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LEARNING OBJECTIVES 

To describe the major oral health problems among children in early care and education (ECE) 
programs.

To implement prevention strategies which can decrease the prevalence of serious oral health 
problems.

To describe three ways a Child Care Health Consultant (CCHC) can assist and support ECE 
programs in meeting the oral health needs of the young children they serve.

To identify the oral health resources available to assist and support ECE providers and families.

WHY IS ORAL HEALTH IMPORTANT?

Good oral health in children is essential to meeting their general health needs. Tooth decay and gum disease 
are the most common and least treated of childhood diseases. For many children, dental disease interferes with 
eating, sleeping, speaking, playing, learning and smiling. It is also responsible for children missing millions of 
school hours each year, especially low-income children and children of color, who have poor access to preventive 
dental care and are thus more vulnerable. In California, untreated decay in children is twice as common as it is 
in the rest of the United States. Access to oral health services is poor for all California children, but it is even 
worse for children of color. While 16 percent of Caucasian preschoolers need oral health care, approximately 
40 percent of preschoolers of color need dental care. Th is gap continues into elementary school, where approxi-
mately 65 percent of elementary school children of color need dental care compared to 40 percent of Caucasian 
children of the same age (Dental Health Foundation, 2000). 
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WHAT THE CCHC 
NEEDS TO KNOW

Why Young Children Are at Risk

• Young children are dependent upon adults to 
provide adequate oral care.

• Young children do not have the motor skills to 
brush or fl oss independently (see Handout: Fact 
Sheets for Families: Toothbrushing Is Important).

• Primary (also referred to as “baby” or “milk”) 
teeth are continuously exposed to food and drink 
but frequently are not cleaned or exposed to 
fl uoride, making them more prone to cavities.

• Some families believe that “baby teeth are going 
to fall out anyway” so hygiene is not all that 
important. 

• Some families are not aware that letting a baby 
go to sleep with a bottle of formula, milk or juice 
can lead to baby bottle tooth decay (BBTD), also 
known as Early Childhood Caries (ECC). 

• Some families wait much longer than the recom-
mended age of 1 year to wean their child from a 
bottle. In some cultures, a bottle is used as a pacifi er. 

• Some parents are not aware of the value of 
fl uoridated water and fl uoride products such as 
toothpaste, rinses, varnish, and supplements. 

• Many parents tend to off er their children sweet 
and/or sticky foods, which promote cavities (see 
Handout: Fact Sheets for Families: Good Nutrition 
and Healthy Smiles). 

• Parents and caregivers may unknowingly spread 
decay-causing bacteria to their children through 
saliva exchange if they share toothbrushes or 
utensils with the child, use saliva instead of water 
to clean pacifi ers, etc.

• Financial, language and transportation barriers 
prevent many children from visiting a dentist 
for preventive care. Due to fi nancial challenges, 
many children do not visit a dentist until they 
need treatment for cavities, thus missing oppor-
tunities for preventive care and education. 

Challenges for Children and 
Families in ECE Programs

Financial Hardship

More than 25 percent of California’s preschool and 
elementary school children have no dental insurance 
(Dental Health Foundation, 2000).

Access

Some families live in areas with few dental health 
professionals, especially those who are trained in 
pediatric care.

Cultural Beliefs

Some cultures view oral disease diff erently and place 
oral health as a lower priority than the mainstream 
culture.

Poor Nutritional Choices

Some ECE providers and parents choose to serve 
pre-packaged foods that tend to be high in sugar, fat 
and sodium, rather than serving healthier foods that 
may have to be washed, peeled, and/or cut up, such as 
fruits, vegetables, and cheese. 

Low Reimbursement Rates

Th e low reimbursement rates for Denti-Cal and other 
low-income insurance programs limit the availability 
of dental care providers who will work with low-
income families. 

What the Research Tells Us

Infectious Disease

• Certain bacteria, specifi cally Streptococcus mutans 
and Lactobacillus species, in a mother’s or care-
giver’s mouth may cause the infant to develop 
dental caries through saliva exchange via shared 
utensils, shared toothbrushes, pacifi ers that 
are “cleaned” with saliva instead of water, etc. 
(Featherstone, 2000).
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• Mothers should receive dental care during preg-
nancy to reduce the amount of decay-causing 
bacteria present, thereby decreasing the chance 
of spreading bacteria to the baby (Ramos- 
Gomez, Jue, & Bonta, 2002). See Handout: Fact 
Sheets for Families: Oral Health and Pregnancy.

Fluoride

• Community water fl uoridation has been proven 
to be the most eff ective and effi  cient method for 
the prevention of dental caries (Dental Health 
Foundation, 2000). See Handout: Fact Sheets for 
Families: Dental Caries.

• Fluoridation levels can vary widely within a 
county. Th e local water department is a reliable 
source for information regarding the fl uoridation 
status of a specifi c household’s tap water. (Tele-
phone communication with Miguel Martinez, 
Community Relations Director, Dental Health 
Foundation, on July 21, 2003.)

• If tap water is fl uoridated, children should drink 
tap water via formula, diluted juices, cooked 
food, and as a beverage.

