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Learning Objective(s)

Participants will gain knowledge in:

u How children’s oral health is an issue of social justice, 
health equity and human rights.

u Value based care approach of the BEECON trial- using 
monetary incentives to improve brushing behaviors in 
families 

u Policy recommendations for shifting from provider to 
family-based incentives
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Children’s Oral Health:
An issue of Social Justice, Health Equity, 

and Children’s Human Rights
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UNICEF’s Convention on 
the rights of the Child

u UNICEF’s Convention on the rights of the 
Child produced a declaration of children’s 
human rights

u Article 24 covers access to health for 
all

u Article does not include right to access to 
oral health or dental care as right of the 
Child
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Early Childhood Caries (ECC)

u A chronic, infectious, multifactorial 
disease

u Occurs in children 6 years or younger

u Causes pain and infection

u Makes eating, speaking, and learning 
more difficult

u Harmful long-term effects on cognitive 
and growth development, school 
readiness, and self-esteem

u Diminishes overall quality of life

u ECC is entirely preventable

6(Ramos-Gomez, F. 2019); (Naidoo, S. 2015)



The Facts

u 600 million children worldwide are affected by ECC

u The prevalence of ECC in children 4 years of age ranges from 12%-
98% around the world

u In the United States, 23% of children ages 2-5 years have ECC

u 80% of dental disease in the United States is concentrated in only 

20-25% of children, 

primarily those from low socioeconomic
backgrounds, minority backgrounds, 
or both.

7(Ramos-Gomez, F. 2019); (Trent, M., et al. 2019); (World Health Organization. 2001); (Joint United Nations, 2017)



Oral Health Inequity

u Oral health inequities are 
prevalent and universal

u Low-income and minority 
children have the highest 
caries rates in the US and 
many other countries

u Disadvantaged children 
are more likely to have no 
access to oral health care

8(Lancet Press Office. 2019); (Tinanoff, N., et al. 2019)



UCCOH’s 2-day Interprofessional 
Innovation Forum – Oct. 2018
u Dental, medicine, 

nursing, and public 
health and policy 
experts met to propose, 
discuss, and recommend 
cost-effective, viable 
solutions for oral health 
issues focused on ECC 
through a lens of 

u SOCIAL JUSTICE

u HEALTH EQUITY

u HUMAN RIGHTS
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SOCIAL JUSTICE
“the fair and proper administration of laws conforming to the natural 
law that all persons, irrespective of ethnic origin, gender, possessions, 
race, religion … are to be treated equally and without prejudice.”

HEALTH EQUITY
“the attainment of the highest level of health for all people. 
Achieving health equity requires valuing everyone equally, focusing 
on societal efforts to address avoidable inequalities, recognizing 
and rectifying historical injustices, addressing contemporary 
injustices, eliminating health and healthcare disparities, and 
assuring structural and personal conditions are in place to support 
optimal health.”

HUMAN RIGHTS
“rights inherent to all human beings, regardless of race, sex, 
nationality, ethnicity, language, religion, or any other status.”

10

(FDI Policy Statement. 2014); (Basir, L. et al. 2017); (Fleming E. 2015-2016)



Forum Objectives
u Positioning children’s oral health as an issue of social 

justice, health equity and human rights. 

u Access to basic oral health care continues to be an urgent 
human rights issue facing oral health professionals in both 
developed and developing countries.

u Establishing a path to a future dental profession that 
focuses on dental and medical integration and a 
nondiscriminatory multidisciplinary approach involving 
evidence-based training, practice, and community 
involvement.

u Defining training goals for students and residents on 
advocacy and policy curricula development for oral health.
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5 KEY 
SUGGESTIONS

The UCCOH innovation 
forum resulted in:

THE FORUM’S MAIN GOAL: 
Develop practical, innovative interprofessional strategies 
and health policy suggestions for systems change approaches 
to improve oral health among children and underserved 
populations.
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1. Educate families about oral 
health & advocate for the age-
one visit. 

u Laws and policies need to 
support access to oral 
health for all children 
regardless of background 
or socioeconomic status. 

u Policy-level changes that 
make an age-one oral 
health assessment a 
priority. 

u A platform for caregivers 
to be educated about the 
importance of their 
child’s oral health and 
healthy habits to 
implement at home.
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2. Support a patient outcome-
based reimbursement system.

u Former efforts to reduce 
the ECC epidemic 
haven’t always been 
successful, largely 
because of their focus 
on providers instead of 
social determinants of 
health. 

u When providers are 
reimbursed based on 
outcome, prevention 
becomes the priority 
rather than restoration.

