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Learning Objectives 

• What is the Oral Evaluation and Fluoride Varnish 
in the Medical Home initiative? 

• Who is being trained and certified to offer this 
service? 

• What is included in this visit? 

• What is a certified First Dental Home dentist? 

• What documentation is needed? 

• How is this service billed to Texas Medicaid? 

• Resources 
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Oral Evaluation and Fluoride Varnish in 
the Medical Home  

• Legislatively supported initiative 
aimed at improving the oral health of 
children from 6-35 months of age 

• Intermediate oral evaluation and 
application of fluoride varnish during 
a THSteps medical checkup  

• Referral of children to a dental home 
beginning at 6 months of age 
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Purpose 

• Oral Evaluation and Fluoride Varnish 
in the Medical Home has been 
established to support the dental 
home concept 

• Medical and Dental providers work 
together to improve the oral health of 
children 
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Who is being trained and certified? 

• Medicaid (THSteps) enrolled: 
–Physicians 
–Physician Assistants 

–Advanced Practice Nurses 

• THSteps medical providers in the        
process of enrollment 
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What is included in this visit? 

• During a THSteps medical checkup 
– Intermediate oral evaluation 

– Fluoride varnish application 
• This may be delegated to nurses or 

medical assistants 

– Referral to a dental home 
• First Dental Home dentist, as available 
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What is First Dental Home? 

• A legislatively supported initiative 
aimed at improving the oral health of 
Medicaid (THSteps) children from         
6-35 months of age 

• Pediatric and General dentists are 
trained and certified to provide a 
Dental Home for this population 
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How to find a certified First Dental 
Home Dentist? 

Online Provider lookup through Texas 
Medicaid and Healthcare Partnership 
(TMHP): www.tmhp.com 

• Advanced search 

• Enter zip code or county 

• Search for “first dental home” 
providers in your area 
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• In conjunction with a THSteps medical 
checkup, utilize CPT code 99429 with 
U5 modifier 

• Must be billed with one of the following 
medical checkup codes: 

How is this service billed to Texas 
Medicaid? 

– 99381 

– 99382 

– 99391 

– 99392 
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Periodicity  

• THSteps medical checkup 

• Maximum of 6 visits from 6 months 
to 35 months of age 

• No exception to periodicity 
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Reimbursement from Texas Medicaid 

• Reimbursed at $34.16 in addition to 
the THSteps checkup 
reimbursement 

• Federally qualified health centers do 
not receive additional encounter 
reimbursement  
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Documentation 

• Must document all components of 
the documentation form provided 

• If fluoride varnish is not applied, 
document the reason 

• Keep record of the referral to a 
dental home 
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Documentation 

Section 1: Slide 13 



Dental Anticipatory Guidance 
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Your Child’s Teeth Are Important! 
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Product Resources 
5% Sodium Fluoride Varnish 

• Henry Schein 
– 1-800-372-4246 
– www.henryscheindental.com 

• Patterson Dental 
– 1-800-837-7683 
– www.pattersondental.com 

• Massco Dental 
– 1-800-227-1296 
– www.masscodental.com 

• Zenith Dental 
– 1-800-662-6383 
– www.zenithdental.com 
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Material Resources 

• http://www.dshs.state.tx.us/dental/default.shtm 
– Oral evaluation and fluoride varnish in the 

medical home documentation form 

• https://secure.thstepsproducts.com/ 
– Laminated Anticipatory Guidance  
– “Your Child’s Teeth Are Important” 

• http://www.tmhp.com/OPL/providerManager/Ad
vSearch.aspx 
– Online Provider Lookup  

• Look under Advanced Search 
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Additional Resources 

• Texas Health Steps Hotline for clients to 
obtain assistance with finding a Medicaid 
dentist: 

1-877-847-8377 
 

 



http://www.dshs.state.tx.us/dental/default.shtm 

Additional Resources 

Oral Health Program website: 
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http://www.txhealthsteps.com/ 

Additional Resources 

Online Provider Education – Free CE Hours: 
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Contact: 

• Louise Friedman

(512) 776-2110 

Louise.friedman@dshs.state.tx.us 
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Developed by the American Academy of Pediatrics 
Oral Health Initiative 

 
Supported in part by the Maternal and Child Health Bureau,  

Health Resources and Services Administration  
Department of Health and Human Services 

U93MC00184 

View the training online at www.aap.org/oralhealth/cme. 

Presenter
Presentation Notes
In 2000 the US Surgeon General called attention to the importance of children’s oral health and the high incidence of dental caries. Despite major efforts in recent years, oral disease still poses a significant health threat to many children. In an effort to decrease the prevalence rate of early childhood caries, the American Academy of Pediatrics (AAP) secured funding from the federal Maternal and Child Health Bureau to create a training for pediatricians and child health professionals. Research has indicated that access to early oral health care is critical in the early identification and prevention of the disease. While general information about oral health disease in children will be presented, the primary focus of this presentation will be on early childhood dental caries, seen in children aged 0–3 years. 



Outline 

• Overview of Dental Caries and Early Childhood Caries 
 

• Pathophysiology of Caries Process 
 

• History: Determining Caries Risk 
 

• Physical: Oral Health Assessment 
 

• Anticipatory Guidance 
 

• Treatment and Referral 

This training includes the following sections: 



Child Health Professionals’ Role in  
Promoting Oral Health 

• See children early  
and regularly. 
 

• Become experts in oral 
health prevention 
strategies. 
 

• Advocate for child 
health: Oral health is 
part of overall health! 