• Besides community water fl uoridation, fl uoride 
can be delivered to children in other ways: topi-
cally applied to the teeth (varnish), or prescribed 
in tablet form by a medical or dental provider 
(supplements). A varnish is a fl uoride solution 
that can be painted onto teeth as an adjunctive 
treatment for caries prevention, fl uoride varnish 
is a quick and easy way to protect children’s teeth 
(University of California, San Francisco et al., 
2003, chap. 5). Fluoride supplements for chil-
dren age 6 months or older may be appropriate if 
the community water is not fl uoridated; parents 
should consult their medical or dental provider 
to inquire about fl uoride supplementation. 

Sealants

Sealants are thin, plastic coatings placed on the biting 
surfaces of molars to create a barrier to food, acid and 
bacteria. School-based sealant programs can help to 
decrease tooth decay by as much as 60 percent (Task 
Force on Community Preventive Services, 2002). 

Issues That Arise in ECE Programs

• Historically, monitoring and supporting oral 
health activities is not common in ECE pro-
grams. Furthermore, turnover of staff  and 
children may lead to lapses in oral health care 
and procedures.

• Infants are completely dependent upon parents 
and other caregivers to provide oral health care.

• Wiping infants’ mouths after each feeding may 
create concerns regarding cross-contamination 
and the practice of universal precautions. 

• Toddlers and preschoolers are limited in their 
ability to brush or fl oss independently. 

• Due to time constraints, ECE providers may 
have diffi  culty providing oral care to each child 
even once a day. Flossing is especially diffi  cult to 
provide in a group care setting. 

• It is diffi  cult assuring hygienic conditions for 
storage of toothbrushes and other dental sup-
plies, and making sure each child uses only 
his/her toothbrush. 

• Childrearing practices diff er on timelines for 
weaning from a bottle or breast to a cup. 

• Childrearing practices diff er on timelines for 
weaning from a sippy cup. 

• If juice is used as a fruit substitute, diluted juices 
would interfere with the serving guidelines 
as required by the Child Care Food Program 
in ECE programs. Th e American Academy 
of Pediatrics discourages fruit juice to infants 
younger than 6 months.

• Some parents may complain about juices being 
diluted. 

• Many ECE programs have mixed age groups 
requiring appropriately tailored care and educa-
tion to meet the needs of diff erent age groups. 

• It maybe diffi  cult to promote a “dental home by 
age 1 policy” for families with limited fi nancial 
resources, multiple children, single parents, and 
those without dental insurance. 
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• Finding a dental home may be diffi  cult in areas 
that lack an adequate number of providers. 

• Children with disabilities and special needs may 
require extra staff  support to maintain an eff ec-
tive oral hygiene program (see Handout: Health 
and Safety Notes: Oral Health for Children with 
Disabilities and Special Needs).

WHAT THE CCHC 
NEEDS TO DO

Observe Programs and Assess 
Current Practices

Observe oral health practices over time and in mul-
tiple situations: feeding of infants; tooth brushing—if 
done—by toddlers and preschoolers; whether fl uori-
dated toothpaste is used; whether children are assisted 
with brushing; what meals/snacks are provided; when 
weaning is encouraged; whether oral injury prevention 
practices, such as those that prevent falls, are enforced. 

Review Safety Policies and 
Procedures

Determine whether the program has policies regard-
ing oral health, and if so, whether there are procedures 
related to those policies. If procedures exist, are staff  
implementing them, and if not, why not? Ensure that 
toothbrush storage and dispensing of toothpaste are 
done in a hygienic manner, that emergency contact 
numbers are kept current, that falls are prevented, 
and that staff  is trained regarding dental emergencies, 
such as a broken tooth. Look for ways to involve staff  
in understanding and formulating priorities. 

Educate Staff About Oral Health

Start by informing staff  regarding the prevalence and 
severity of oral diseases in young children, and the 
cost of treatment versus prevention. Th en, ask staff  
how they perceive oral health issues for themselves, 

as well as the children. Acknowledge the barriers of 
implementing eff ective oral health practices at once 
in a group setting. Inform staff  of the most eff ective 
practices and ask them to think of “tiers” of eff ective 
practices, such as those identifi ed in the Early Child-
hood Environment Rating Scale (Harms, Cliff ord, & 
Cryer, 1998). Emphasize the importance of using 
fl uoridated water, avoiding or limiting sugary and/
or sticky foods, providing healthy meals/snacks and 
brushing/rinsing the mouth after meals/snacks using 
fl uoridated product(s). Provide training and ask how 
eff ective practices could be implemented in their pro-
grams, such as working with parents who do not agree 
with the recommended oral health practices, properly 
storing toothbrushes and toothpaste, helping with 
tooth brushing when there are many children to assist, 
providing infant oral health care, etc. 

Provide Educational Materials

• Off er eye-catching, interesting posters for chil-
dren and parents about eff ective practices such as 
preventing baby bottle tooth decay, wiping infants’ 
mouths, tooth brushing, and preparing healthy 
meals/snacks, and encourage ECE providers to 
display them in multiple and prominent locations. 
See Handout: Healthy Teeth Begin at Birth. 

• Inform ECE providers about National Den-
tal Health Month (February) and the types of 
activities that could be implemented, including 
providing parents with handouts, resource lists, 
and other educational resources. 

• Provide a list of books, videotapes, Web sites, etc. 
to help educate staff , parents and children about 
oral health. 

• Invite dental care providers in the community to 
participate in “circle time” as a guest visitor. 

