Module 1: Typical Oral Health Development in Children

INTRODUCTION

Oral health is a broad concept that encompasses dental health, oral-motor function, and craniofacial structure.  These factors in turn influence (or are influenced by) nutrition, pulmonary health, speech production, communication, self-image, social function, and well-being.  Promotion of oral health and prevention of oral health problems have been identified as important activities that can be performed by many health care providers.

Oral health problems affect children from all communities.  In fact, dental caries is the most common chronic disease of childhood.  Caries is five times more frequent than asthma (which is the second most common chronic disease). Among 5- to 9-year olds, 51.6% have at least 1 cavity or filled tooth.  Seventy-eight percent of 17-year olds have caries in their permanent teeth. (US DHHS)

Oral health problems affect a disproportionate number of children from families with low socioeconomic status and from racial/ethnic minority groups. (Shiboski, Vargas, US DHHS)

Read more about the prevalence of oral health problems in specific populations.

Data from the Third National Health and Nutrition Examination Survey (a survey of 33,994 people, including 9,388 children ages 2 to 18 years) indicate that oral health problems affect a disproportionate number of children from families with low socioeconomic status and from racial/ethnic minority groups. 

There was significantly more caries among preschoolers from families with incomes under 200% of the Federal Poverty Level (about one-third of children have caries) than among families with higher incomes (about 12%).

Children from families with lower incomes are also more severely affected by caries. For every cavity in a child from a family whose income is more than 300% of the Federal Poverty Level (FPL), there are nearly 5 cavities per child in the group under 300% of the FPL.

Investigators found no significant differences in the number of fillings between groups, however. Although they have more cavities, children from families with low incomes had about the same number of fillings as children from families with higher incomes. (Vargas)

Higher rates of caries have been reported among Mexican-American and African-American children than their non-Hispanic white peers, even independent of income level. (Vargas, Shiboski)

This module provides a general overview of typical development of teeth and oral structures and the effect that nutritional status can have on development.  Some of the oral health problems that affect children, primarily dental caries, are reviewed.

After completing this module, you should be able to

· Describe the typical development of teeth and other oral structures

· Identify oral health problems common among children

What is “good” oral health? The relationship of nutrition to typical development of teeth and other oral structures
The development of oral structures begins prenatally. Calcification of the primary upper incisors begins at 3-4 months gestation; crowns are completed by 4-5 months of age. Development of the primary molars begins at 5 months in utero and is completed by 6 months of age. The jaw bone begins to calcify by 4 months gestation. (Palmer WR) Because development begins at such an early age, early oral health care is important. Eruption of primary/permanent teeth may be delayed in preterm infants.  (See Module 3 for a discussion of the potential problems associated with prematurity and other special health care needs.) (Faine)
Read more about the development of oral structures and the eruption of primary and secondary teeth
An overview of tooth development and charts illustrating tooth eruption can be found on the American Dental Association website: http://www.ada.org/public/topics/tooth_eruption.asp.

Nutritional status and nutrient intake are critical to good oral health.  Inadequate energy and protein intake can delay tooth eruption, affect tooth size and enamel solubility, and cause salivary gland dysfunction.  Calcium and vitamin D are important to the mineralization process, and significant deficiencies can lead to compromised tooth integrity and delayed eruption patterns.  Vitamin D and periodontal health have also been linked. Fluoride is important to enamel formation, inhibits demineralization, stimulates remineralization, and inhibits bacterial growth.  Other nutrients, including vitamin A, ascorbic acid, iodine, and iron, are also involved in the development and maintenance of oral teeth and other oral structures (Faine, Hayes, Mobley, Romito, Dietrich, Meyle).

Read more about the involvement of specific nutrients in the development and maintenance of oral structures in Table 1-1.

