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The Reality of the “Silent Epidemic” of 

Poor Oral Health in Children

 Dental caries remains the most prevalent childhood chronic disease in 

United States, five times more common than asthma.

 In California, 54 percent of kindergarteners and 70 percent of third graders 

have experienced dental caries, and nearly one-third of children have 

untreated tooth decay 

 Dental problems cause California students to miss an estimated 874,000 

days of school each year.

 Children who reported having recent tooth pain were four times more 

likely to have a low grade-point average. 



Severity of Childhood Dental Decay 

in California

I. National and State Objectives for Oral Health 
Oral Health in America:  A Report of the Surgeon General emphasized the importance 
of oral health in the daily lives of Americans. [1] Issued in May 2000, the report detailed 
how oral health is promoted, how oral diseases and conditions are prevented and 
managed, and what needs and opportunities exist to enhance oral health. A key theme 
of the report was that oral health is essential to general health and well-being and can 
be achieved, yet barriers hinder some Americans’ ability to attain optimal oral health. It 
concluded with a framework for action, calling for a national oral health plan to improve 
quality of life and eliminate oral health disparities. 

One essential component of an oral health plan would be a set of measurable and 
achievable objectives using key indicators of oral disease burden, oral health promotion, 
and oral disease prevention. HP 2020 is the comprehensive, nationwide health 
promotion and disease prevention agenda and is designed to serve as a roadmap for 
improving the health of all people in the United States during the second decade of the 
21st century.  HP 2020 includes 17 objectives related to improving oral health. These 
objectives represent the ideas and expertise of diverse individuals and organizations 
concerned about the nation’s oral health. In addition, an oral health measure (OH-7: 
Oral health care system use in the past year by children, adolescents, and adults) is 
included as an HP 2020 Leading Health Indicator (LHI), a select subset of objectives 
that focus on high priority health issues. [8] 

National objectives on oral health, such as those in HP 2020, provide measurable 
targets for the nation. The Surgeon General’s National Call to Action to Promote Oral 
Health [9] called for the development of plans at state and community levels, with 
attention to planning, evaluation, and accountability. HP 2020 oral health objectives, 
targets, and baselines for the United States and California (where data are available) 
are summarized in Table 1.  

Table 1. Healthy People 2020 Oral Health Indicators: Target Levels and Current 
Status for United States and California 
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  Healthy People 2020 Objective 
U.S. Target 

HP 2020 
(%) 

U.S. 
Baseline 

(various years) 

(%) 

California 
Baseline 

(various years) 

(%) 

OH-1  Dental caries experience       

  Young children, aged 3–5 (primary teeth) 30 33.3a  53.6k 

  
Children, aged 6–9 (primary and permanent 

teeth) 
49  54.4a l70.9  

  Adolescents, aged 13–15 (permanent teeth) 48.3 53.7a  

OH -2 Untreated dental decay in children 
  

  

  Young children, aged 3–5 (primary teeth) 21.4 23.8a 27.9k 

  
Children, aged 6–9 (primary and permanent 

teeth) 
25.9 28.8a l28.7  

  Adolescents, aged 13–15 (permanent teeth) 15.3 17a 
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Healthy People 2020 is a 

comprehensive, nationwide 

health promotion and disease 

prevention agenda designed 

to improve health of all 

people in the US during the 

second decade of the 21st

century.  



Childhood Dental Caries is a 

Public Health Problem

 Tooth decay is a preventable disease, yet it remains the most common chronic 
disease of children aged 6 to 11 years and adolescents aged 12 to 19 years. 

 Children with untreated tooth decay experience unnecessary pain, difficulty 
chewing and speaking. In California, 28 percent of kindergarteners and 29 
percent of third graders have untreated tooth decay 

 This can impair a child’s intellectual and social development and cause missed 
days of school. 

 The American Academy of Pediatric Dentistry (AAPD) describes childhood 
dental caries as a public health problem that threatens the overall health and 
development of young children. 



Severity of Untreated Dental Decay

Early Childhood Caries

Space loss due to

Untreated Tooth Decay

Severe abscess due 
untreated tooth decay

Cost to treat ECC is$1000-
2000/child and can 

increase to $6000 if GA is 
required at the hospital.



Where do we begin….

 To successfully prevent oral disease in children, dentists and other health care 
professionals must begin preventive interventions during the perinatal stage.

A. Dental care during pregnancy is considered safe, and the minimal risk of 
providing dental care to pregnant women (e.g., possible infection, bleeding, 
allergic reactions) is outweighed by the risk of not treating oral health 
conditions. 

B. According to California perinatal oral health guidelines, pregnant women 
should receive at least one dental visit during pregnancy. In addition, 
maternal oral health correlates with the oral health status of the woman’s 
children. 

C. Pregnancy offers a window of opportunity to ensure good oral health for the 
mother and to educate her about oral health practices for herself and her 
children. 