• Frame advice in positive ways. Rather than 
“Don’t let babies go to sleep with a bottle,” try 
saying “You can let babies go to sleep with a bot-
tle if you fi ll them with plain water.” Rather than 
“Don’t give too much juice,” say “If you wish 
to give juice, wait until your baby is at least 6 
months old, dilute it with water to help prevent 
cavities, and put it in a regular or sippy cup.”
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Link Programs with Health 
Departments and Other Resources

Assist programs in linking with the local health 
department, local dental clinics, dental schools, dental 
societies, and sources of low-cost health insurance by 
providing a list of local resources, telephone numbers, 
and Web sites. 

Advocate for Inclusion of Oral 
Health in All Educational Venues 
for ECE Providers

Propose workshops at local educational institutions 
that provide training/workshops for ECE providers 
and administrators. Present at these workshops. Work 
with other community trainers to include oral health 
in their curriculum. Facilitate the process by provid-
ing appropriate training materials and handouts. 

Work with Dental Professionals

Encourage dental professionals to become more 
involved in ECE issues and promote oral health in 
out-of-home care settings by providing guidance to 
families, health consultation to programs, and advo-
cacy for quality ECE programs. 

WAYS TO WORK 
WITH CCHAs 

Child Care Health Advocates (CCHAs) appreciate 
having child and parent education materials at appro-
priate reading levels and in languages relevant to the 
families they serve. Seek feedback about the materials 
to assure relevancy. Monitor the quality and accuracy 
of information being conveyed by CCHAs to parents 
and staff . Help the CCHA design a way to monitor 
the changes in attitudes and behavior on the part of 
staff  and families.





Promoting Children’s Oral Health   n  California Training Institute   n   California Childcare Health Program   n 7

ACTIVITY 1: DISPLAY AND DEMONSTRATION OF EDUCATIONAL 
ACTIVITIES FOR ECE PROVIDERS AND PARENTS

Directions: Complete questions 1 and 2 individually. Divide into groups of three to fi ve. Each group will do 
questions 3 and 4 together. Each small group will report back to the larger group to describe their plan for a 
parent workshop and share ways of addressing barriers to an eff ective educational strategy.

1. Write down fi ve key messages for parents and ECE providers:

(1) ___________________________________________________________________________________

(2) ___________________________________________________________________________________

(3) ___________________________________________________________________________________

(4) ___________________________________________________________________________________

(5) ___________________________________________________________________________________

2. Brainstorm strategies for conveying these messages.

3. Prepare a plan for a parent workshop, including selecting and inviting a speaker.

4. Discuss barriers to at least three educational strategies and ways of addressing barriers.

Strategy Barriers Ways of addressing barriers

Example:
Selecting educational 
materials

Some materials are only in 
English but parents do not 
speak/read English

Some parents are semi-literate 
or illiterate

Select at least one item in 
needed language(s)

Select materials that are 
well-illustrated and educate 
through pictures
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ACTIVITY 2: 
INTEGRATING ORAL HEALTH EDUCATION INTO ECE PROGRAMS 

Answer the following questions to complete the table below. 

1. What oral health education needs do you think the CCHC should address? Please answer this question 
for the fi ve audiences listed (children, parents, ECE providers, health care providers, and community).

2. What oral health education resources (agencies, speakers, and materials) are available in your commu-
nity to address these needs? 

Health Education Needs Community Resources

Children:
1.

2.

3.

Parents:
1.

2.

3.

ECE Providers:
1.

2.

3.

Health Care Providers:
1.

2.

3.

Community:
1.

2.

3.

Source: National Training Institute for Child Care Health Consultants Staff. Caring for children’s oral health 
version 2.5. Chapel Hill (NC): National Training Institute for Child Care Health Consultants, Department of 
Maternal and Child Health, The University of North Carolina at Chapel Hill; 2004.
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NATIONAL STANDARDS

From Caring for Our Children: National Health and 
Safety Performance Standards: Guidelines for Out-of-
Home Child Care Programs, Second Edition

1.027 Topics Covered in First Aid Training

1.041 Knowledge and Skills of Child Care 
Health Consultants

1.045 Pre-Employment and Group Adult 
Health Appraisals

2.061 Health Education Topics

2.064 Health Education Topics for Staff 

3.010 Routine Oral Health Hygiene Activities

3.011 Oral Health Education

4.014 Techniques for Bottle Feeding

5.095 Toothbrushes and Toothpaste

5.151 Storage and Labeling of Personal Articles

8.022 Written Plan and Training for Handling 
Urgent Medical Care

8.048 Contents of Child’s Health Report 

In addition to these standards, there are others that 
touch upon safety but do not specifi cally address oral 
health. 

CALIFORNIA REGULATIONS

From Manual of Policies and Procedures for Community 
Care Licensing Division 

California Community Care Licensing regulations 
Title 22: Code 101221 requires that early care and 
education providers retain records related to “…an ill-
ness or injury that requires treatment by a physician or 
dentist, and for which the center provided assistance 
to the child in meeting his/her necessary medical or 
dental needs.” Th ere is currently no other regulation 
that specifi cally addresses oral health, but the follow-
ing refer to general safety and nutrition: 

101223.1 Postural Supports/Protective Devices

101225 Transportation

101227 Food Service
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RESOURCES

Organizations and Resource

Organization and Contact Information Description of Resources

American Academy of Pediatric Dentistry
(312) 337-2169
www.aapd.org

Professional association represents the specialty of 
pediatric dentistry. Brochures for parents on Web 
site. On-line catalog for infant oral health assessment 
kit, videos, slides, etc.