TABLE 1-1: Nutrients Needed for Oral Health

Nutrient
Deficiency has been associated with:

Energy and protein
Delayed tooth eruption, decreased tooth size, decreased enamel solubility and other enamel defects, salivary gland dysfunction (Palmer WR, Hayes, Ismail, Romito)

Vitamin A
Altered epithelial tissue development, tooth morphogenesis, enamel hypoplasia; decreased salivary flow (Palmer, Hayes, Meyle)

Vitamin D, calcium, phosphorus
Hypomineralization, compromised tooth integrity (enamel and dentin, delayed eruption patterns (Palmer, Hayes, Romito)

Ascorbic acid (vitamin C)
Aberrant dentin; gingivitis; decreased integrity of oral mucosa; periodontal disease (Hayes, Mobley, Romito, Meyle)

Fluoride
Impaired enamel formation, increased demineralization, decreased remineralization, bacterial growth (Hayes)

Iodine
Delayed tooth eruption, altered growth patterns leading to malocclusion (Hayes, Mobley)

Iron
Decreased tooth integrity, salivary gland dysfunction (Hayes)

B- vitamins
Loss of oral mucosa integrity, leading to stomatitis, angular chelitis, glossitis (Mobley, Romito)

Oral Health Problems – why are they important?
Problems with oral health can interfere with good overall health and with self-image and social function.  From a nutrition perspective, missing or decayed teeth can prevent a child from eating certain foods and increase risk of an inadequate nutrient intake.  Oral health problems affect other aspects of a child’s life.  For example, oral infection can compromise a child’s health and can increase nutrient needs.  Pain can lead to inappropriate speech and other problems with communication.  Oral health problems can also interfere with sleep and have an impact on an individual’s psychological status.

Oral health problems have a negative effect on learning.  Acute problems cause children to miss days of school.  Chronic dental pain can distract a child and cause problems with attention and focusing. (NCEMCH)

Problems with oral health can have other long-term health consequences as well. Oral health problems in pregnant women have been associated with risk of preterm births, and oral health problems in adults have the potential to increase risk of cardiovascular disease. (US DHHS, Montebugnoli, Goepfert)

Read more about potential long-term health consequences

Associations with long-term health problems and poor oral health have been noted. 

The relationship between periodontal disease and diabetes has been studied. There is a higher prevalence of periodontal disease among individuals with type 1 or type 2 diabetes, and periodontal disease tends to be more severe than among people without diabetes. In addition, there is preliminary evidence that periodontal disease can adversely affect glycemic control. Thus, it is possible that improved oral health might help prevent some of the long-term consequences of hyperglycemia. (US DHHS)

There is some evidence that periodontal disease may increase the risk of cardiovascular disease. Suggested mechanisms include inflammatory factors caused (or enhanced) by oral bacteria. (US DHHS, Montebugnoli)

The influence of oral bacteria on the risk of preterm birth is also being investigated. Preliminary data indicate that risk of preterm delivery is higher among women with poor oral health. (Jeffcoat, Goepfert)

Oral Health Problems – what are they and how do they happen?
The most common oral health problem is dental caries (including early childhood caries). This module focuses primarily on dental caries.  Other oral health problems with nutrition implications are discussed briefly.  

Prevention and early identification of problems with oral health are the focus of Modules 4 and 5.
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Figure: dental caries

Dental caries

Dental caries is the most common oral health problem.  It has been called a “diet-dependent bacterial infectious disease.”  Caries is caused by a combination of factors: 

· bacteria

· fermentable carbohydrate (and acid demineralization)

· time

· host factors

Demineralization.  Mutans streptococci (S. mutans) is acquired.  It is thought that the transmission occurs primarily from caregiver to child via personal contact, such as sharing eating utensils and kissing.  Dietary carbohydrates enable the bacteria to multiply, colonize the tooth’s surface, and form dental plaque.  As the bacteria metabolize the carbohydrate, organic acid is formed; this acid demineralizes tooth enamel.

Read more about the transmission of mutans streptococci

Mutans streptococci (S. mutans) is the group of bacteria most often associated with dental caries. One study indicated that by age 24 months, 84% of children are infected with mutans streptococci. (Wan) 

It was once thought that mutans streptococci was acquired by infants only from their mothers and only after the eruption of primary teeth. More recent studies have demonstrated that transmission can occur in infants as young as 3 months of age whose primary teeth have not yet erupted. (Wan 2003, Berkowitz) In one study, 50% of infants were colonized with mutans streptococci before first tooth eruption. (Wan 2001) In addition, horizontal transmission (e.g., from child to child) has been demonstrated. (Mattos-Graner, Berkowitz)

Some researchers believe that infection with mutans streptococci occurs during a discrete period of time (around age 19-31 months) (Caufield), however other studies have indicated that infection rates steadily increase as age and numbers of erupted teeth increase. (Wan 2003, Soderling)

