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Why School-Based Dental Services Improve Overall Health
Elementary schools are anchors in many communities and young children’s lives. A child spends
on average one-sixth of each year in school, perhaps the most influential institution they interact
with outside of their family. School staff have relationships with children and their caregivers and
are often a critical source of trusted information for caregivers. Teachers and educational staff are
trained to support students’ well-being and to recognize signs and symptoms of medical, dental,
and mental health issues. Because of these factors, integrating health services into schools
remains an effective strategy to support the emotional and physical aspects of students’ learning.
Oral health issues impinge on students’ abilities to learn; one figure estimates students in the U.S.
lose 51 million school hours annually because of dental-related illness. Dental caries—otherwise
known as tooth decay—are the second most common chronic condition in children and
adolescents yet are largely preventable. An estimated 19% of children between the ages of 5 and
19 years old have untreated dental caries. When dental decay begins early in life, it can damage
children’s growth, development, and school performance. Dental pain can also affect eating and
sleeping, leading to inattention in school and under performance. Students with toothaches are
nearly six times more likely to be absent from school and four times more likely to have lower
grades compared to their peers without dental pain. Poor oral health can also affect psychosocial
factors such as self-esteem, confidence, and social skills, as well as future employment.
Poor nutrition and lack of preventative oral healthcare are two primary reasons that tooth decay
begins, both of which are influenced by social determinants of health. Social determinants of
health are the conditions in which people are born, grow, live, work, and age. Examples of social
determinants that can impact children’s oral health include housing stability, financial resources,
quality of education, structural racism, xenophobia, and community safety. In addition to cost and
insurance coverage, many barriers—transportation, parental work schedules, competing
priorities, lack of oral health education, among others—can obstruct access to dental care.
Because of these factors, data show oral health inequities exist for children in households living
below the federal poverty threshold, individuals without dental and health insurance, communities
of color, and rural communities.
Community-based dental services, especially school-based services, are an essential component
of oral health promotion for marginalized communities and populations. School-based dental
services help eliminate access barriers of transportation, parental availability, and greatly reduce
missed appointments. Comprehensive dental care offered through schools is more effective than
screening and referral programs or traditional dental services in achieving oral health equity for
children living in under-resourced communities. By promoting children’s oral health and
preventing common chronic conditions like tooth decay, school-based dental services improve
children’s overall health and well-being.
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The Healthy and Ready to Learn Initiative
Integrating Oral Health Services in Schools
The Healthy and Ready to Learn Initiative (HRL) was developed by Children’s Health Fund (CHF)
to address health issues that impact student learning and attendance, termed “health barriers to
learning.”1 HRL addresses health needs rooted in social, racial, and economic inequities by
managing the provision of health screening services within two New York City (NYC) elementary
schools and creating content to promote health and well-being in the school community. The
program has expanded in recent years to include technical assistance, training, and an online
resource center (healthyandreadytolearn.org).
CHF staff worked closely with the NYC Office of School Health and relevant stakeholders to
develop this program over multiple years. In 2013, CHF partnered with a local education union to
conduct a survey on health barriers to learning with over 400 principals and assistant principals
in New York City public elementary and middle schools.2 Results from the survey identified the
health resources that principals deemed most important to students’ learning and guided the
program’s initial design. The program’s advisory committee includes key stakeholders from
community-based organizations, school staff, parents, the NYC Department of Education, and
the NYC Department of Health and Mental Hygiene.

See CHF’s white paper on the topic at https://www.childrenshealthfund.org/hbl-literature-review/ .
See “Health Barriers to Learning: A Survey of New York City Public School Leadership,” Gracy et al,
2014, as listed in the references.
1
2
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Healthy and Ready to Learn Public School Partnerships
Since 2014, HRL has partnered with two New York City (NYC)
elementary schools—P.S. 36 in Harlem and P.S. 49 in Mott
Haven in the South Bronx—to implement a comprehensive
school-based model that provides the school community with
health services, education, resources, and protocols. Both
neighborhoods face significant challenges to health and wellbeing that result from long histories of racial and ethnic
discrimination that continue today. Of all 59 NYC community
districts, Mott Haven is ranked the highest risk to child and
family well-being based on indicators of economic security,
housing, health, education, family support resources, and
others.3 Across the two schools, students are 99% children of
color, primarily Black and Latinx students, and over 90% are
from families with limited financial resources.4 In the 2018-2019 school year, 43% and 32% of
students at P.S. 36 and P.S. 49 respectively were chronically absent, meaning they missed 10%
or more of their school days (an equivalent of 19 days).5 By comparison, 23% of NYC elementary
school students overall were chronically absent that year.6
HRL strives to promote student success by increasing access
to health resources, promoting trauma sensitivity training for
teachers and staff, and building positive attendance culture. In
each school-based program, a two-person HRL team is
assigned to the school; the team includes a site manager,
whose responsibilities include case management and
coordination of health providers, and a mental health clinician.
Each team works with school staff and families to identify and
address health barriers to learning throughout the school. The
team provides case management to support students who are
chronically absent, coordinates vision and dental services,
expands access to school-based behavioral health counseling
services to students with identified needs, and provides
professional development and learning opportunities for staff
and families.