Informational brochures for parents:
www.aapd.org/pediatricinformation/brochurelist.asp

Emergency Care
www.aapd.org/publications/brochures/ecare/asp

American Academy of Pediatrics
(847) 434-4000
www.aap.org

Professional association of pediatricians dedicates 
its efforts and resources to attain optimal physical, 
mental and social health and well-being for all infants, 
children, adolescents and young adults. Information 
about oral health available for parents on Web site, 
including Thumbs, Fingers and Pacifi ers: How to Help 
Your Child Stop. The Caries-risk Assessment Tool (CAT) 
is also available on the Web site.

American Dental Association
ADA Kids’ Corner
(312) 440-2500
publicinfo@ada.org
www.ada.org

Professional association of dentists leads a unifi ed 
profession through initiatives in advocacy, education, 
research and the development of standards.
Brochures for parents, items for children on Web site.
www.ada.org/public/topics/kids/index.html 

A Message to Parents:
www.ada.org/public/topics/parents/tips.html

California Childcare Health Program
(510) 281-7913 phone
(800) 333-3212 Healthline
cchp@ucsfchildcarehealth.org
www.ucsfchildcarehealth.org

Program of the University of California, San 
Francisco, provides staff training, parent educational 
materials, telephone and on-line support to California 
child care providers. Practical, research-based 
materials for anyone in the childcare fi eld. Most 
educational items are available in Spanish.

California Dental Association Foundation
(916) 443-3382 ext. 8051
foundationinfo@cda.org
www.cdafoundation.org

Nonprofi t state-wide organization promotes oral 
health by producing programs that increase access to 
care, advancing health policy research and building a 
sustainable oral health workforce. Thumb Sucking: It 
Could Mean Big Bucks Later at www.cda.org/articles/
thumb.htm.
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Publication

California Childcare Health Program. (2005). Health & Safety in the Child Care Setting: Promoting Children’s 
Oral Health. Oakland, CA: Author.

Organization and Contact Information Description of Resources

Centers for Disease Control and Prevention (CDC)—
“Brush up on healthy teeth campaign”
(770) 488-5509
www.cdc.gov/communication/campaigns/brushup.
htm

National governmental organization provides 
balanced public health approach. “Brush Up on 
Healthy Teeth Campaign” (Spanish available), initiated 
in 2002, focuses on four practical messages.

Dental Health Foundation
Oral Health Resource Directory for California’s 
Children (PDF)
(510) 663-3727
tdhf@pacbell.net
www.dentalhealthfoundation.org/topics/children

Not-for-profi t organization works through 
community partnerships to promote oral health for 
all by providing leadership in advocacy, education 
and public policy development and promoting 
community-based strategies.

Florida Dental Association
Concise information about how to handle common 
childhood emergencies
fda@fl oridadental.org
www.fl oridadental.org/patients/fi rstaid.html

Professional organization representing Florida 
dentists, advances public health through professional 
education, public advocacy, high practice standards 
and improving the professional practice environment.

Nemours Foundation—Kids Health
izenberg@KidsHealth.org
www.kidshealth.org/parent/general/teeth/healthy

Created in 1995 by The Nemours Foundation’s 
Center for Children’s Health Media, this site provides 
parents, children, and teens with up-to-date and 
jargon-free information.
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Tooth decay and gum disease are the two major oral 
health problems. They are the most common and least 
treated of childhood diseases. For many children, den-
tal disease interferes with eating, sleeping, speaking, 
playing, learning and smiling. It is also responsible for 
children missing millions of school hours each year, 
especially low-income children and children of color, 
who have poor access to preventive dental care and are 
thus more vulnerable. 

The good news is that oral diseases are almost entirely 
preventable. Here are some tips for preventing oral 
disease and infections: 

• Children, like adults, should brush their teeth with 
fluoride toothpaste twice a day-after breakfast and 
before bedtime at night. Remember that until age 
8, children need adult help to brush thoroughly.

• Good nutrition, which is good for the body, is also 
good for the mouth. The most harmful foods are 
those containing sugar.

• Encourage children to drink plenty of water

• Take your children for regular 
dental visits so you can catch 
and correct oral/dental problems 
early. 

• Using fluoride reduces cavities. 
Toothpaste and drinking water 
may have fluoride. Additional fluoride (supple-
ments or varnish) is recommended for children who 
live in non-fluoridated areas. Discuss fluoride use 
with your dentist to make sure children are getting 
enough but not too much.

• Use of sealants (plastic 
coatings applied to teeth 
by a dentist) will help 
prevent tooth decay  
by creating a physical 
barrier between the 
teeth and plaque and 
food. Since permanent molars are the 
most at risk for decay, the six-year and twelve-year 
molars need sealants. 

• Using mouth protectors prevents oral/dental 
injuries among children involved in recreational 
activities such as soccer, hockey, football and even 
bicycling and rollerblading. Stock mouth protectors 
are available in stores, and a better-fitting variety 
can be custom fitted by your dentist. 

• Prevent baby bottle tooth decay—don’t leave your 
child sleeping with a bottle that contains anything 
but water. Baby bottle tooth decay occurs when a 
child is frequently exposed to sugary liquids such 
as milk, including breast milk, fruit juice and other 
sweet liquids, and those liquids pool in the mouth 
behind the teeth, causing serious decay. Help your 
baby learn to drink from a cup; try to discontinue 
the use of bottles after 12-14 months.