There has also been some research into the influence of genetics on development of caries. Studies of twins indicates that genetics probably does have some influence on caries susceptibility. It is postulated that the genetic influence on the following factors in turn influences an individual’s risk of caries development (Shuler):

· Tooth development (e.g., eruption time and sequence, morphology, arch shape, and spacing)

· Enamel matrix development

· Immune response (and mutans streptococci colonization)

· Carbohydrate metabolism

· Salivary gland function

Remineralization.  Saliva counters the acid attacks on the teeth in several ways.  Saliva aids in clearing food particles, and the calcium, phosphorus, and fluoride in saliva promote remineralization.  The proteins, bicarbonate, and phosphates in saliva also neutralize plaque acids. Saliva flow increases during meal times and tends to decrease at night. Snacking does not produce an increase in saliva flow.

Time.  When no cariogenic food is present in the mouth (between meals and snacks), remineralization of the enamel occurs.  Caries occurs when demineralization exceeds remineralization.

The types of foods consumed, frequency of meals and snacks, and production of saliva can all be affected by a special health care need (see Module 3) and can have a significant impact on the development of dental caries. See Module 2 for a discussion of the diet-related risk factors for the development of dental caries.

Actions to minimize the exposure of the teeth to acid and prevent demineralization are discussed in Module 4.

Early Childhood Caries

Early childhood caries (ECC) has also been called nursing caries, nursing bottle caries, and baby bottle tooth decay, and occurs in 10% of 2-year olds (Tinanoff).  It typically occurs in children whose teeth are exposed to sugary liquids (and the resultant acids) for long periods of time. Children who fall asleep with a bottle in their mouths or who carry a bottle or sippy cup (Behrendt) and drink sweetened liquids throughout the day are at high risk for ECC. Children who sleep with their mothers and breastfeed throughout the night are also at increased risk. ECC increases the risk of decay in a child’s permanent teeth (Tinanoff, Kaste). 
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Figure: mild early childhood caries

Figure: moderate early childhood caries

Treatment

Treatment of oral health problems can be expensive and painful.  Restorative treatment can include fillings, root canal treatment, and crowns. Antibiotics may be necessary to manage infections, and in some instances, extraction may also be necessary.  The type of treatment used will depend on the age of the child, the child’s behavior, and the severity of the problem.  One group estimated of the cost of dental treatment to be $1000-1500 for in-office procedures to $3000-7000 for a hospital admission with general anesthesia. (Leggott)

Other oral health problems

Other problems with oral health are described below.

Periodontal disease

“Periodontal” refers to the hard and soft tissues that surround the teeth (e.g., the gingiva, periodontal ligament, alveolar bone, and cementum). Periodontal disease refers to infection of these tissues, including gingivitis (affecting the gums) and periodontitis (affecting the soft tissue and bone that support the teeth). Gingival overgrowth and inflammation can also be caused by some medications that are often used by children with special health care needs, including phenytoin, cyclosporin, and calcium channel blockers. (Boyd, US DHHS) See Module 3 for more information about the oral health implications of these medications. Periodontal disease can also be the result of other conditions, including neutropenia (e.g., agranulocytosis, cyclic neutropenia), Papillon-Lefevre syndrome, Down syndrome, diabetes, hypophosphatemia, and HIV/AIDS. (Meyle)
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Figure: periodontal disease

Depending on the severity of gingival overgrowth, surgery may be required. (Boyd, US DHHS)

Nutritional implications of periodontal disease can include decreased intake related to pain associated with eating and swallowing problems. Poor nutritional status can impair recovery from periodontal therapy. (Boyd)

Erosion from gastroesophageal reflux

Gastroesophageal reflux (GER) is the regurgitation of gastric contents into the lower or upper esophagus or mouth. GER is common among children with cerebral palsy and other conditions and can contribute to oral problems.  As the acidic gastric contents are regurgitated, primary and permanent teeth can be eroded. (Faine 2001, Boyd 1998)

Malocclusion

Malocclusion, or misaligned bite, can prevent a child from consuming specific foods and could contribute to nutrient deficiency. Malocclusion can be a result of missing teeth (e.g., because of caries or congenital defect); children with hyper- or hypotonia are also at increased risk for malocclusion.