D. California’s perinatal oral health guidelines encourage medical providers to 
educate their patients and refer them to dental care. Despite barriers to 
receiving dental care during pregnancy, promotion of oral health by medical 
providers has been associated with a higher prevalence of dental care.



Where do we begin….

 The American Dental Association, the American Academy of Pediatric  

Dentistry, and the American Association of Public Health Dentistry 

recommend all children to have their first dental visit by 12 months of age.

 Parents and care providers need to help every child establish a “Dental 

Home” by age 1.

 The intention of a “Dental Home” is to provide an environment that is 

accessible, continuous, comprehensive, family-centered, safe, and 

compassionate.



“Dental Home”

 If Physicians and Community Care Providers are to refer children at age 1, 

the practicing dental community must take on the responsibility of being 

willing and well-prepared to accept them!

 Purpose of a “Dental Home”

a. Provide caries risk assessment

b. Education and Motivation for parents and care givers

c. Anticipatory guidance on the prevention of dental disease.

d. Provide appropriate dental treatment 

e. Make oral health fun!
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Caries management by 

risk assessment (CAMBRA)

• Historically, much of Dentistry has focused 

on restoring the symptoms of tooth 

decay rather than treating its etiologic 

cause, which is by prevention.  

• Caries management by risk assessment 

(CAMBRA) is a great tool to get control of 

the etiologic cause by decreasing the 

infectious bacteria that causes decay.

• Based on these responses, dentists can 

correct problems  by managing  risk 

factors such as recommending specific 

behavioral, chemical, and minimally 

invasive treatments (such as use of 

antimicrobials, fluoride, sealants, and 

frequency of radiographs and periodic 

oral exams)

Caries management by 

risk assessment (CAMBRA)
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Parent and Caregiver Interview, 

Education, and Motivational Goals

 Goal is to have a Parent-Patient approach to oral health promotion and 

caries prevention.

 It’s a 2-way communication that includes the following steps:

a. Establish trust and rapport.

b. Help Parents identify problems.

c. Encourage self motivational changes to habits, including nutritional and 

oral hygiene instructions and recommendations.

d. Answer questions and respond to resistance.

e. Schedule follow up appointments.





Motivational Goals
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Age Appropriate

Anticipatory Guidance

 Anticipatory Guidance is designed to take advantage of time-critical 

opportunities to implement preventive oral health practices and reduce 

the child’s risk of preventable oral disease.

 These guidelines include information about oral hygiene, growth and 

developmental issues, oral habits, diet, and injury prevention.

 Each guideline is very specific to each child and the results of their risk 

assessment.





Fluoride

 Systemic: Ingested, incorporated into developing enamel, enamel more resistant to 
acid attack.

A. Optimally Fluoridated water (well water or bottle water with fluoride)

B. Dietary Fluoride Supplements

 Topical: Coats erupted teeth, promotes remineralization, enamel more resistant to 
acid attack.

A. Fluoridated toothpaste: OTC or Rx (i.e. Cleanpro 5000)

B. Professionally applied 

• Gels: 1.23% APF, 12,300 PPM

• Foams 

• Varnishes: 5% NaF (2.26%F) 22,600 ppm



Sealants

Before Sealant

After Sealant

Bottom Line on Sealants:

 Use resin-based sealants.

 Moisture control is essential.

 4 hands are better than 2 or use Isodry.

 Do not mechanically prepare the enamel.

 However tooth needs to be cleaned with a bristle 

brush and pumice. 

 Do not apply fluoride before sealants.

 Total etch with 37% H3PO4 for 15 seconds.

 Then use one bottle bonding agent (adhesive and 

primer) .

 Apply sealant and cure.



How to take Radiographs in Children

 Use Snap-A-Ray

 Bitewing Tabs

 Use Size 0 for BWs and Periapicals

 Use Size 2 for Maxillary Occlusals

 Always take the occlusal first

Snap-A Ray



Rationale for X-rays

Birth to 3 years

 Birth to 3 years: Maxillary occlusal, periapicals only when child has ECC

a. Further evaluate pathology or trauma

b. Early Childhood Caries

Early Childhood Caries

Dental Trauma



Rationale for X-rays

3-6 years old

 3-6 years: 2 bitewings only when contacts are closed or caries present, 

maxillary occlusal, selected periapicals, 2x2 is standard

a. interproximal decay

b. large caries

c. pulpally involved teeth

d. supernumerary teeth

e. congenitally missing teeth

f. eruption sequence and pattern

Supernumerary tooth

Large Cavities



Rationale for X-rays

6-12 years

 6-12 years:2 bitewings, selected periapicals as needed, panorex in early 

mixed and late mixed dentition

a. Comprehensive diagnosis

b. Evaluate caries, potential pathology

c. Growth and development

d. Eruption times/sequences/abnormalities

e. Evaluate number of teeth present

Missing Teeth

Extranumerary

Teeth

Ectopic Eruption
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Common type of decay by age group

 Birth to 3 years old: Early Childhood Caries or Pit & Fissure

 3-6 years old : Start to see interproximal caries on primary teeth after the 

closure of spaces between teeth, especially molars.