A large number of California preschool, elementary 
school children and some high school students have no 
dental insurance. Even some of those who have medi-
cal insurance have no dental insurance. The following 
resources could help cover the expense of children’s 
dental care:

• Medi-Cal: (888) 747-1222 

• Transitional Medi-Cal: (888) 747-1222

• Healthy Families: (800) 880-5305

• CHDP: (510) 604-4636

• California Kids: (888) 335-8227

In addition, community-sponsored programs have pro-
grams as well. Some clinics, dental societies, nonprofit
organizations, churches, dental schools and private 
practitioners have services that provide free or lower-
cost care to families in need.
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Dental caries (cavities or holes in teeth caused by de-
cay) is the most common chronic childhood disease 
and occurs five times more often than the next most 
widespread disease, asthma (CDC, 2000). Early Child-
hood Caries, also called baby bottle tooth decay, is the 
term used for dental disease in infants, toddlers and 
preschool-age children, and may happen in children as 
young as 6 to 12 months.

Caused by Streptococcus mutans and Lactobacillus spe-
cies that are able to produce lactic acid, dental caries 
can spread from one person to another. Children are 
not born with these bacteria, but are infected some time 
in their early life. Usually the bacteria is passed from the 
mother or caregiver to the child via saliva through shared 
toothbrushes, utensils, cups, or pacifiers that have been 
“cleaned” with saliva. 

Four factors play roles in the development of caries: a 
vulnerable tooth; acid-producing bacteria; fermentable 
carbohydrates (sweet liquids, juice, milk, formula); 
and time (how long or how often teeth are exposed to 
sugar). Together these factors create an environment 
for the bacteria to multiply rapidly, and produce acids 
that slowly dissolve the minerals in teeth, causing tooth 
decay.  Young children are especially at risk because they 
depend on adults to provide adequate oral care.  

The appearance depends on how advanced the dental 
caries is.
• A dull white band along the gumline is the first sign 

of demineralization (reduced calcium in the tooth.)
• A yellow, brown or black collar around the neck of 

the teeth indicates that the demineralization has 
progressed to cavities.

• Teeth that look like brownish black stumps indicate 
that the child has advanced cavities. 

Healthy baby teeth guide permanent teeth into place. For 
many children, tooth decay can be severe and painful, 
can interfere with eating, sleeping, speaking, learning and 
playing, and may cause low self-esteem. Treatment can 
be expensive and require general anesthesia.

As a bacterial infection caused by specific bacteria, caries 
is preventable. You and your child care provider can play 
an important role in reducing the risk of early childhood 
caries, protecting your child’s smile and health.

Reduce bacterial transmission to children
• Minimize the bacteria in your mouth by brushing and 

flossing your teeth and visiting your dentist regularly, 
especially when pregnant.  

• Avoid saliva-to-saliva contact with your child by not 
sharing spoons, chewing food for your baby, or put-
ting pacifiers in your mouth. 

Start cleaning teeth early
• As soon as your infant’s first tooth erupts, wipe it 

daily with a clean damp cloth. Switch to a small soft 
toothbrush as more teeth come in.

• Brush children’s teeth twice a day until they can brush 
alone (around age 4 or 5), then closely supervise to 
ensure proper brushing and use of toothpaste.  

• Encourage swishing the mouth with water after meals 
to dislodge food particles from teeth. 

• Take infants for a dental exam by the age of 1 year or 
as the first teeth emerge. 

Use care if bottle feeding
• Breastfeed your baby—it is the healthiest option and 

breastfed babies have a reduced risk of dental caries. 
If bottle feeding is necessary, take the bottle away 
when the child has had enough. 

• Never allow the child to fall asleep with a bottle of 
milk, formula, fruit juice, or sweetened liquids. 

• Introduce a feeding cup between age 6 to 8 months. 
Wean from the bottle by the first birthday. 

• Encourage children to drink water rather than fruit 
juices or sweet drinks when thirsty.

by A. Rahman Zamani, MD, MPH
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www.surgeongeneral.gov/library/oralhealth.

The Oral Health of California’s Children: Halting a Neglected 
Epidemic, The Dental Health Foundation, 2002.

Early Childhood Caries, California Dental Association. www.
cda.org/articles/babybottle.htm.
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CARIES-RISK ASSESSMENT TOOL (CAT) (MODIFIED FOR CCHCS)

To help identify children’s level of risk for cavities and other oral problems.

Th e American Academy of Pediatric Dentistry, the developer of this tool (AAPD, 2002), “…encourages both 
dental and nondental health care providers to use CAT in the care of infants, children, and adolescents.”

• Th e child’s classifi cation is determined by the HIGHEST risk category, which means that the presence 
of even one risk indicator in the high-risk category is suffi  cient to classify the child as being high-risk. 
Th erefore, a child designated as low-risk would not have ANY moderate-risk or high-risk indicators.

• Th e CAT should be applied periodically as a child’s risk status may change over time.

• CAT does not render a diagnosis. It is a tool to help the CCHC make recommendations to parents.