Herpes simplex virus infection

Cold sores are the clinical manifestation of an infection with the herpes simplex virus type 1 (HSV-1). HSV-1 infection is a primary infection in only ~20% of cases. HSV-1 infection is usually characterized by recurrent blisters on or near the lips, symptoms include malaise, muscle aches, oral ulcerations, bleeding gums, gingivitis, and sore throat. (US DHHS) 

An individual’s intake may be decreased intake due to pain and discomfort associated with the lesion. Dehydration can be a significant concern with small children.
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Figure: herpes simplex virus

Oral candidiasis

Oral candidiasis is an infection caused by species of Candida (primarily Candida albicans). Symptoms of candidiasis can include burning and soreness and sensitivity to spicy or acidic foods; candidiasis can also be asymptomatic. Oral candidiasis can include candidal angular cheilitis (occurring in the folds at the angles of the mouth) and pseudomembranous candidiasis or thrush (affecting the mucosa). Candidiasis is most common secondary to use of antibiotics among individuals with compromised immune function. Inhaled corticosteroids, systemic steroids, and antibiotics can also increase risk of candidiasis. (US DHHS, Couris)

Candidiasis is typically treated with local or systemic antifungal medications.

Nutritional implications of oral candidiasis can include decreased nutrient intake because of pain associated with eating.
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Figures: oral candidiasis

Recurrent aphthous ulcers

The technical term for canker sores is recurrent aphthous ulcers (RAU) or recurrent aphthous stomatitis. The minor form is characterized by small, shallow ulcers on non-attached oral mucosa or on the tongue; ulcers last up to 2 weeks. The major form is characterized by 1 to 10 larger ulcers, and another form, herpetiform RAU, is associated with 10 to 100 ulcers occurring at a time. Although RAU is relatively common, people with compromised immune function are more susceptible to RAU.

Treatment includes analgesics, antibacterial rinses, and topical steroids. (US DHHS) Recommendations also include a bland diet and good oral hygiene.

The ulcers can make eating difficult. Hypersensitivities to some foods and nutritional deficiencies have been associated with RAU.
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Figure: aphthous ulcer

Xerostomia

Xerostomia is an abnormal reduction in saliva that leads to dryness of the mouth. It can be caused by medications, radiation therapy, autoimmune diseases, and surgery. In children, several asthma medications decrease salivary flow. Xerostomia increases an individual’s risk for developing caries and susceptibility to oral candidiasis. Treatment for xerostomia can include preventive measures (e.g., antimicrobial mouth rinses, topical fluorides, nutrition education) and salivary replacements or stimulants.

Nutritional implications of xerostomia include compromised intake due to problems with chewing and swallowing problems, taste changes, and soreness of the oral mucosa. (Boyd 2003)

Risk factors for dental caries

The development of dental caries is multi-factorial. Many of the risk factors are related to a child’s dietary intake and/or nutritional status. Nutrition- and diet-related risk factors, including food patterns, nutrients, and specific foods are reviewed in Module 2 and summarized in Table 2-1. Other risk factors are discussed below.

Mutans streptococci

The presence of mutans streptococci, the bacteria that cause caries, is associated with increased risk. (Tinanoff, Milgrom)

Previous caries

Previous caries experience (especially if caries occurred before age 5 years), plaque, demineralization, or staining places a child at high risk for future decay. (Tinanoff, AAP)  In addition, high risk can be indicated by a mother (or other family member, especially a sibling) with a high caries rate. (AAP)

Structural indicators

White spot lesions and visible plaque indicate risk for development of caries. See Module 5 for resources to aid in identifying white spot lesions.

[image: image9.png]




Figure: white spot lesions

Risk for caries is also increased by lack of enamel maturation and other enamel defects. Enamel defects are associated with low birthweight, prenatal malnutrition, and infant malnutrition. (Tinanoff, Milgrom)

Special health care needs

Special health care needs can place a child at higher risk for the development of oral health problems. (AAP) Specific risk factors are discussed in Module 3. 