Presenter
Presentation Notes
See children early and regularly: Pediatricians and other child health professionals can have a major impact on health outcomes for children because of the opportunities provided by early intervention. Are experts in prevention: Prevention is an essential part of pediatric care. Pediatricians and other child health professionals already provide anticipatory guidance in many areas related to oral health: diet, feeding habits, fluoride supplementation, and injury prevention. In addition, pediatricians can identify early oral disease, provide preventive measures, and refer children to a dental home for further monitoring and care.Are advocates for child health: Pediatricians and other child health professionals can advocate for children’s health issues and oral health as a part of overall health. Oral diseases can have an impact on overall health and well-being of children through pain, time lost from school, spread of infection, and other systemic illnesses.



AAP Recommendations for an  
Oral Health Risk Assessment 

• Assess mothers’/caregiver’s oral health. 
 

• Assess oral health risk of infants and 
children. 

 
• Recognize signs and symptoms of caries. 

 
• Assess child’s exposure to fluoride.  
 
• Provide anticipatory guidance including 

oral hygiene instructions (brush/floss). 
 
• Make timely referral to a dental home. 

 

Presenter
Presentation Notes
The AAP, also realizing the important role that child health professionals need to play in children’s oral health, developed a policy statement in May 2003 titled, “Oral Health Risk Assessment Timing and Establishment of the Dental Home.” This policy states that every child should begin to receive an oral health risk assessment by 6 months of age by a qualified pediatrician or a qualified pediatric health care professional. When performing an oral health risk assessment, child health professionals should    Assess mother’s/caregiver’s oral health.    Assess oral health risk of infants and children.    Perform oral health examination and recognize signs and symptoms of caries.    Assess child’s exposure to fluoride.    Provide parent education on oral hygiene and diet.    Make timely referral to a dental home.The AAP policy statement can be accessed online at http://aappolicy.aappublications.org/cgi/content/full/pediatrics;111/5/1113.



Prevalence of Dental Caries 

• 5 times more common than asthma 
 

• 7 times more common than hay fever 
 

Caries Rate 
 
• 18% aged 2 to 4 years 

 
• 52% aged 6 to 8 years 
 
• 67% aged 12 to 17 years  

 

Presenter
Presentation Notes
Dental caries is the most common chronic disease affecting children in the United States. It is 5 times more common than asthma and 7 times more common than hay fever.* Research indicates that the prevalence rate of caries increases steadily across the human life span. The frequency of caries in children is    18% in children aged 2 to 4 years    52% in children aged 6 to 8 years    67% in children aged 12 to 17 yearsPrevalence rates vary by ethnicity as well as socioeconomic status. African American and Hispanic children have higher rates of caries at all ages, compared with white non-Hispanic children. Data indicate that American Indian/Alaska Native children have among the highest rates of caries. There is inadequate data on children with special health care needs, but as a group they are at increased risk for coexisting morbidities such as caries.* US Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Rockville, MD: US Department of Health and Human Services, National Institute of Dental and Craniofacial Research, National Institutes of Health; 2000.



Early Childhood Caries 

 
Affects teeth that erupt first,  
and are least protected by saliva 

 

Initial lesions—white decalcification 
with beginning enamel breakdown 

Late stage lesions—moderate to severe 
enamel and dentin destruction  

A severe, rapidly progressing  
form of tooth decay in infants  
and young children 
 

Presenter
Presentation Notes
Early childhood caries (ECC) occurs in the primary teeth of infants and young children. This condition can progress very rapidly due to the enamel of primary teeth being thinner than that of permanent teeth. In addition, ECC affects the teeth that erupt first because they are least protected by saliva. While ECC is often associated with the use of frequent feeding at nap time and bedtime, this is not the exclusive cause. 



Early Childhood Caries Can Lead to… 

• Extreme pain 
• Spread of infection 
• Difficulty chewing, poor weight gain 
• Falling off the growth curve 
• Extensive and costly dental 

treatment 
• Risk of dental decay in adult teeth 
• Crooked bite (malocclusion) 

 

Presenter
Presentation Notes
ECC can take its toll on young children, causing pain and discomfort and impacting the infant or child’s ability to eat and grow. The caries infection can spread and lead to abscess formation or cellulitis. There can be substantial monetary costs when caries is neglected. The cost to treat early childhood caries varies from $1,000 and $2,000, and up to $6,000 if general anesthesia in the operating room is required. ECC may also have a long-term effect on the child because caries in the primary teeth is the biggest risk factor for caries in permanent teeth.Loss of teeth (and hence space) due to caries can result in crooked bite (malocclusion). The entire orofacial complex can be affected negatively if primary teeth are lost prematurely.



Consequences of Dental Caries 

• Missed school days 

• Impaired language development 

• Inability to concentrate in school 

• Reduced self-esteem 

• Possible facial cellulitis requiring  
hospitalization 

• Possible systemic illness for  
children with special health  
care needs 

Presenter
Presentation Notes
The consequences of untreated dental caries on children’s overall health and well-being are substantial. Dental problems result in an estimated 51 million hours lost from school, costly emergency department visits, and hospital-based medical and surgical treatments. Poor oral health has been related to decreased school performance, poor social relationships, and less success later in life.Children are often unable to verbalize their dental pain. Teachers may notice a child who is having difficulty attending to tasks or who is demonstrating the effects of pain—anxiety, fatigue, irritability, depression, and withdrawal from normal activities—but cannot understand these behaviors if they are not aware that the child has a dental problem.Early tooth loss caused by dental decay can result in failure to thrive, impaired speech development, absence from and inability to concentrate in school, and reduced self-esteem. Children experiencing oral pain are easily distracted, unable to concentrate on schoolwork, and have problems with schoolwork completion. Children who take a test while they have a toothache are unlikely to score as well as children who are not distracted by pain. School deterioration and altered physical appearance caused by tooth loss or decay cause poor self-esteem.Left untreated, the pain and infection caused by tooth decay can lead to problems in eating, speaking, and learning.



Presenter
Presentation Notes
The susceptibility of teeth varies with age, fluoride exposure, morphology, crowding, nutritional status (including trace elements), and presence of acid (carbonic acid). The enamel of the tooth is the portion of the tooth where the caries process begins. Enamel is composed mainly of minerals in the form of hydroxyapatite. Primary tooth enamel is thinner than permanent tooth enamel. 