Glossary:
CCHC: Child Care Health Consultant
CCHA: Child Care Health Advocate
CCF: Child Care Facility
Pro-cavity snacks: foods thought to promote cavities, e.g., containing a higher proportion of simple sugars

Indicator Low risk Moderate risk High risk

Clinical 
conditions

No cavities in past 24 
months

No white spot lesions 
(enamel demineralization)

No visible plaque, gums 
not swollen

Cavities in past 24 months

1 white spot

Gums swollen (gingivitis)

Cavities in past 12 months

More than 1 white spot

Visible plaque on front 
teeth

Pits on enamel surface

Environmental 
characteristics

Tap water is fl uoridated

Pro-cavity snacks are 
eaten mostly at mealtimes 
at Child Care Facility (CCF)

Parent/caregiver has 
middle-to-high Socio-
Economic Status (SES)

If child is 1 year old or 
older, has a “dental home” 
(and receives regular 
check-ups)

Tap water is not fl uoridated 
but child gets fl uoridated 
products at CCF

Pro-cavity snacks eaten 
1-2 times in CCF outside 
of mealtimes

Parent has moderate SES, 
e.g., child qualifi es for 
reduced or free school 
lunch

No dental home

Tap water not fl uoridated, 
child doesn’t use 
fl uoridated products at a 
CCF

Pro-cavity snacks eaten 3 
or more times in CCF

Parent has low SES, e.g., 
child qualifi es for Medi-Cal

No dental home

General health 
conditions

Child has special health 
care need1

Child produces excessive 
or defi cient saliva

1Examples of special health care need include chronic physical, developmental, behavioral or emotional 
conditions that require health and related services beyond that required by a generally healthy child.
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NOTICE TO PARENTS ABOUT 
CAT ASSESSMENT FINDINGS AND RECOMMENDATION

Help your child have a healthy mouth!

Dear Parent/Caregiver,

Your child’s teeth and mouth were checked by ______________________, using the Caries-Risk Assessment 
Tool (CAT)* adapted for child care settings. Th e CAT was developed by the American Academy of Pediatric 
Dentistry to help identify children who are at risk of dental problems. According to the CAT fi ndings, your 
child is:

❏ Low risk: your child seems to have healthy teeth and gums. Keep up the good work!

❏ Moderate risk: your child needs dental care soon. Please ask your child’s medical doctor if you need help 
fi nding a dentist.

❏ High risk: your child needs to visit a dentist very soon! Please ask your child’s medical doctor if you need 
help fi nding a dentist. Make an appointment as soon as possible.

¡Ayude a su hijo a tener una boca sana!

Querido padre/proveedor de cuidados infantiles:

Los dientes y la boca de su hijo(a) se examinaron el ______________________ utilizando un Instrumento para 
la Evaluación de Riesgo de Caries* (Caries-risk Assessment Tool, CAT, por sus siglas en inglés) adaptado para 
centros de cuidados infantiles. La Academia Americana de Odontología Pediatrica desarrolló CAT como una 
ayuda para identifi car a aquellos niños que corren el riesgo de tener problemas dentales. Según los resultados del 
examen con CAT, su hijo(a) corre un riesgo:

❏ Bajo: su hijo(a) tiene los dientes y las encias sanas. ¡Buen trabajo!

❏ Moderado: su hijo(a) necesitará cuidado dental pronto. Si necesita ayuda para encontrar un dentista, por 
favor, pregunte al médico de su hijo(a).

❏ Alto: su hijo(a) necesita ver a un dentista ¡muy pronto! Si necesita ayuda para encontrar un dentista, por 
favor, pregunte al médico de su hijo(a). Haga una cita tan pronto como sea posible.



Promoting Children’s Oral Health   n  California Training Institute   n   California Childcare Health Program   n 23

Children with disabilities and special needs are at 
greater risk for health problems, require extra help 
and rely on others to achieve and maintain good 
health. Oral health is no exception. A clean mouth is 
one of their most important health needs for life and 
will be influenced by your ability to provide neces-
sary support. 

Children with special needs are those who have or 
are at increased risk for a chronic physical, develop-
mental, behavioral or emotional condition and who 
also require health and related services of a type or 
amount beyond that required by children generally.

Common oral problems, such as tooth decay or gum 
disease, affect all children. But children with disabil-
ities and other special needs have more oral health 
problems than the general population. For exam-
ple, children with disabilities may have impaired 
cognitive abilities, behavioral problems, impaired 
mobility, neuromuscular problems (drooling, gag-
ging and swallowing problems), uncontrolled body 
movements, gastroesophageal reflux, or seizures.  
These complications can be barriers to adequate oral 
care and put them at higher risk for developing oral 
health problems.

Some contributing factors to poor oral health in chil-
dren with disabilities and other special needs are:

• Some genetic disorders in 
young children can cause defects in tooth enam-
el, missing teeth and teeth that do not align 

properly. Children with Down syndrome often 
suffer from gum disease. 

• Physical limitations. Children who cannot chew 
or move their tongues properly do not benefit
from the natural cleaning action of the tongue, 
cheek, and lip muscles. 

• Difficulty brushing and flossing. Children with 
poor motor coordination such as spinal cord 
injuries, muscular dystrophy, or cerebral palsy 
may not be able to clean their own teeth or use 
the usual brushing and flossing methods. 

• Reduced saliva flow. Children who need help 
drinking may drink less fluid than other chil-
dren, and may not have enough saliva in their 
mouth to help wash away food particles.

• Medications. Children using sweetened medi-
cations for a long time can get tooth decay. Some 
anti-seizure medications may cause swelling or 
bleeding in the gums. 

• Restricted diets. Children who have difficulty
chewing and swallowing may often eat puréed 
food which may stick to their teeth.