 6-12 years old: Pit and fissure caries on permanent teeth and interproximal 

caries especially since there is a closure of space after eruption of 

permanent molars



How are Primary teeth different then 

Permanent teeth

Anatomical Consideration of Primary Teeth:

1. Thinner Enamel and Dentin thickness.

2. Pulps are larger in relation to crown size.

3. Pulp horns are closer to outer surface of the tooth.

4. Enamel rods extend occlusally compared to cervically in permanent teeth.

5. Greater cervical constriction of the crown.

6. Have broad, flat proximal contact areas (versus contact points).

7. Are whiter than permanent teeth.

8. Relatively narrow occlusal surface compared to permanent teeth.

 For this reason, do not place large fillings on primary teeth since more chance for failure 

such as infections or fractures.



Primary vs. Permanent Teeth

A. The enamel cap of primary molars is thinner and has 

a more consistent depth. 

B. A comparatively greater thickness of dentin is over 

the pulpal wall at the occlusal fossa of primary 

molars. 

C. The pulpal horns are higher in primary molars, 

especially the mesial horns, and pulp chambers are 

proportionately larger. 

D. The cervical ridges are more pronounced, especially 

on the buccal aspect of the first primary molars.

E. The enamel rods at the cervix slope occlusally

instead of gingivally as in the permanent teeth.

F. The primary molars have a markedly constricted 

neck compared with the permanent molars. 

G. The roots of the primary teeth are longer and more 

slender in comparison with crown size than those of 

the permanent teeth. 

H. The roots of the primary molars flare out nearer the 

cervix than do those of the permanent teeth.



Common Materials Used in 

Pediatric Dentistry

 Amalgam: Used effectively for restoring Class I and II. Appropriate when 

moisture control and patient cooperation is a concern.

 Composite Resin: Great strength and wear. Esthetic but very technique 

sensitive and intolerant to moisture control.

 Glass Ionomers: Release fluoride and less moisture sensitive.  Esthetic, wear, 

and strength are compromised and not as good as Resins.

 Stainless Steel Crown: Used when caries is extensive, hypoplastic teeth, 

and following pulpal procedures.

 Veneered or zirconium crowns



Various Levels of Sedations

 Sedation dentistry uses medications to help children relax during dental procedures.

 There are various levels of sedation:

A. Minimal sedation -- Child is awake and relaxed. For example, Nitrous Oxide: Children who experience anxiety due to 
the sights, sounds, or sensations of dental treatment may respond more positively with the use of nitrous oxide. Nitrous 
oxide is perhaps the safest sedative in dentistry. It can reduce anxiety and gagging, and make long appointments 
more bearable for the child. The child remains fully conscious during treatment and recovery is rapid.   

B. Moderate sedation -- Child is conscious but may not remember much of the procedure. For example: Oral sedation is 
administered to the child via various medications. They’ll take the medication an hour before the procedure. Oral 
sedation can produce a mild or moderate sedation depending on the dose. A lower dose will make the child drowsy 
but keep them conscious and relaxed. 

C. Deep sedation -- Child is on the edge of consciousness, but easily awakened. For example, IV Sedation: IV sedation is 
administered by licensed anesthesiologists who are dedicated to the child’s comfort and safety. The child receives 
the sedative drug through a vein, so it goes to work more quickly. This method allows the anesthesiologist to 
continually adjust the level of sedation throughout the entire procedure. 

D. General anesthesia -- Child is completely unconscious. Many parents feel General Anesthesia is usually the most 
comfortable option for children that have extreme apprehension, disabilities, or require extensive treatment. We refer 
our patients to CHLA for General Anesthesia.

 Regardless of which type of sedation a child receives, they will need a local anesthetic in the mouth in order to relieve 
pain.  



“Dental Home”

 Purpose of a “Dental Home”

a. Provide caries risk assessment

b. Education and Motivation for parents and care givers

c. Anticipatory guidance on the prevention of dental disease.

d. Provide appropriate dental treatment 

e. Make oral health fun!



Make Oral Health Fun!



In Summary:

 We can no longer put the responsibility of addressing this growing epidemic to pediatric 
dental specialists.

 Our profession must expand the approach to infant/toddler caries risk assessment and 
prevention to include general dentists, medical care providers (pediatricians and 
parents’ physicians), public health programs, and community clinics.

 In order to effectively treat Early Childhood Caries, we need to prevent the disease rather 
than treat the results of the disease.

 All dental providers need to be trained and educated to use an age appropriate risk 
assessment tool that help manage and monitor each patient on an individual level  to 
prevent future dental caries in the pediatric population.

 Physicians and other non-dental providers need to be trained to screen pediatric patients 
and refer them to a “dental home” in a timely manner.
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Risk Assessment

 Most of the statistical data for childhood oral health indicators are more 

than 10 years old. There is definitely a need for more current surveys to get 

more accurate up to date data.