Factors Necessary for Caries 

Presenter
Presentation Notes
Caries can occur if oral flora contain acid-producing bacteria such as Streptococcus mutans. The growth of the bacteria is determined by frequency of exposure, amount and kind of substrate available for metabolism, the state of oral hygiene, and presence of fluoride.



Oral Flora 

• Normal oral flora = billions of 
bacteria.  
 

• Intraoral bacterial 
colonization occurs before 
the eruption of the first 
tooth. 

 

Presenter
Presentation Notes
Both good and bad oral flora colonize the mouth soon after birth even before the first tooth erupts. Studies have demonstrated that cariogenic bacteria adhere to the intraoral mucosa prior to any tooth eruption.



Oral Flora:  
Pathogenesis of Caries 

• An infectious process 
 

• Initiated by pathogenic bacteria—Streptococcus 
mutans and Streptococcus sobrinus 
 

Presenter
Presentation Notes
The human oral cavity has little cariogenic potential until infected by pathogenic organisms. Streptococcus mutans is currently considered the principal caries-causing bacteria, but Streptococcus sobrinus may also be involved. 



Oral Flora:  
How Does Infection Occur? 

• Transmitted mainly from 
mother or primary caregiver  
to infant 

• Window of infectivity is first  
2 years of life 

• Earlier child colonized, the 
higher the risk of caries 

Presenter
Presentation Notes
Cariogenic bacteria are transmitted from mother (or primary caregiver) who harbors these bacteria to the infant at or before the eruption of the first tooth. Because bacteria are transmitted through the saliva, pre-tasting, pre-chewing, and sharing of utensils should be avoided. When a mother/primary caregiver puts the baby’s feeding spoon into his or her mouth, or cleans a pacifier in his or her mouth, the bacteria from the mother/caregiver are transmitted to the baby’s mouth, and the risk of caries is increased.The window of infectivity is greatest in the first 2 years of life, and if colonization is delayed, there is less risk of caries. Thus improving the mother or primary caregiver’s oral health and providing oral health education can reduce the risk of caries in the child.Children whose siblings have caries due to exposure to cariogenic bacteria and/or environmental factors are also at a high risk for caries. Clinical observations suggest that second and third infants tend to be colonized earlier. The later-order offspring of a mother with a mildly to moderately high caries rate may be at greater risk of caries than offspring born earlier.   



Fluoride’s Influence on Oral Flora 

• Promotes remineralization of enamel,  
and may arrest or reverse early caries  

 
• Decreases enamel solubility 

 
• Inhibits the growth of cariogenic  

organisms, thus decreasing acid  
production 
 

• Concentrated in dental plaque 
 

• Primarily topical even when given systemically 

Presenter
Presentation Notes
Fluoride’s anti-cariogenic effect has been long documented. Fluoride and frequency of ingestion of fermentable carbohydrates are the 2 greatest issues in the caries battle. Today most US residents are exposed to fluoride to some degree, although only 58% receive optimal levels through community water systems. Widespread use of fluoride has been a major factor in the decline in the prevalence and severity of dental caries in the United States and other economically developed countries. Fluoride has been incorporated into two thirds of all public water supplies. Its efficacy and safety have been established by numerous studies and reviewed by the Centers for Disease Control and Prevention (CDC). Frequent exposure to small amounts of fluoride each day is the best way to reduce the risk for developing tooth decay. Fluoride will combine into the tooth structure to make enamel more resistant to acid attack. After ingestion, fluoride passes from the systemic circulation into saliva and is constantly available to repair initial acid attacks. Fluoride decreases the production of acids that cause tooth decay.Fluoride concentrated in dental plaque and saliva inhibits the demineralization—loss of calcium, phosphate, and carbonate—of sound enamel and enhances its remineralization. Following remineralization the enamel is more acid resistant and contains more fluoride and less carbonate. 



Substrate: You Are What You Eat 

• Caries is promoted by carbohydrates,  
which break down to acid. 

• Acid causes demineralization of enamel. 

• Frequent snacking promotes acid attack. 

• Foods with complex carbohydrates  
(breads, cereals, pastas) are  
major sources of “hidden” sugars. 

• High sugar content in sodas is a  
source of these substrates. 

Presenter
Presentation Notes
When food is consumed, cariogenic bacteria, including Streptococcus mutans and Streptococcus sobrinus, are able to break down carbohydrates in the mouth, producing acids that cause mineral loss from teeth. These bacteria cling to teeth and live in colonies called plaque, a sticky collection of food substances and bacteria adhering to the teeth.Sucrose has been more strongly associated with caries formation than any other carbohydrate. However, fermentable carbohydrates also include complex carbohydrates—bread, pasta, cereal, etc—that can be broken down to sugars in the oral cavity, as well as fruit juices. Bacterial metabolism of carbohydrates results in acid production. The breakdown of enamel occurs slowly. The first signs are areas of demineralization that appear as white spots near the gum line. If the process continues, it leads to frank cavitation. 



Substrate: Environmental Influences 

• Saliva inhibits bacterial 
growth. 
 

• Unremoved plaque 
promotes the caries 
process. 

Red disclosing tablet reveals plaque 

Presenter
Presentation Notes
There are several environmental variables that can influence the caries development process.Saliva provides a washing mechanism that helps return oral pH to premeal levels, inhibiting bacterial growth. Saliva also contains digestive enzymes and a number of specific antimicrobial compounds. These include secretory immunoglobulin, lysozyme, and lactoferrin. Saliva thus helps to prevent colonization with cariogenic bacteria.Frequent snacking keeps the pH low and interferes with this normalization process. The low pH favors further growth of Streptococcus mutans, reinforcing the infectious process.Bacteria and carbohydrates reside in the plaque, making it an ideal environment to promote the caries process.