3

See the data at https://data.cccnewyork.org/riskranking .
NYC’s Department of Education defines “poverty” as students who either qualify for free or reduced
price lunch, or are eligible for benefits through the NYC Human Resources Administration. See data at
https://infohub.nyced.org/docs/default-source/default-document-library/demographic-snapshot-2015-16to-2019-20-(public).xlsx .
5
For a definition of chronic absenteeism, see https://www.attendanceworks.org/chronic-absence/theproblem/.
6
Data source is https://infohub.nyced.org/reports/school-quality/information-and-data-overview/end-ofyear-attendance-and-chronic-absenteeism-data .
4
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The school-based program uses a three-tiered approach. Beginning with school-wide
interventions at the first tier, HRL applies additional strategies to meet students’ and families’
needs.
Tier 1 interventions are proactive and target the whole school; for oral health services, this tier
comprises twice annual no-cost7 preventive oral health examinations for every child whose
parents provide consent. In order for students to receive services, parents must return a signed
opt-in consent form. An oral health services provider sets up dental hygienist stations in each
school for two weeks in the fall and spring, providing oral health care for all children with consent.
The hygienists perform an oral exam, cleaning, and apply fluoride varnish. Depending on the
students’ needs, the hygienist may provide additional services including x-rays and applying
sealants.

The second and third tiers provide greater levels of support to students with needs identified
during school-wide interventions or through school staff referrals. At the preventive visit, the dental
hygienist records whether the child [a] does not need follow-up treatment, [b] needs follow-up
treatment, or [c] needs urgent follow-up treatment. With oral health services, Tier 2 interventions
occur where the child needs non-urgent follow-up treatment. The parent is notified that their child
needs additional care and can either visit an external dental provider or have follow-up treatment
provided when the dental team returns to the school. Typically, the dental provider returns to the
school a month or two after the preventive visits to provide restorative dental services—primarily
fillings—for those students with identified non-urgent treatment needs.
Tier 3 interventions provide the highest levels of support to those with the greatest need.
Administrators and school team members collaborate to provide intensive case management to
students and families in this tier. The result is often referral and connection to resources beyond
the school. Specific to oral health services, the highest tier occurs when the dental provider refers
students who have an urgent treatment need—identified during the preventive visit—to an
external provider, like oral surgery or other hospital-based interventions. The HRL site manager
then supports the family by providing a referral, making regular contact, and troubleshooting
financial and insurance issues that arise in getting additional dental care.
7

The dental provider bills Medicaid or private insurance where possible but does not charge students.
Read more at https://www.smilenyoutreach.com/ .
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Through the team’s experience partnering with the schools, the program has gained a unique
understanding of the intersection of health and education. This perspective drives their work
creating resources and content that are responsive to the needs of their school partners. HRL
facilitates collaboration between the health and education sectors, and the team furthers these
efforts by convening local partners in NYC and through advocacy at the state and national levels.
Oral Health Services Reach 1,500 Students
In total, the team provided preventive oral health services to nearly 1,500 students over the last
four school years. Prior to the most recent school year which was impacted by the COVID-19
pandemic, the HRL team’s dental provider conducted preventive visits with approximately 430
students each year, reaching on average 36% of all students enrolled at the two schools annually.
The remaining students’ parents did not consent to receive services; possible reasons include the
family already had a pediatric dental provider, did not receive or understand the communication
about the services, or failed to complete and return the consent due to competing priorities or loss
of paperwork. Because the COVID-19 pandemic forced closures of New York City public schools
during the 2019-2020 school year, the team only provided oral health services during the fall
semester and canceled additional preventive and restorative care planned for the spring
semester. Below we discuss the services provided during the 2019-2020 school year as, other
than the lower service volume, the trends are consistent with prior school years.
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During the 2019-2020 school year, the HRL team’s dental provider conducted preventive visits
with 273 students during the fall semester, representing a quarter of all students enrolled at the
two schools. These students generally received preventive services including an oral exam,
cleaning, and fluoride varnish. Of these 273 students, 63% had x-rays taken and 41% had
sealants applied to their back teeth or molars. One student had a filling placed during the initial
preventive visit.
In addition to oral health services provided at the preventive visit, the dental hygienists recorded
that 133 (49%) students did not need follow-up treatment, 102 (38%) students needed non-urgent
follow-up treatment, and 35 (13%) students needed urgent follow-up treatment.8 This was similar
to the findings from prior years, but contrasts with the data from New York state oral health
surveys that identified only 2% to 10% of elementary school children as having oral pain or serious
oral infection.9 Of the 102 students with non-urgent follow-up treatment needed, 17 students later
received on-site restorative care services where all, except one student, received a filling. The
students with urgent needs received referral packets and case management from the HRL team
to ensure treatment was obtained.
For 221 of the 273 students who received services, their caregiver provided HIPAA consent for
CHF to view additional data items. Dental hygienists noted, in the preventive visits, that 110 (50%)
of these students had dental decay present. Hygienists also rated the student’s level of dental
hygiene as either “good,” “fair,” or “poor.” Only 15% of the students were rated as having “good”
dental hygiene, while 62% were rated “fair,” and 23% were rated “poor.”
Program Outcomes: Decline in urgent dental issues by engaging families
Critical oral health services reached many students who otherwise would not have received
regular oral health care. One third grader at P.S.49, for example, had a painful abscess identified
in his mouth and received care for the issue at his initial visit. A pre-k student who had never
visited a dentist before was found to have all her baby teeth rotten; she received a cleaning, and
the team supported her parents to identify a dentist to provide the urgent follow-up care she
needed.
Consistent with these anecdotal student experiences, the data suggest that the routine preventive
oral health services the program provided in the fall reduced urgent dental treatment needs over
the school year. Dental data from the HRL school-based program at P.S. 36 for the three school
years prior to 2019-2020 show declines in students identified with urgent dental treatment needs
at their subsequent preventive visit as compared to their first preventive visit (see chart below).
For example, for the 2018-2019 school year, 18% of students at P.S. 36 had urgent follow-up
treatment needs noted at their first preventive visits, while only 7% of students had urgent followup treatment needs at their subsequent preventive visits.
In addition to boosting health and well-being, we know that reductions in untreated urgent dental
needs are linked with improvements in school attendance and school performance. As cited
8