Socio-economic status and Access to care

Although not necessarily a good predictor on an individual basis, socioeconomic status (SES) is a predictor of caries for the general population. (Tinanoff, AAP)  Individuals from lower SES households are more likely to have oral health problems and less likely to have access to dental care than individuals from households with higher SES. (Vargas, Yu, Savage) 

A 2004 study indicated that among children with Medicaid claims, those enrolled in the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) were more likely to have a dental visit and use preventive and restorative service than children who were not. (Lee)

Read more about problems with access to appropriate dental care

Children who are most at risk for dental caries and other oral health problems are least likely to have regular access to preventive care. NHANES III data suggest that children from families with low educational attainment and racial/ethnic minorities (Mexican-American and non-Hispanic black) have the highest prevalence of dental needs. These children are also the most likely to visit dental providers on an as-needed basis or to have never been seen by a dentist. (Vargas 2002)

A 1999 study indicated the following factors as associated with not meeting current recommendations for dental visits: income less than 300% of the federal poverty level, a parent younger than 30 years of age, and black or Hispanic racial/ethnic background. (Yu)

What is preventing access to appropriate dental care? Some barriers were identified by a survey of North and South Carolina dentists in the 1990s. (Edelstein) Only 7 percent of dentists in these states would accept Head start referrals, and only 23 percent would accept Medicaid referrals.  Reasons for not accepting Head Start referrals included:

· Children are too young (Head Start is a program for children 3-5 years of age; Early Head Start is for children 0-3 years)

· Payments are insufficient

· General dentists are too busy to see young children

Other barriers to care included:

· Long wait for an initial visit (average 2.6-3.7 weeks)

· Distance to dental office (average 16-32 miles, out of county 42-69 percent of the time)

Recommendations to improve access to care include adequate reimbursement through Medicaid and SCHIP, more training programs for pediatric dentists, and incentives for dentists to practice in underserved areas. (Vargas 2002)
PRACTICAL APPLICATIONS

Case example: Celeste

Celeste is a 2 year old who was seen by her primary care physician at a routine well child visit. Part of the physical exam included an examination of Celeste’s mouth. The pediatrician noted caries on Celeste’s front teeth and white spot lesions (that indicated early development of caries) on her molars. A referral was made to a local pediatric dentist to evaluate the white spot lesions. Fluoride varnish was applied to Celeste’s teeth, and her family received anticipatory guidance to prevent future problems. This guidance included information about oral hygiene and food patterns that promote oral health.

Case example: Joseph

Joseph, age 3 years, had rampant caries with severe infection. His pediatrician coordinated a visit to the dental clinic at the Children’s Hospital in Joseph’s city; treatment included antibiotics to control infection and subsequent comprehensive dental care under general anesthesia, including fillings and extraction of the infected teeth. Because of several nutrition implications, Joseph’s pediatrician made a referral to a Registered Dietitian (RD). 

The RD made the following recommendations: (1) Limit juice consumption to 4 to 6 oz per day; (2) Promote less-cariogenic foods for snacks (a list of foods with low cariogenicity that Joseph likes to eat was compiled); (3) Offer cariogenic foods only at meals and snacks that can be followed by appropriate oral hygiene.

In addition, the RD learned that Joseph’s water supply was not fluoridated, and suggested that his family give him a supplement; this was discussed with his pediatrician, who provided a prescription. The RD also provided some handouts that discussed appropriate oral hygiene. This material emphasized the importance of parent involvement in daily oral care until children are 8-10 years of age. Joseph’s family also shared that they had found a pediatric dentist and that once the restorative work was finished, they were planning to schedule preventive dental visits.

QUIZ
(1) True or false: The development of oral structures, including permanent teeth, begins prenatally.

a. True 

b. False

(2) Which of the following is NOT a function of fluoride:

a. Inhibits bacterial growth

b. Inhibits demineralization

c. Stimulates remineralization

d. Promotes epithelial tissue development 

(3) Deficiencies of which two nutrients can lead to compromised tooth integrity:

a. Fluoride and biotin

b. Iron and magnesium

c. Calcium and vitamin D 

d. Vitamin A and ascorbic acid

(4) The name of the bacteria that primarily cause dental caries is: 

a. Campylobacter

b. E. coli

c. S. mutans 

d. S. aureus

(5) One of saliva’s protective actions against caries is:

a. Bicarbonate whitens teeth

b. Bicarbonate activates fluoride

c. Bicarbonate neutralizes plaque acids 

d. Bicarbonate aids in clearing food particles

(6) Components of saliva that promote remineralization include

a. Water, protein, and fluoride

b. Calcium, phosphorus, and fluoride 

c. Vitamin D, magnesium, and folate

d. Ascorbic acid, vitamin A, and vitamin E

(7) Which of the following increases a child’s risk for developing early childhood caries:

a. Using a pacifier

b. Sleeping with a bottle of water

c. Drinking sweetened liquids from a bottle at mealtime

d. Drinking sweetened liquids from a sippy cup throughout the day 

(8) True or false: Early childhood caries increases the risk of decay in a child’s permanent teeth.