Not Just What You Eat, But How Often 

• Acids produced by bacteria after sugar intake persist for  
20 to 40 minutes. 

 
• Frequency of sugar ingestion is more important than 

quantity. 

Presenter
Presentation Notes
The frequency of sugar/refined carbohydrate intake may be the main dietary variable in caries etiology, affecting colonization with cariogenic bacteria and the development of caries. After bacteria metabolize sugar into acid, it takes 20 to 40 minutes for the acid to be neutralized or washed away by saliva. Therefore, the more frequently simple sugars and/or refined carbohydrates are consumed, the greater the potential period for demineralization. The graph shows how easy it is for a young child to keep his or her teeth in the “danger zone” all day unless the frequency of sugar/refined carbohydrate intake is restricted. Intake of sugar-containing drinks should also be restricted. Refined carbohydrates are present in most processed foods; parents/ guardians and children need to be made clearly aware of this fact. Also, it is not possible currently to “rank order” cariogenicity of foods; a rapidly dissolving caramel may be less acidogenic than a bit of cookie lodged between teeth for hours. 



Breastfeeding 

• The AAP and AAPD strongly  
endorse breastfeeding. 
 

• Although breastmilk alone  
is not cariogenic, it may be  
when combined with other  
carbohydrate sources. 
 

• For frequent nighttime  
feedings with anything but water after tooth eruption, 
consider an early dental home referral. 

Presenter
Presentation Notes
The AAP and American Academy of Pediatric Dentistry (AAPD) have endorsed breastfeeding as the optimal source of nutrition for infants. Although there is a body of evidence that breastmilk alone in vitro is not cariogenic, the fact remains that breastmilk is a source of carbohydrate. When combined with other carbohydrates in an in vitro model, caries formation occurred and was even accelerated.As outlined in the last slide, it is not so much what you eat, but more importantly how often you eat. As such, the AAPD cautions that frequent breastfeeding at night and on demand after tooth eruption may be implicated in contributing to the development of early childhood caries. The AAPD policy statement further states that “The potential for ECC [early childhood caries] is related to extended and repetitive feeding times with prolonged exposure of teeth to fermentable carbohydrate without appropriate oral hygiene.” Therefore, if a mother and child choose to breastfeed on demand, with high frequency and duration at night, it would be appropriate to emphasize the importance of oral hygiene following feedings and refer to a dental home.  



High-Risk Groups for Caries 

• Children with special health care needs 
 

• Children from low socioeconomic and 
ethnocultural groups 

 
• Children with suboptimal exposure to topical  

or systemic fluoride 
 

• Children with poor dietary and feeding habits 
 

• Children whose caregivers and/or siblings  
have caries 
 

• Children with visible caries, white spots,  
plaque, or decay 

Presenter
Presentation Notes
The AAP policy statement “Oral Health Risk Assessment Timing and Establishment of the Dental Home” identifies that the following groups are at risk for early childhood dental caries:     Children with special health care needs     Children of mothers with a high caries rate     Children with demonstrable caries, plaque, demineralization, and/or staining      Children who sleep with a bottle or breastfeed throughout the night     Children in families of low socioeconomic statusIf an infant is assessed to be within 1 of these risk groups, it is recommended that he or she be referred to a dentist as early as 6 months of age and no later than 6 months after the first tooth erupts or 12 months of age (whichever comes first).  



Children With Special Health Care Needs (CSHCN) 

• Be aware of oral health problems or 
complications associated with medical 
conditions. 

• Monitor impact of oral medications and 
therapies.  

• Choose non–sugar-containing medications 
if given repeatedly or for chronic  
conditions.  

• Refer early for dental care (before or by  
age 1 year). 

• Emphasize preventive measures.  

Recommendations for Child Health Professionals: 

Damage caused by holding 
medications in mouth 

Presenter
Presentation Notes
Dental care is the most common unmet health need among children with special health care needs (CSHCN). It is important for child health professionals to address oral health issues even though other medical problems must often take priority. The potential impact of oral health problems in CSHCN is greater because of underlying vulnerabilities and the potential for significant systemic consequences, the use of medications and other treatments that can adversely affect oral health, as well as the difficulty families have accessing needed dental care. It is important that the families of CSHCN understand that oral health is a priority along with other competing problems. Child health professionals should recommend regular preventive dental care for CSHCN (fluoride, oral hygiene, healthy feeding/dietary habits). Early dental referral and collaboration with a pediatric dentist is especially important for CSHCN.CSHCN may experience difficulties in the dental office.   Oral problems may be very complex or require extensive treatment.  Medical conditions may impact dental care (eg, hemophilia).  Child may have developmental or behavioral problems.   Positioning in the dental chair may be difficult.  Wheelchair access to office may be limited or unavailable. 



Common Issues Among Children With  
Special Health Care Needs 

• Children with asthma and allergies are  
often on medications that dry salivary 
secretions, increasing risk of caries. 
 

• Children who are preterm or low birth 
weight have a much higher rate of  
enamel defects and are at increased  
risk of caries. 
 

• Children with congenital heart disease  
are at risk for systemic infection from 
untreated oral disease. 
 

Presenter
Presentation Notes
Other issues for CSHCN Medications can cause xerostomia (dry mouth), including medications used to treat asthma as well as antihistamines, antidepressants, and other psychoactive drugs. Low birth weight infants have more enamel hypoplasia and higher caries risk.Infants with feeding problems are often placed on special dietary regimens that increase the exposure to carbohydrates. Immune-suppressant medications can interfere with wound healing and predispose to oral infections, while cancer chemotherapies produce profound mucositis. Medications used for epilepsy (eg, dilantin) and to prevent transplant rejection (eg, cyclosporine) can lead to gingival hypertrophy, which makes hygiene more difficult and increases the risk of gum disease.