14



3. Partner with community oral  
health workers to provide 
linguistically and culturally 
appropriate care. 

u COHWs share the same 
cultural and linguistic 
background as the 
community they serve. 

u Can provide counseling, 
referrals and follow-up 
appointments

u Can serve as a bridge 
between communities 
and health care 
providers.

15



4.Support interprofessional 
education & collaboration so oral 
health care is accessible to more 
children.
u Collaborative practice 

between dental, 
medical and other 
pediatric primary care 
providers.

u Improves access to oral 
health care services for 
children in both 
developed and 
developing countries. 
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5. Use dental homes and 
teledentistry to promote trust, 
cultural competency, & 
continuity of care. 

u Increase access to care for 
families hindered by 
distance, lack of 
transportation, inflexible 
work schedules, etc. 

u Improve oral healthcare 
deliver, and lower its costs. 

u Reduce the disparities in 
oral health care between 
rural and urban 
communities. 
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Read the JADA commentary

u Written by 
Dr. Ramos-Gomez

u Published in the 
November 2019 
issue of the Journal 
of the American 
Dental Association 
(JADA)

u http://jada.ada.org 
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How did we get here? 

u Using Behavioral Economics-informed incentives have been shown to be 
effective for many health behaviors

u Lottery incentives in particular have been shown to be effective

u Behavioral mechanisms

u “Lottery incentives leverage the tendency of individuals to be more 
motivated by immediate rather than delayed gratification, to over-react 
to low-probability events, and to avoid feeling regret.”

u These approaches have not been used for oral health

19(Volpp, KG., et al. 2008); (Halpern, S.D., et al. 2015); (White, JS., et al. 2020.)  



Conditional Cash Transfer 
(CCT)

u Innovative approach to the delivery of social services

u Provide money to low income families conditional on 
investments in human capital (i.e. bringing children to health 
clinic for regular visits)

u Tool for making long term human capital investments as well 
as short-term social assistance

20

(Rawlings, L.B., et al. 2005)



u Conditional Cash Transfer programs in Latin America have been found to improve a 
variety of preventive health behaviors and child health outcomes

u 5 objectives from this survey:

u Increase educational attainment and improve health outcomes and reduce future poverty

u Providing cash grants to poor families would reduce incidence of current poverty

u Require minimum school attendance, will help to reduce child labor

u Income support will help create a safety net

u Will be a source of financial support for schools and health facilities

21(Sedlacek, G., et al. 2000)



Family monetary incentives as a value-
based care model for oral hygiene:

Rationale and design of the Behavioral EConomics
for Oral health iNnovation (BEECON) trial 
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Study Collaborators 
u The BEECON trial is a collaboration between:

u University of California (San Francisco and Los Angeles 
campuses)

u Venice Family Community (VFC) Health Center

u Early Head Start (EHS) and affiliated day care center programs 
serving vulnerable families in Los Angeles (LA) County
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Background

u Effective prevention-focused, value-based strategies are 
needed to improve oral health. 

u Despite evidence that monetary incentives can motivate 
healthy behavior, well-powered studies have yet to examine 
incentives for improving children’s oral hygiene.
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Aim of recently published VBC Paper 

u Describe the rationale and design of the 
BEhavioral EConomics for Oral health 
iNnovation (BEECON) trial, which tests 
lottery-based monetary incentives as a 
consumer-oriented, value-based care 
model for improving children’s oral 
hygiene.