a. True 

b. False

(9) Caries occurs when demineralization time exceeds remineralization time.  Which of the following promote remineralization:

a. Organic acids are formed

b. Saliva production decreases

c. Systemic fluoride supplements are given

d. No cariogenic food is present in the mouth 

(10) Which of the following oral health problems is also known as thrush:

a. gingivitis

b. xerostomia

c. oral candidiasis 

d. periodontal disease
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RESOURCES

General Oral Health
Fact Sheet: Child and Adolescent Oral Health Issues

Child and Adolescent Oral Health Issues. National Maternal and Child Oral Health Resource Center, Georgetown University. This 2-page fact sheet describes trends in children’s oral health, including access to care, children with special health care needs, early childhood caries, fluoridation, and dental sealants.

http://www.mchoralhealth.org/PDFs/issues.pdf

Bright Futures Toolbox

National Maternal and Child Oral Health Resource Center. Toolbox for Health Professionals and Human Service Providers and Toolbox for Children, Adolescents and Families. 

Part of the National Maternal and Child Oral Health Resource Center, this website includes a wealth of oral health resources. The Professionals Toolbox includes the Bright Futures in Practice: Oral Health materials, online training curricula, journal articles, and tools for screening/risk assessment and anticipatory guidance. The Families Toolbox includes resources for finding dentists, activities and links for parents, children, and adolescents, and foreign-language materials.

http://www.mchoralhealth.org/Toolbox/

Oral Health and Learning

Holt K, Kraft K. Oral Health and Learning (2nd ed). National Center for Education in Maternal and Child Health, Georgetown University. 2003. 

This fact sheet describes the barriers to learning presented by poor oral health.

http://www.mchoralhealth.org/PDFs/Learningfactsheet.pdf

American Academy of Pediatric Dentistry – Oral Health Policies and Clinical Guidelines

The oral health policies and clinical guidelines of the American Academy of Pediatric Dentistry (AAPD) are available on the AAPD website.

http://www.aapd.org/members/referencemanual/

Prevention
Bright Futures in Practice: Oral Health Pocket Guide

Casamassimo P, Holt K, eds. Bright Futures in Practice: Oral Health – Pocket Guide. Washington, DC: National Maternal and Child Oral Health Resource Center. 2004. 

Bright Futures in Practice: Oral Health-Pocket Guide is a resource to assist health professionals in providing oral health care for infants, children, adolescents, and pregnant and postpartum women. The pocket guide was developed by the National Maternal and Child Oral Health Resource Center working in collaboration with the Bright Futures Education Center at the American Academy of Pediatrics, with support from the Maternal and Child Health Bureau. The pocket guide offers health professionals an overview of preventive oral health supervision for five developmental periods-pregnancy and postpartum, infancy, early childhood, middle childhood, and adolescence. It is designed to be a useful tool for a wide array of health professionals including dentists, dental hygienists, physicians, physician assistants, nurses, dietitians, and others.

The pocket guide is available from the Bright Futures Oral Health Toolbox at http://www.mchoralhealth.org/Toolbox/professionals.html. Ordering information also at this website.

Policy Statements, Government Reports
A National Call to Action to Promote Oral Health: A Public-Private Partnership

Under the Leadership of the Office of the Surgeon General, this document presents a set of five principal actions to be undertaken by private and public groups and individuals to ensure that all Americans can achieve optimal oral health. 

The five actions outlined in the report include the following:

Action 1 -- Change perceptions of oral health

Action 2 -- Overcome barriers by replicating effective programs and proven efforts

Action 3 -- Build the science base and accelerate science transfer

Action 4 -- Increase oral health work force diversity, capacity, and flexibility

Action 5 -- Increase collaborations

The Call to Action is intended to provide the basis for integrating efforts to facilitate improvement of the nation's health through oral health activities.

http://www.nidcr.nih.gov/NewsAndReports/ReportsPresentation/CallToPromoteOralHealth.htm

The Surgeon General’s Conference on Children and Oral Health

The Surgeon General’s Conference on Children and Oral Health, “Face of a Child,” was held June 12-13, 2000. Reports include information about the current status of children’s oral health, prevention and treatment strategies (individual and population-based), and community collaborations.