Socioeconomic Factors 

The rate of early childhood dental caries is near epidemic proportions in 
populations with low socioeconomic status.  

 
• No health insurance and/or dental insurance 

 
• Parental education level less than high 

school or GED  
 

• Families lacking usual source of dental care  
 

• Families living in rural areas 

 

Presenter
Presentation Notes
Prevalence and severity of early childhood caries is linked to socioeconomic status. Children of low income families suffer twice as many instances of dental caries as their more affluent peers, and their disease is more likely to be untreated. The highest risk factor for unmet dental needs is lack of health insurance. Even with Medicaid dental coverage, only about 1 in 5 Medicaid-eligible children younger than 18 years access preventive dental care per year according to the US Inspector General. (Note: This reference also includes state-by-state reports of rates of dental access for Medicaid-eligible children.)  Parent education is also a risk factor for access to dental care. In 1999 41.5% of children of parents without a high school or General Educational Development (GED) diploma did not have a single dental visit, compared with 23.5% of those with parents completing high school and 12.2% of parents who were college graduates.Parents without a regular source of dental care for themselves may not have a regular dentist or may not have resources to pay for dental care. In addition, they may have significant dental fears or they may not understand the importance of oral health for themselves or their children. Rural areas are often Health Professional Shortage Areas (HPSA). Current HPSA references can be found online at http://bhpr.hrsa.gov/shortage/. At this site you can search for dental HPSAs by state. 



Ethnocultural Factors 

• Increased rate of dental 
caries in certain ethnic 
groups 

 
• Diet/feeding practices and 

child-rearing techniques 
influenced by culture 

Presenter
Presentation Notes
Children are the most ethnically diverse segment of the US population. Currently 37% are from minority groups, and it is estimated that by 2025 this proportion will be close to 50%. While ethnicity alone is not a risk factor for dental caries, child health professionals need to be aware that certain populations are at higher risk for dental caries than others. For example, the 2000 Surgeon General’s report reported the following information on children based on ethnic background:American Indian/Alaska Native (AI/AN) children have among the highest rates of dental caries. African American and Hispanic children are disproportionately affected by caries, even controlling for socioeconomic factors. Among these populations there is an increased rate of dental caries and decrease in dental visits. A substantial proportion of decayed teeth in African American and Hispanic children go untreated regardless of household income level.Beliefs about health, disease, diet, and hygiene in different cultures may create additional oral health risk factors through dietary/feeding practices and child-rearing habits.  For example, high-risk behaviors might include acidic snacks in Hispanic populations and pre-mastication of children’s food in some AI/AN groups and Asian populations. In some cultures, it is common for extended families to live in one household. These families may find it preferable to feed infants in the night rather than tolerate crying that disturbs other family members. Some families who live in fluoridated communities in the United States may chose to drink bottled water that may not contain fluoride because they believe  community water quality is poor like in their country of origin.  In general, community water supplies are completely safe—bottled water is not necessary.



Fluoride Exposure 

• Determine fluoride exposure: 
systemic versus topical  
 

• Fluoridated water 
– 58% of total population 

 
– Optimal level is 0.7 to 

1.2 ppm 
 

– Significant state variability 
 

– CDC fluoridation map 

Presenter
Presentation Notes
Infants and children who receive suboptimal amounts of fluoride are at an increased risk for dental caries. It is therefore important for child health professionals to determine the level of fluoride exposure in their patients.     Children may be exposed to fluoride in 2 ways: systemically and topically. Systemic fluoride comes in the form of fluoridated water or fluoride supplements (eg, drops, swallowed liquids, and tablets), and topical fluoride typically comes in the form of toothpaste or professionally applied materials (eg, fluoride foams, gels, or varnishes).For many children, fluoridated water is often the primary source of fluoride. Child health professionals should have an understanding of the fluoride content in the community water supply, particularly because only 58% of the total population receive fluoridated water. The CDC provides a state-by-state map that outlines the fluoridation status of states’ water supplies at http://apps.nccd.cdc.gov/MWF/Index.asp. To determine the fluoride concentration of a particular community or a private well, contact the local health department.



Maternal/Primary Caregiver Screening 

 
• Assess mother’s/caregiver’s oral 

history. 
 

• Document involved quadrants. 
 

• Refer to dental home if 
untreated oral health disease. 
 

Presenter
Presentation Notes
Although child health professionals may not be used to assessing maternal health issues, they routinely take a health history when assessing medical conditions that are heritable or transmissible. Because cariogenic bacteria can be transmitted from primary caregiver to child, an oral health history provides an opportunity for the child health professional to better understand a child’s risk for early colonization and also provides an opportunity to educate the caregiver about caries prevention. A mother’s/caregiver’s oral assessment does not need to involve a physical examination, but can be done by asking key questions such as   How are your teeth?    Have you had a lot of cavities?    Do you have a regular dentist?    When was your last visit to the dentist?    Have you ever had a tooth filled?    Have you had a lot of dental work done? Mothers/primary caregivers should be referred to a dental home if oral health problems are identified, because active dental disease significantly increases the transmission and early colonization of cariogenic bacteria in the child. 



Child Oral Health Assessment 

Prepare for the Examination 
 
• Provide rationale. 

 
• Describe caregiver role. 

 
• Ensure adequate lighting. 

 
• Assemble necessary 

equipment. 

Presenter
Presentation Notes
Determine RiskParents can be provided with an oral health questionnaire to help the child health professional determine the child’s oral risk health status. The child health professional can also ask key oral health questions during the examination.Provide Patient Education The caregiver should be provided with good oral hygiene instructions. Conduct Oral Screening ExaminationWith a gloved hand, the child health professional should lift the lips, feel the soft tissues, and examine the health of the teeth and mouth. All tooth surfaces should be inspected using a mirror, and dental abnormalities and/or caries should be identified if present.