Children may need special oral health care if they 
have any of the following conditions: Down syn-
drome, epileptic or seizure disorders, cleft lip or cleft 
palate, other structural anomalies of the head, face, 
and/or mouth, cerebral palsy, learning or develop-
mental disabilities, vision or hearing impairments, 
or HIV infection.

A child with special needs may exhibit any of the 
following signs when there is an oral health prob-
lem: grinding teeth, food refusal or a preference for 
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Telephone Fax Healthline

softer foods, changes in behavior such as touching 
in or around the mouth, teeth, jaws and cheeks, foul 
smelling breath, or discolored teeth.  

• Tooth eruption depends on genetic factors, 
growth of the jaw, muscular action and medica-
tions. It may be delayed, accelerated or incon- 
sistent. Some children may not get their first
primary tooth until they are 2 years old.

• Dental caries is common in children with devel-
opmental disabilities. In addition to problems 
with diet and oral hygiene, prolonged bottle 
feeding and the adverse side effects of certain 
medications contribute to dental caries. 

• Periodontal disease occurs more often and at a 
younger age in children with developmental dis-
abilities. Overgrowth of gums caused by medica-
tions  used  to treat seizures, high blood pressure 
and weak immune systems also increase the risk 
for periodontal disease.

• Malocclusion (a poor fit between the upper and 
lower teeth and crowding of teeth) occurs in 
many children with developmental disabilities. 
It may be associated with muscular abnormali-
ties, delayed tooth eruption, or underdevelop-
ment of the jaw. Teeth that do not align properly 
can make chewing and speaking difficult and 
increase the risk of periodontal disease, dental 
caries, and oral trauma. 

• Damaging oral habits can be a problem for chil-
dren with disabilities and special needs. Some of 
the most common of these habits are grinding 
or clenching, food pouching, mouth breathing, 
tongue thrusting, picking at the gums or biting 
the lips. 

• Tooth anomalies affect many children with dis-
abilities. They may present with variations in the 
number, size and shape of teeth. 

• Trauma and injury to the face and mouth from 
falls or accidents occur more frequently in chil-
dren who have mental retardation, seizures,  
cerebral palsy, abnormal protective reflexes or 
lack of muscular coordination.

Child care providers who care for children with spe-

cial needs are also responsible to take care of their 
mouth. Providers need to develop a special care plan 
and may need to seek professional guidance or ob-
tain appropriate training in order to care for children 
with disabilities and special needs. The skills needed 
to promote oral health are just slightly different from 
those required to meet the oral care needs of other 
young children in child care. 

• Adults can spread the germs that cause cavities. 
Do not put anything in a child’s mouth if it has 
been in your mouth.

• Remember that children, particularly those with 
disabilities and special needs, require adult help 
to brush their teeth thoroughly. 

• If the child has a problem grasping the tooth-
brush, make the toothbrush easier to hold by 
building up the handle with tape. There are also 
specially shaped brushes. 

• Good nutrition, which is good for the body, is 
also good for the mouth. Soda, sweet drinks, 
candy and other sweets or foods containing sug-
ar can cause cavities. 

• Using fluoride reduces cavities, so brush teeth 
using a pea-sized dab of fluoridated toothpaste.

• Regular dental visits are important. 
• Prevent baby bottle tooth decay—don’t leave a 

child sleeping with a bottle that contains any-
thing but water. 

For additional tips and resources on the oral health 
needs of young children, call the Healthline at (800) 
333-3212.

National Institute for Dental and Craniofacial Re-
search at www.nidcr.nih.gov.   

American Academy of Pediatrics (AAP) www.aap.
org. 

About Smiles at www.aboutsmiles.org. 

First 5 California at www.first5oralhealth.org. 

By A. Rahman Zamani, MD, MPH (rev. 10/06)
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Dental caries (tooth decay) is one of the most common 
diseases of childhood. It is an infectious disease, caused 
by bacteria (germs), but many factors are involved in 
the process.

Tooth decay is a spot on a tooth where minerals have 
melted away and a hole has formed. This process, called 
demineralization, is caused by acids that are created by 
certain types of bacteria living in our mouths.

• History of previous caries, cavities or fillings in children 
under the age of 5 places a child at high risk for 
future decay.

• Areas of demineralization, bleeding gums or visible 
plaque on teeth means bacteria that can cause cavi-
ties or infection of the gums are not being removed 
regularly.

• Mother and family members with cavities means
that dietary practices or preventive habits need to  
be improved.

• Feeding bottles containing something other than milk or 
water (e.g., soda, juices) increase your child’s risk for 
tooth decay.

• High frequency of sugar containing foods (candy,  
sugary foods, beverages with sugar), can increase 
acid production and contribute to mineral loss and 
tooth decay.

• Poor oral hygiene helps build up of acid producing 
bacteria as plaque in your child’s mouth.

• Helping your child to brush their own teeth will 
ensure proper removal of plaque and development 
of healthy habits. 

• Fluoride toothpaste can help prevent tooth decay by 
reducing the loss of minerals and reversing the de-
mineralization process at the early stages of decay. 

• Drinking water that contains proper amount of fluoride
is an easy, safe and effective way to reduce tooth 
decay.

• Special health care needs or disabilities and medical 
conditions may make it difficult for some children 
and their caretakers to clean their child’s teeth. 

• Medicines that produce a “dry mouth” or contain high 
levels of sugar put these children at higher risk for  
tooth decay. 