Conference proceedings and abstracts are available at http://www.nidcr.nih.gov/AboutNIDCR/SurgeonGeneral/Children.htm

Surgeon General Report

US Department of Health and Human Services. Oral Health in America: A report of the Surgeon General – Executive Summary. Rockville, MD: US Department of Health and Human Services, National Institute of Dental and Craniofacial Research, National Institutes of Health; 2000.

This report was released in May 2000 and calls for a national partnership to provide opportunities for individuals, communities and health professionals to maintain and improve the nation’s oral health. Major barriers to good oral health are identified, and the risks of poor oral health to overall health are described.

Available at http://www2.nidcr.nih.gov/sgr/sgrohweb/welcome.htm and more information at http://www.nidcr.nih.gov/AboutNIDCR/SurgeonGeneral/ 

Oral health risk assessment timing and establishment of the dental home

American Academy of Pediatrics Section on Pediatric Dentistry. Oral health risk assessment timing and establishment of the dental home. Pediatrics. 2003; 11(5):1113-1116. (Policy Statement)

The AAP Section on Pediatric Dentistry compiled information on basic preventive strategies, oral health risk assessment, groups at risk for dental caries, establishing the dental home (an accessible, continuous, comprehensive source of care), anticipatory guidance, and parent and child education.

Recommendations include the following:

All health professionals who serve mothers and infants should integrate into their practices parent and caregiver education on effective methods for preventing ECC.

Information about the infectious and transmissible nature of the bacteria that causes ECC and about oral health risk assessment methods, anticipatory guidance, and early intervention should be included in the curriculum of all pediatric medical residency programs and postgraduate continuing medical education programs.

Every child should begin to receive oral health risk assessments, conducted by a pediatrician or another qualified pediatric health professional, by age 6 months.

Pediatricians, family practitioners, and pediatric nurse practitioners and physician assistants should be trained to perform oral health risk assessments on all children beginning by age 6 months to identify known risk factors for ECC.

Between age 6 months and age 12 months, infants identified as being at significant risk for dental caries or as being in one of the risk groups should be entered into an aggressive anticipatory guidance and intervention program provided by a dentist.

Pediatricians should support the concept of identifying a dental home as ideal for all children during infancy or early childhood.

http://aappolicy.aappublications.org/cgi/content/full/pediatrics;111/5/1113

Information Clearinghouses
National Maternal and Child Health Oral Resource Center

The purpose of the National Maternal and Child Oral Health Resource Center is to respond to the needs of states and communities in addressing current and emerging public oral health issues. The resource center identifies and collects information about oral health programs and initiatives funded by the Maternal and Child Health Bureau (MCHB) and other federal agencies, state and local government, professional associations, corporate sponsors, and foundations. It collects programmatic materials such as standards, guidelines, curricula, and professional and consumer education materials.

http://www.mchoralhealth.org

Oral Health and Children and Adolescents Knowledge Path

This electronic resource guide was produced by the National Maternal and Child Oral Health Resource Center and the MCH Library for Children's Dental Health Month. It includes information on websites and electronic publications; journal articles; books, reports, and other print publications; databases; and discussion groups and electronic newsletters. The knowledge path is intended for use by policymakers, health professionals, researchers, and families.

http://www.mchlibrary.info/KnowledgePaths/kp_oralhealth.html

Oral Health Resource Bulletin (previously called MCH Program Interchange: Focus on Oral Health)

The Oral Health Resource Bulletin is produced by the National Center for Education in Maternal and Child Health (NCEMCH). It lists materials of interest to the MCH community. The materials, which have been incorporated into the NCEMCH library, have been developed or are available from federal, state, and local agencies and volunteer and professional organizations. Topics include trends and statistics, education and care, early childhood caries, children with special health care needs, Medicaid and the State Children's Health Insurance Program (SCHIP), and policy and programs. Some materials are available for loan from the NCEMCH library or can be requested from the contributing agency or organization.

http://www.mchoralhealth.org/materials/multiples/interchange.html

Early Childhood Caries Resource Guide

Bertness J, Holt K, eds. Early Childhood Caries Resource Guide (2nd ed.). Washington, DC: National Maternal and Oral Health Resource Center. 2004. 