Positioning Child for Oral Examination  

• Position the child in the  
caregiver’s lap facing the caregiver. 
 

• Sit with knees touching the  
knees of caregiver. 
 

• Lower the child’s head onto  
your lap. 
 

• Lift the lip to inspect the teeth  
and soft tissue. 

Presenter
Presentation Notes
A dental chair is not needed to perform an oral examination. For infants and children younger than 3 years, place the child in the caregiver’s lap facing the caregiver. The provider and parent should sit face to face with knees touching. The child should then lie back (with the child’s legs around the caregiver’s waist), laying his or her head in the provider’s lap with the head nestled in the provider’s abdomen, as is illustrated on the current slide.An alternative position is to have the parent nestle the child in the crook of the caregiver’s arm, held securely against his or her chest, while the provider examines the child’s mouth.By age 3 years children are able to lie on an examination table or sit on the lap of the caregiver (with child and caregiver facing the provider) so that the caregiver can steady the child. 



 Primary Teeth Eruption  

Presenter
Presentation Notes
This chart is intended to remind you of the approximate time of eruption and exfoliation for primary dentition (baby teeth). It is noted that there is considerable variability in tooth eruption.  There is a range of eruption times approximately plus or minus 1 year. Slide reprinted with permission from the Arizona Department of Health Services, Office of Oral Health.



What to Look For 

• Lift the lip to inspect soft tissue and teeth. 
 

• Assess for  
 -  Presence of plaque 
 -  Presence of white spots or dental decay 
 -  Presence of tooth defects (enamel) 
    -  Presence of dental crowding 
 
• Provide education on brushing and diet  

during examination. 
 

Presenter
Presentation Notes
When examining a child’s mouth, the child health professional shouldAssess oral hygiene (eg, presence of plaque or debris on the teeth).Provide education about removal of plaque and debris using the appropriate-sized toothbrush.Inspect all tooth surfaces using a mirror. Determine whether tooth eruption and exfoliation are proceeding according to schedule. Assess for white spots or tooth decay.Identify dental irregularities and alignment of teeth.



Check for Normal Healthy Teeth 

Presenter
Presentation Notes
The primary teeth should be white and opaque and should have smooth surfaces, except for the biting surfaces of the posterior teeth, which will be grooved and pitted. The gingival mucosa are also normal in form, color, and texture. 



Check for Early Signs of Decay: White Spots 

Presenter
Presentation Notes
Decay typically (but not necessarily) starts as a dull white band on the smooth surface of the tooth at the gum line, followed by yellow discoloration. Depending on many factors, including saliva pH, presence of fluoride, removal of plaque, and modification of the substrate, this lesion can become remineralized. Ideally, this is the time for a dentist to begin treatment intervention. If left untreated, white spots will lead to cavitation. 



Check for Later Signs of Decay: Brown Spots 

Presenter
Presentation Notes
As early decay advances, a soft brown or black collar surrounds the tooth, progressing slowly toward the chewing surface of the tooth.



Check for Advanced/Severe Decay 

Presenter
Presentation Notes
Eventually only a small amount of enamel-covered tooth remains and the tooth breaks off, leaving only a decayed stump where a healthy tooth once was.



 Minimize Risk for Infection 

• Address active oral health 
disease in mother/caregiver. 
 

• Educate mother/caregiver 
about the mechanism of 
cariogenic bacteria 
transmission.  
 

• Mother/caregiver should model 
positive oral hygiene behaviors 
for their children.  
 

• Recommend xylitol gum to 
mothers/caregiver. 
 

 

Presenter
Presentation Notes
Many parents may not be aware of the importance of their own oral health for their baby’s health. Even if parents do not implement all of these identified strategies at once, it is important to begin the process of education.The importance of primary teeth is often missed. Primary teeth are important for maintaining space; loss of baby teeth due to caries is a common cause of malocclusion. Healthy teeth are needed for adequate nutrition and normal speech development and can impact the older child’s self-esteem. Once caries has progressed to the point of cavitation, the disease is irreversible and cumulative. If baby teeth become severely involved, then restoration under general anesthesia is often necessary. Parents can model good oral hygiene by brushing twice a day, flossing daily, and making regular visits to the dentist. 



Anticipatory Guidance 

• Minimize risk of infection. 

• Optimize oral hygiene. 

• Reduce dietary sugars. 

• Remove existing dental decay. 

• Administer fluorides judiciously. 

Presenter
Presentation Notes
Management  for reducing cariogenic bacterial colonization includesRemoving the source of cariogenic bacteria (the decay)Reducing the dietary sugars and carbohydrates, which promote growth of  cariogenic bacteriaMaintaining good oral hygiene and optimizing fluoride 



Xylitol for Mothers 

• Helps reduce the development  
of dental caries 

 
• A “sugar” that bacteria can’t use 

easily 
 
• Resists fermentation by mouth 

bacteria 
 

• Reduces plaque formation 
 

• Increases salivary flow to aid in the 
repair of damaged tooth enamel 
 

Xylitol gum or mints used 4 times a day may prevent  
transmission of cariogenic bacteria to infants. 

 

Presenter
Presentation Notes
Recent evidence suggests that the use of xylitol chewing gum by mothers has a significant impact on decreasing their child’s caries rates. It is recommended that to be effective, 4 to 12 g of xylitol is needed per day (gum and mints contain about 1 g each). Ideally xylitol should be taken/chewed for 5 to 20 minutes, 4 times per day between meals.Note: If the mother has temporomandibular dysfunction, chewing gum of any kind may be painful. In this case sucking on xylitol mints is preferable.