• Braces, retainers or other orthodontic appliances often
trap plaque and make it difficult to remove acid- 
producing bacteria. 

• Regular dental check-ups can help find decay in its 
early stages.

• Fluoride treatments by health professionals can  
provide protection against cavities and help repair 
of damaged teeth. 

• Dental sealants are usually placed on the biting 
surfaces of the “back teeth” to keep plaque out and 
help prevent decay.

• Caries removal/treatment can help keep oral health in 
best possible condition. 

• Poverty, social deprivation and low education of parents 
are examples of circumstances that may indicate 
barriers to accessing dental care and increased caries 
risk.

It is important to make sure your child’s teeth stay 
healthy. visit www.ucsfchildcarehealth.org or call the 
Healthline at (800) 333-3212.

by A. Rahman Zamani, MD, MPH

References and Resources:
American Academy of Pediatrics Policy statement, Oral 
Health Risk Assessment Timing and Establishment of the 
Dental Home. PEDI-ATRICS Vol. 111 No. 5 May 2003, pp. 
1113-1116. Online at http://aappolicy.aappublications.org/
cgi/reprint/pediatrics;111/5/1113.pdf

California First Smile online at http://first5oralhealth.org
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Alameda

Alpine

Amador

Butte

Calaveras

Colusa

Contra Costa

Del Norte

El Dorado

Fresno

Glenn

Humboldt

Imperial

Inyo

Kern

Kings

Lake

Lassen

Los Angeles

Madera

Marin

Mariposa

Mendocino

Merced

Modoc

Mono

Monterey

Napa

Nevada

Orange

Placer

Plumas

Riverside

Sacramento

San
Benito

San Bernardino

San Diego

San Francisco

San
Joaquin

San Luis Obispo

San
Mateo

Santa
Barbara

Santa Clara

Santa
Cruz

Shasta

Sierra

Siskiyou

Solano

Sonoma

Stanislaus

Sutter

Tehama

Trinity

Tulare

Tuolumne

Ventura

Yolo

Yuba

95948
95965
95966

95501
95502
95503
95518
95521
95524

93210

95531

95340  95344
95341  95348
95343  93635

96118

93401
93405
93407

92243

93035
93041
93042

95991
95993

Marin County
94901 94939
94903 94941
94904 94957
94920 94960
94925 94963
94930 94964
94933 94965
94938 94973
xxxxx 94974

San Francisco County
94101  94115  94127  94139 94153 94165
94102  94116  94128  94140 94154 94166
94103  94117  94129  94141 94155 94167
94105  94118  94130  94142 94156 94168
94106  94119  94131  94143 94157 94169
94107  94120  94132  94144 94158 94170
94108  94121  94133  94145 94159 94171
94109  94122  94134  94146 94160 94172
94110  94123  94135  94147 94161 94175
94111  94124  94136  94150 94162 94177
94112  94125  94137  94151 94163 94188
94114  94126  94138  94152 94164 94199

San Mateo County
94005  94030  94080
94010  94031  94083
94012  94044  94096
94013  94045  94098
94014  94066  94099
94015  94067  94404

Santa Clara County
94039  94305 94310
94301  94306 95121
94302  94307 95122
94303  94308 95135
94304  94309 95138
xxxxx xxxxx 95148

Los Angeles County
90005  90061  90731  90840  91352
90008  90064  90732  91040  91356
90016  90066  90744  91210  91364
90017  90068  90801  91303  91367
90019  90069  90802  91304  91401
90020  90071  90803  91306  91402
90024  90073  90804  91307  91405
90025  90094  90805  91316  91406
90034  90210  90806  91324  91423
90035  90211  90807  91325  91436
90037  90230  90808  91326  91601
90043  90272  90809  91331  91602
90044  90291  90810  91335  91604
90046  90292  90813  91340 91605
90048  90293  90814  91343 91606
90049  90502  90815  91344 xxxxx
90059 90710  90822 91345 xxxxx

Orange County
90742
92646
92647
92648
92649
92708

Placer County
95661
95747
95678

Solano County
94510  94590
94533  94591
94534  94592
94535  95687
94589  95688

Sacramento County
95814  95820  95831
95815  95822  95832
95816  95823  95833
95817  95824  95834
95818  95826  95835
95819  95827  95838

Contra Costa  County
94506  94524 94556  94583 94805
94507  94525 94563  94595 94806
94509  94526 94564  94596 94807
54517 94528  94565* 94597  94820
94518  94530 94568  94598 94850
94519  94531 94569  94801 xxxxx
94520  94547 94570  94802 xxxxx
94521  94549 94572  94803 xxxxx
94523  94553 94575  94804 xxxxx

*Bay Point does not have optimally fluoridated water.

Alameda County
94501  94544  94578  94604  94612 94623  94707
94502  94545  94579  94605  94613 94627  94708
94536  94546  94580  94606  94615 94660  94709
94537  94552  94586  94607  94617 94702  94710
94538  94555  94587  94608  94618 94703  94720
94541  94560  94601  94609  94619 94704 xxxxx
94542  94566  94602  94610  94621 94705 xxxxx
94543  94577  94603  94611  94622 94706 xxxxx

First Smiles

Optimally Fluoridated Areas by Zip Code

This is a general guide, and does not include naturally fluoridated areas.
Contact  local water supplier for more specific information.

San Diego County
92025
92026
92027
92029

Sonoma County
94945
94947
94949
95448
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