of California community 
health center clinics are part of multisite 
organizations that provide dental services in 
at least one site within their organization. 
These are indicators of the existing potential 
to implement the DHP model more broadly 
to improve the oral health care service 
capacity of FQHCs.10, 12  

FQHCs are required to provide primary 
health and oral health care to all patients, 
and the Health Services and Resources 
Administration has encouraged these 
organizations to provide oral health care 
on-site.13, 9 Yet, these policies do not focus 
on improving access to oral health care for 
children ages 0-5, who are vulnerable to 
highly preventable dental disease. Policy 
initiatives focused on promoting highly 
effective low-cost services are needed to 
address the persistent barriers to reducing 
caries incidence and improving the oral 
health of very young children and other 
segments of the population at elevated risk 
for dental disease.  Such services would 
include caries risk assessment, fluoride 
varnish applications, and culturally 
competent counseling delivered by trained 
dental and medical personnel, as well as 
oral health education delivered through 
community outreach projects. 
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