Substrate: Contributing Dietary and Feeding Habits 

• Frequent consumption of carbohydrates, 
especially sippy cups/bottles with fruit 
juice, soft drinks, powdered sweetened 
drinks, formula, or milk  
 

• Sticky foods like raisins/fruit leather  
(roll-ups), and hard candies  

 
• Bottles at bedtime or nap time 

not containing water 
 
• Dipping pacifier in sugary 

substances 

Presenter
Presentation Notes
Frequent consumption of carbohydrates provides substrate for bacteria to grow and no time for enamel to remineralize. Sticky foods such as raisins, fruit leather (roll-ups), and chewy vitamins may be worse because of the tendency to remain on the teeth longer. Hard candies that are sucked bathe teeth in sugar for a long period. When reviewing dietary habits, it is important to know which foods are being eaten, how frequently they are consumed, and in what combination. A combination of carbohydrates with protein or fat is preferable. Almost no saliva flows during sleep, so it is important that parents understand that when sleeping or taking a nap, a baby should have only water in his or her bottle after the eruption of the first tooth. Fruit juices, soft drinks, sweet teas, formula, or milk should not be put in a baby’s bottle or sippy cup during bedtime or nap time. If a bottle is given at nap time or bedtime, parents should use a cloth to wipe the baby’s mouth prior to lying the infant down. Due to the decreased salivary flow, any food or drink that is in the baby’s mouth during sleeping periods stays there for many hours and promotes the caries process. Because there is an increased risk for the development of caries for children who sleep with bottles containing liquid with natural or added sugars, and because children who drink bottles while lying down may be more prone to getting ear infections, the AAP suggests that children not be put to bed with bottles.Parents should also be reminded that pacifiers should not be dipped in sweet liquids. In addition, because bacteria are transmitted through the saliva, pre-tasting, pre-chewing, and sharing of utensils should be avoided.



Toothbrushing Recommendations 

 
Age 

Toothbrushing Recommendations  
(CDC, 2001)  

< 1 year   
~  Clean teeth with soft toothbrush 

1–2 years   
~  Parent performs brushing  

2–6 years ~ Pea-sized amount of fluoride-   
containing toothpaste 2x/day 

~ Parent performs or supervises  

> 6 years  ~  Brush with fluoridated toothpaste 
2x/day  

Presenter
Presentation Notes
One of the most obvious steps to optimizing oral hygiene is to encourage parents to clean or brush their young child’s teeth twice daily. Parents can be encouraged to begin wiping the gums of even a very small infant with a soft washcloth or soft toothbrush, even prior to tooth eruption, because this will help to establish a daily oral hygiene routine for the child.Toothbrushes for infants and toddlers should be soft and have a small head, but a large handle because parents must “do” the toothbrushing until about age 6 years. Younger children do not have the hand coordination necessary to be independent toothbrushers prior to that age. Parents can also consider using electric toothbrushes. They are especially useful in situations of limited movement because they do the work for you, they position well, and the small head can help limit the amount of toothpaste to appropriate amounts for children. . 



Toothpaste and Children 

• Children ingest substantial 
amounts of toothpaste because 
of immature swallowing reflex. 

 
• Early use of fluoride toothpaste 

may be associated with 
increased risk of fluorosis.  

           
 

 
• Once permanent teeth have mineralized (around 6-8 years of 

age), dental fluorosis is no longer a concern. 

 

Presenter
Presentation Notes
Parents often question when to begin using toothpaste and when to allow their child to brush independently. Caution is advised related to the use of fluoridated toothpastes by young children because they may swallow excessive amounts of toothpaste, which can lead to fluorosis. It has been found that children younger than 2 years swallow up to 60% of toothpaste that is used. Unless the child has suboptimal exposure to fluoride, fluoridated toothpastes should not be used until after the child turns 2 years old. It is noted that a pea-sized amount of fluoride-containing toothpaste contains the recommended total daily intake of fluoride for a 2-year-old child. Therefore, it is important to ensure that toothbrushing be supervised by a parent or caregiver until the child can reliably rinse and spit out excess toothpaste—usually about age 6 years. The threat of fluorosis decreases after mineralization of all permanent teeth. It is noted that usually all teeth have mineralized at around 6 years of age, the molars mineralizing at 8 years of age.Almost all toothpastes manufactured in the United States provide topical fluoride; however, not all natural toothpastes do. It is always a good idea to have families check the fluoride content of their toothpastes.



Toothpaste 

A small pea-sized amount of toothpaste weighs  
0.4 mg to 0.6 mg fluoride, which is equal to the daily 

recommended intake for children younger than 2 years. 

 

Presenter
Presentation Notes
It is easy to see how toddlers could receive excess fluoride if they swallow the pea-sized amount of toothpaste and/or receive fluoride supplements. 



Treatment and Referral 

This section addresses the following topics: 

• Recommended Fluoride  
Supplement Schedule 

• Example of Fluorosis 
• Fluoride Varnish 
• Applying Fluoride Varnish 
• Remove Existing Dental Decay:  

Treating an Infection 
• Referral: Establishment of  

Dental Home 
• Community Systems of Care 



Recommended Fluoride Supplement Schedule 

None 0.50 mg/day 1.0 mg/day 6 yrs–16 yrs 

None 0.25 mg/day 0.50 mg/day 3 yrs–6 yrs 

None None 0.25 mg/day 6 mo–3 yrs 

None None None 0–6 months 

>0.6 ppm 0.3–0.6 ppm <0.3 ppm Age 

Fluoride Concentration in Community 
Drinking Water 

MMWR: Recommendations for Using Fluoride to Prevent and Control Dental Caries in the US: 
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5014a1.htm. 