Three students were excluded from these numbers due to missing data.
See https://www.astdd.org/docs/dental-screening-considerations-for-school-nurses-in-return-toschool.pdf .
9
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above, findings from numerous studies document that untreated dental problems are linked to
more absenteeism, diminished school performance, loss of sleep, and inability to pay attention in
class, as well as reduced psychosocial well-being.

Implications: Expand In-School Dental Services to Address Access
Our experience with the HRL oral health services program model suggests bringing oral health
services directly to children in school effectively reaches students who otherwise may not receive
routine preventive oral healthcare. Of students who received oral health services, we consistently
identified between 13% and 18% of students each year had an untreated urgent dental issue, and
an additional 35% to 41% had an untreated non-urgent dental issue that could have escalated
into a more serious health risk. Critically, data show that children from families with limited
financial resources and children of color are less likely to have access to oral healthcare. This
program helps to reduce racial, ethnic, and economic inequities in oral care access by bringing
oral health services to students at two NYC elementary schools whose students are primarily
Black and Latinx, and from families with limited financial resources.
We recommend that school administrators, particularly in NYC, look to partner with local
community organizations who provide in-school oral health services. In some school
communities, especially in urban areas, no-cost or low-cost in-school dental services exist but
schools either are unaware or do not have the staff or funding resources to coordinate them.
Philanthropic and corporate social responsibility support can provide seed funding to expand
programs with a proven track record of success. For example, NYC’s implementation of the
“Community Schools” model provides an archetype for a holistic education model that supports
the whole child and their family. These supports include dental care. An evaluation found that this
model increases graduation rates and student achievement and reduces chronic absenteeism
and disciplinary incidents.
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Our Future Direction with Schools
The Healthy and Ready to Learn oral health services model developed by Children’s Health Fund
brings oral health services directly to students in schools, effectively reaching students who
otherwise may not receive routine preventive oral health care. Investing in on-site preventive oral
health services in schools provides access in communities of color and neighborhoods with limited
financial resources, which promotes oral health equity. In-school oral health services support
children’s overall health and well-being, and their educational success by reducing absenteeism
and distractions from oral pain. In addition to localized solutions to addressing oral healthcare
access inequities, we continue to advocate for a set of federal policy priorities to improve access
to oral healthcare for children across this country.
Throughout our time working in these two NYC elementary schools, and particularly as the 20202021 school year winds down, our HRL staff has taken stock of the learnings and assets built
over the years. Recently, the team has invested heavily in offering technical assistance to cohorts
of schools, conducting trainings with school staff and community members, and developing an
online resource center for schools. Using the lessons learned from years of providing a
comprehensive school model to the two schools, our next steps will concentrate on advocacy and
disseminating the critical parts of this oral health services model. This direction will take what we
have learned from the comprehensive school model and chart a national footprint that focuses on
building lasting changes toward health and well-being in schools and their communities.
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