25
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Study Aims

u Primary

u Conduct a randomized trial in Los Angeles County 
EHS centers to test the efficacy of Monetary 
Drawing Incentives versus Control Delayed Drawing 
Incentives on the ECC preventive behavior of 
parent/caregiver brushing children’s teeth through 6 
months

u Secondary

u Assess Monetary Drawing Incentives efficacy on 
parent/caregiver brushing children’s teeth through 

§ 1 month (short-term)

§ 3 months (mid-term)
§ 12 months (sustainability) 26



Study Aims cont.

u Estimate the short- and long-term cost 
effectiveness and return on investment of 
incentives in improving parent/caregiver behaviors 
and children’s oral health

u Assess potential mediators of beliefs on 
intermediate & primary outcomes
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Design

u Phase II, stratified, permuted block 
randomized, controlled, two-arm, parallel 
groups, prevention trial.
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BEECON Pilot study findings showed that lottery 
incentives outperformed fixed incentives
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Drawing Incentive Control-Delayed

• 6 months of weekly drawings: 
o $10 per week on average for 

high adherence to brushing

o $5 per week on average for low 
adherence to brushing 

• 6 months without reward

12 months without reward

• 6 additional months with 
drawing reward 
(delayed intervention)

Both Groups:
• Receive payment for syncing toothbrush
• Attend Infant Oral Care visits and receive 

standardized video counseling (i.e., Anticipatory 
Guidance). 

Intervention & Comparator
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Settings

u Venice Family Clinic (Simms/Mann, Lou Colen, & 
Robert Levine sites): 

• Clinic space, conference rooms, interview rooms 

u Children’s First Early Head Starts:

• Inglewood, Santa Monica, Culver City, Mar Vista 
area

• Westside Children’s Center EHS

• Westside Children’s Center Preschool

• Volunteers of America EHS
• UCLA
• Venice Family Clinics
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Participants 
u Two hundred and forty-four parent-child 

dyads with a child aged 6-48 months.

u 244 low-income Hispanic/Latino families with 
children: 

u 6 mos- <48 mos

u enrolled in/ waitlisted for Early Head 
Start home visit programs in Los Angeles 
County

u at least 2 fully erupted teeth
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Outcome Measures
Primary: 

u Mean number of half-days parent/caregiver brushed 
children’s teeth for at least 1 minute per week through 6 
months

Secondary: 
u Mean number of half-days parent/caregiver brushed 

children’s teeth for at least 1 minute per week through 1 
month, 3 months, and 12 months

u Net costs to calculate cost-effectiveness
u Plaque Score = Debris Index of the Simplified Oral 

Hygiene Index for Maxillary Incisors (OHI-MIS) at 6 
months

u Having a dental visit in past 12 months 
u ASTDD BSS caries status
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Outcome Measures (cont.)

Bluetooth Toothbrush & Smart Phone
Sonicare for Kids (S4K) Smart Bluetooth Toothbrush and 
special study application

• Tracking: start time, duration, frequency, app usage

• Special smartphone application by Philips Oral 
Healthcare

• Participants are instructed brush twice daily (morning, 
night) for 1 minute and  to sync their toothbrush 3 
times per week (Wednesday, Friday, Sunday)
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BEECON Data Technology Pathway

Parent/Child 
Toothbrush

UCLA/UCSF
BEECON Team Reports 

Sonicare 4 Kids 
App

Philips Oral 
HealthCare

CoordCtr
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Conceptual model of how incentives 
can affect toothbrushing 
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Retention

u “Personalismo”

u Postcard Mailings 

u Phone Calls Between Visits 

u Text Message Reminders 

u SMS Video Coaching 

u Birthday Cards 

u Mother’s Day Party 

u Special Gatherings

Retention Strategies
“Personalismo” 

Phone call on Birthday Day 

Birthday Cards mailed 

Baby Showers 

Welcome Baby Parties 

Birthday Parties 

Mother’s Day Celebration 

Child’s Day Celebration 

Winter Festival 

Quarterly Newsletter 

Free Transportation Shuttle 

75% Dental Discount 

Directory of Community Resources 

Post-Partum Depression Assistance

Retention Strategies
“Personalismo” 

Phone call on Birthday Day 

Birthday Cards mailed 

Baby Showers 

Welcome Baby Parties 

Birthday Parties 

Mother’s Day Celebration 

Child’s Day Celebration 

Winter Festival 

Quarterly Newsletter 

Free Transportation Shuttle 

75% Dental Discount 

Directory of Community Resources 

Post-Partum Depression Assistance



Conclusions 

u BEECON offers a consumer-oriented approach to promoting 
value-based oral health care.

u We hypothesize that lottery-based incentives can improve oral 
hygiene in young children. Study results will inform 
programming efforts to enhance oral disease prevention in 
young children.