 

 

Presenter
Presentation Notes
The decision to supplement with fluoride should not be taken lightly. Fluoride supplements are not recommended unless the level of fluoride in the community water supply is known. This dosage schedule for fluoride supplements for infants and children younger than 16 years (updated in August 2001) is scaled to the fluoride concentration in the community drinking water. It has been jointly recommended by the ADA, AAPD, and AAP.One alternative to fluoride supplementation is to encourage the family to use fluoridated bottled water (eg, Dannon or Crystal Springs). Questions may arise regarding the amount of bottled water that should be consumed to meet daily requirements. At this time, guidelines for daily bottled water consumption do not exist because the data that were collected evaluated only the primary water supply and not bottled water. However, when providing guidance, it is important to understand that unlike vitamins or medications that are absorbed in the gastrointestinal tract and moved systemically to a therapeutic site of action, fluoride’s primary, therapeutic site of action is topical. When determining if fluoride supplementation is needed, the child health professional should encourage parents to select one primary source of water for consumption and then base the decisions to supplement on the fluoride concentration of that water.  As mentioned previously, the risk of fluorosis is greatest in children who are younger than 6 years because most permanent teeth have not fully mineralized. An example of fluorosis is seen on the next slide.



Example of Fluorosis 

Mild Fluorosis Severe Fluorosis 

Presenter
Presentation Notes
The occurrence of enamel fluorosis is reported to be most strongly associated with cumulative fluoride intake during enamel development, but the severity of the condition depends on the dose, duration, and timing of fluoride intake. The transition and early maturation stages of enamel development seem to be most susceptible to the effects of fluoride.Concerns regarding the risk for enamel fluorosis are limited to children younger than 8 years; enamel is no longer susceptible once its pre-eruptive maturation is complete. (After age 6 years, only molars are still forming.)It should be noted that fluorosis is purely a cosmetic condition. In fact, these teeth are actually less susceptible to dental caries!



Fluoride Varnish 

• 5% sodium fluoride or 2.26% fluoride in a viscous resinous 
base in an alcoholic suspension with flavoring agent (eg, 
bubble gum) 
 

• Has not been associated with fluorosis 
 
 • Application does not replace the dental home nor is it 
equivalent to comprehensive dental care 
 

Presenter
Presentation Notes
Fluoride varnish is a topical fluoride treatment (5% sodium fluoride) that should be professionally applied on the surfaces of teeth to prevent new cavities from forming and to help reverse early demineralization that has already started. Varnish strengthens teeth and is thought to reduce decay. Fluoride varnish has only been available in the United States for the past several years, though it has been used in Scandinavia for more than 25 years. No clinical trials have been completed in the United States; hence the US Food and Drug Administration (FDA) has not yet approved fluoride varnish for caries prevention.The FDA has approved fluoride varnish as a medical device for use as a liner before fillings are placed and as a root desensitizing agent. It should be noted that the AAP does not have a specific policy statement on the use of fluoride varnish in primary care settings; however, we make note of this because some child health professionals have begun to use this treatment, based on their professional judgment, on an off-label basis. For more information, the following research has been done in the past few years to evaluate the efficacy of fluoride varnish:



Applying Fluoride Varnish 

Presenter
Presentation Notes
How to apply fluoride varnish1.   Dry all the teeth with a 2 x 2 gauze. 2.   Paint fluoride varnish on all tooth surfaces. 3.   Instructions to Parents�



Remove Existing Dental Decay:  
Treating an Infection 

Presenter
Presentation Notes
One of the things that child health professionals do best is treat infections! However, it is important to remember this is an active dental infection that must be treated. The child should be referred to a pediatric dentist or general dentist for appropriate treatment.  The child in this photo has 4 severely decayed upper incisors. Both central incisors are abscessed. Note the parulus above each incisor. The abscessed central incisors need to be extracted as soon as possible to avoid development of facial cellulitis with potential orbital involvement. The lateral incisors may be salvageable with dental restorations or crowns depending on radiographic evaluation. 



Referral: Establishment of Dental Home 

 
What is a dental home? 

 
When to refer? 
 
• Refer high-risk children by 6 

months. 
 
• Refer all children by 1 year. 

 

Presenter
Presentation Notes
The AAP recommends that all children have an identified dental home within 6 months after the first tooth erupts or by 1 year of age, whichever is earlier. The concept of the dental home is derived from the AAP concept of the medical home. The AAP states, “the medical care of infants, children, and adolescents ideally should be accessible, continuous, comprehensive, family centered, coordinated, compassionate, and culturally effective. It should be delivered or directed by well-trained physicians who provide primary care and help to manage and facilitate essentially all aspects of pediatric care.”Pediatric primary dental care needs to be delivered in a similar manner. The dental home is a specialized primary dental care provider within the philosophical complex of the medical home. Referring a child for an oral health examination by a dentist who provides care for infants and young children establishes the child’s dental home and provides an opportunity to implement preventive dental health habits that meet each child’s unique needs and keep the child free from oral disease. Note: A sample of the dental home model is found in the reference section of this presentation.



Community Systems of Care 

• Identify dental care professionals in your 
community.  
 

• Develop partnerships. 

Presenter
Presentation Notes
It is critical for you to understand what dental care professionals practice in your community and develop a sense of who is comfortable providing a dental home to young children, and what type of payment they accept. 



Conclusion 

• You Can Make a Difference! 
 

• CME Credit 

This section addresses the following topics: 



You Can Make a Difference! 

• Institute oral health risk assessments  
into well-child visits. 

• Provide patient education regarding  
oral health. 

• Provide appropriate prevention interventions  
(eg, feeding practices, hygiene). 

• Document findings and follow-up. 
• Train office staff in oral health  

assessment. 
• Identify dentists (pediatric/general)  

in your area who accept new  
patients/Medicaid patients. 

• Take a dentist to lunch to establish a  
referral relationship.  

• Investigate fluoride content in area water supply. 

Presenter
Presentation Notes
In summary, the child health professional can make a significant difference in the prevention and early treatment of early childhood dental caries by doing the following:  



CME Credit 

Take this training online to earn 
Continuing Medical Education credit! 

 
http://www.aap.org/oralhealth/cme 

 
Questions about this training? 
E-mail oralhealthinfo@aap.org. 
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