This resource guide discusses the impact of early childhood caries on systemic health. It encourages health professionals to actively engage in oral health promotion and disease prevention. The guide lists journal articles, materials, and organizations that serve as information resources.

Available for order or download:http://www.ask.hrsa.gov; Inventory Code: MCH00124

The National Oral Health Information Clearinghouse (NOHIC)

The National Oral Health Information Clearinghouse (NOHIC) is a resource for health professionals and special care patients that gathers and disseminates information. NOHIC produces and distributes patient and professional education materials including fact sheets, brochures, and information packets. NOHIC also sponsors the Oral Health Database, which includes bibliographic citations, abstracts, and availability information for a wide variety of print and audiovisual materials.

http://www.nidcr.nih.gov/HealthInformation/SpecialCareResources/default.htm

MEDLINEplus: Child Dental Health

MEDLINEplus: Child Dental Health includes links to resources related to pediatric dental health. Categories include overviews, diagnosis/symptoms, treatment, prevention/screening, nutrition, research, law and policy, and statistics.

http://www.nlm.nih.gov/medlineplus/childdentalhealth.html

Initiatives and Projects
Children's Dental Health Project

An alliance of the American Academy of Pediatric Dentistry, AAP, and American Dental Education Association that promotes children’s oral health and access to dental care through advancements in public and clinical policy.

http://www.cdhp.org

CDC Oral Health Resources

The Children’s Oral Health section includes links to fact sheets, Healthy People 2010, MMWR and journal articles, and state-by-state reports.

http://www.cdc.gov/OralHealth/index.htm

National Institute of Dental and Craniofacial Research: Children’s Oral Health (NIDCR)

The website for the National Institute of Dental and Craniofacial Research (NIDCR) includes patient education materials in English and Spanish and links to reports, clinical trials, and other research opportunities. Oral health information topics include children’s oral health, developmental disabilities and oral health, fluoride, and caries and cavity prevention.

http://www.nidcr.nih.gov/HealthInformation/OralHealthInformationIndex/ChildrensOralHealth/

Continuing education
A Health Professional’s Guide to Pediatric Oral Health Management

Holt K, Barzel R. A health professional’s guide to pediatric oral health management. Washington DC: National Maternal and Child Oral Health Resource Center, 2003.

A Health Professional's Guide to Pediatric Oral Health Management is a series of seven self-contained online modules designed to assist health professionals in managing the oral health of infants and young children. The modules were prepared by the National Maternal and Child Oral Health Resource Center at Georgetown University and designed by the Center for Advanced Distance Education at the University of Illinois at Chicago, with support from the Maternal and Child Health Bureau. They include information on performing an oral screening to identify infants and children at increased risk for oral health problems, offering referrals to oral health professionals, and providing parents with anticipatory guidance. Each module includes an overview, learning objectives, key points, a self-assessment quiz, references, and information on additional resources. 

The modules are available at http://www.mchoralhealth.org/PediatricOH/index.htm.

Early Childhood Caries: A Medical & Dental Perspective

Early childhood caries: a medical and dental perspective [online]. Phoenix AZ: Center for Health Professions, Phoenix College. 2003.

This on-line course is co-sponsored with the Arizona Department of Health Services, Office of Oral Health and the federal Health Resources & Service Administration (HRSA) and Phoenix College’s Department of Dental Programs. It is been designed for dental and medical professionals and presents current information regarding early childhood caries. Topics covered include Early Childhood Caries (ECC) and its etiology, prevention strategies for children under the age of three, methods of screening for ECC, rationale and use of Alternative Restorative Technique, and fluoride varnishes. Tuition: $30; 2 CEU. Phoenix College, Center for Health Professions. Preview available at no charge.

http://www.pc.maricopa.edu/departments/dental/online.htm.

Oral Health and Tobacco Cessation

An on-line training program developed by the University of Michigan/Voice of Detroit. The training program is designed for primary health care providers, including physicians, nurses, and allied health professionals. It includes modules on dental caries, periodontal disease, oral cancer, and tobacco cessation. CME available.

http://oralhealth.dent.umich.edu/mocpn.html
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