38

Ramos-Gomez, F. et al., 2020



Integrating remote care 
during COVID -19



COVID-19 Impacts on BEECON Study

Suspended all in-person visits on 16March2020
uAll visits are now being conducted 

remotely/telephonically
uResearch Assistants complete questionnaires over the 

phone
uParts of visits will need to be done in-person at next 

visit:
uDental Screening
uFluoride Varnish Application
uPlaque Disclosing Photo
uWeighing Toothpaste Pump
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COVID-19 Impacts (cont.)

uAnticipatory Guidance Video is texted to 
participant after each visit for them to view

uBrushing calendar, new brush head, and new 
toothpaste pump are mailed to participants

uParticipants choose to receive an Amazon e-card 
via email or Ralph’s gift card at their next in-
person visit

41



Proposed “Drive-Thru” Clinic option

u Parents/ Caregiver will be asked to drive 
up to a designated area in front of the 
clinic, with their child seated behind the 
driver.

u Patients will be seen by the dentist while 
seated in their car seat or stroller at all 
times.

u There would be a tent set up outside in 
the parking lot with a station including 
the necessary equipment to perform 
dental exam and fluoride varnish 
application.



Proposed “Drive-Thru” Clinic option (cont.)

u Each appointment is scheduled 
for 15 minutes, with a 30 min 
window between each 
appointment.

u COVID-19 screening questionnaire 
will be done when the 
appointment is scheduled and 
once again on the day of the 
appointment, both via phone.

u Parents/Caregivers who have 
screened negative for symptoms 
will be required to use a mask or 
cloth face cover.



Proposed “Drive-Thru” Clinic option (cont.)

u Every person in the car will have their 
temperature taken upon arrival with a no touch 
thermometer.

u Cleaning and disinfecting the patient care 
area/high touch areas using recommended 
products between each appointment.

u Providers will be required to use complete PPE.



Proposed “Drive-Thru” Clinic option (cont.)

u BEECON staff will contact the participant several days 
before the visit to conduct the study questionnaires, 
complete COVID pre-screening and go over instructions for 
in-person visit.

� (1) Dental Provider and (1) RA will conduct the 10-15 minute 
dental exam which will include:

§ Oral Examination ( done in the car seat or stroller)

§ Plaque Disclosing application and Photo (if photo was not 
done by parent)

§ Fluoride Varnish Application



Why is a drive thru 
the safest option? 

Dr. Dena Grayson, a physician and an expert on 
pandemics talking about drive thru COVID-19 test.

“If people are in their own 

vehicle, though, it’s much safer. 

The workers doing the testing 

are wearing protective gear, 

and the patient doesn’t have to 

leave the vehicle. 

You’re not going to get exposed 

to somebody who has the virus. 

You just get tested and you 

drive off. ”

(Ward, A. 2020)



Successful example of 
a drive thru clinic

u Dr. Huong Le, Chief Dental Director of the Asian 
Health Clinic in Oakland, took the opportunity 
to be creative and innovative. She 
implemented a Drive-Thru kindergarten oral 
health screening and fluoride varnish program.

u The program was started as a call-to-action 
from the patients that utilized the Asian Health 
Clinic. Parents were calling Dr. Le to find out if 
the kindergarten oral health assessment 
requirement could still be completed for their 
child entering kindergarten during the shelter-
in-place. California requires all children 
entering kindergarten or first grade in a public 
school for the first time to have an oral health 
screening completed. The assessment 
identifies the child's oral health condition and 
any further care that may be necessary.

(Asian Health Services, 2020)



Policy Recommendations 
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BEECON as proof of concept 

u BEECON shows that incentives can motivate 
preventive behavior for oral health

uUses monetary incentives for a high-risk population   
(Early Head Start enrollees)

uTrial shows that toothbrushing behavior can be 
motivated if designed to use behavioral insights 

uFocused on family-based incentives (gift cards)

uReceipt of incentives were made conditional on 
dental visit utilization
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Many other types of behavioral motivators can be used

Behavioral Bias Definition Possible ‘nudge’ solution
Non-standard preferences
Time inconsistency, 
present bias

I am aware of the problem but I 
will do something about it 
tomorrow.

• Incentives: Our responses to incentives are shaped by predictable 
mental shortcuts such as strongly avoiding losses.

Limited attention, 
vividness, availability

I base my choice on the 
information that is readily 
available in the moment.

• Salience: Our attention is drawn to what is novel and seems relevant.
• Message framing and defaults: People will accept and engage with 

default options as long as they do not add friction to the service 
experience.

Incorrect beliefs
Over- / under-
confidence / valuation, 
misconceptions

I am aware of the issue, but I 
am confident this will not 
happen to me.  If I make a 
commitment, I am sure I can 
achieve the goal.

• Commitments:  People are more likely to follow through on actions when 
they commit in advance.

• Appeal to ego: We act in ways that make us feel better about ourselves.

Decision-making bias
Affect heuristic I am likely to react to 

information if it is presented in 
an emotional context

• Emotional appeal: Our emotional associations powerfully shape our 
actions

• Priming: Our actions are often influenced by sub-conscious verbal, 
visual, or auditory cues.

Social persuasion, 
pressure, norms

I am fine because I am like 
others around me.

• Social incentives and social norms: People want to feel a sense of 
belonging; group buy-in drives individual buy-in.

• Messenger: We are influenced by who communicates information to us.

(Dolan, P., et al. 2012); (Pinto, D., et al. 2014)



How might we motivate Medicaid participants 
given the structure of the Medicaid program?

u Additional research is needed to identify what the nudge solutions may 
be for Medicaid participants.
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“An approach to understanding stakeholder 
needs and desires towards the creation of 

novel interventions of value.”

Human-centered design (HCD)



The Four Principles of Human-Centered 
Design

u Understand and Address the Core Problems.    
Solve the fundamental, underlying issues, not the 
symptoms. ...

u Be People-Centered. ... EMPATHY

u Use an Activity-Centered Systems Approach. ...

u Use Rapid Iterations of Prototyping and Testing.
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Using human-centered design to adapt BEECON for Medicaid 
Po

te
nt

ia
l M

et
ho

ds

Research Analyze Generate 
ideas

Test and iterate  
prototypes Evaluate Scale

Understand:
• Context and 

key needs of 
Medicaid 
recipients

• How 
Medicaid 
recipients 
interact with 
the program

•Identify 
underlying 
behavioral 
biases

•Scope 
opportunity 
areas

•Brainstorm new 
and creative 
ideas

•Narrow ideas 
based on 
constraints (e.g., 
feasibility, 
program 
structure)

•Create tangible 
prototypes of 
motivational solutions

•Integrate leading 
solutions

•Test prototypes with 
users and 
stakeholders 

•Refine prototypes 
through soft 
implementation

•Pilot-test 
solutions

•Conduct mixed-
methods 
evaluation of:
• Intervention 

acceptability
• Implementation 

strengths and 
weaknesses

• Costs and 
budget impact

•Phased 
implement-
ation

•Rigorous 
monitoring 
for real-
time course 
correction



Formative research for identifying 
motivational levers for Medicaid recipients 
u Some basic level of incentives may be needed, which also facilitate 

information sharing:

u Free electric TBs, access to app-based interface, automated text message 
reminders and technical support

u Additional questions that our research would answer:

u What performance feedback and rewards do Medicaid recipients find most 
motivating? 

u How can the user experience in Medicaid be improved for oral health?

u What nudges can make it easier for Medicaid patients to make healthy decisions?

u What messaging, approach, and/or framing appeals to families?

u Potential methods include: in-depth interviews, observations and shadowing, 
surveys, review of Medicaid historical data, surveys
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Questions 
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