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Policy on Oral Health Care Programs for
Infants, Children, and Adolescents

Originating Committee
Dental Care Programs Committee

Review CouncU
Council on Clinical Affairs

Adopted
1972

Reaffirmed
1999

Revised
1976, 1992, 1995,2002

Purpose
Unless oral care is included in the design and provision of
health care programs for individuals as well as communi-
ties, comprehensive health care cannot be achieved.

Background
Oral health can have a significant impact on overall health
and well-being. Major themes of the US Surgeon General's
Report on Oral Health in America' include:

1. "Oral health means much more than healthy teeth."
2. "Oral health is integral to general health."

Policy statement
The American Academy of Pediatric Dentistry (AAPD)
emphasizes the importance of prevention, diagnosis, and
treatment necessary to restore and maintain the oral health
of infants, children, and adolescents. Comprehensive health
care cannot be achieved unless dental care is a strong prior-
ity in all health service programs.

References
1. DHHS. Oral health in America: A report of the Surgeon

General. Rockville, Md: DHHS, National Institute of
Dental and Craniofacial Research, National Institutes
of Health; 2000.
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Policy on the Dental Home
Originating Council

Council on Clinical Affairs

Review Council
Council on Clinical Affairs

Adopted
2001

Revised
2004

Purpose
The American Academy of Pediatric Dentistry (AAPD)
supports the concept of a "dental home" for all infants, chil-
dren, adolescents, and persons with special health care needs.
The dental home is inclusive of all aspects of oral health that
result from the interaction of the patient, parents, nondental
professionals, and dental professionals. Establishment of the
dental home is initiated hy the identification and interac-
tion of these individuals, resulting in a heightened awareness
of all issues impacting the patient's oral health. This con-
cept is derived from the American Academy of Pediatrics'
(AAP) definition of a "medical home" which states pediat-
ric primary health care is best delivered where
comprehensive, continuously accessible, family-centered,
coordinated, compassionate, and culturally effective care is
available and delivered or supervised by qualified child
health specialists. ''"*

Methods
This policy is based on a review of the current dental and
medical literature related to the establishment of a dental
home. A MEDLINE search was conducted using the terms
"dental home", "medical home in pediatrics", and "infant
oral health care". Expert opinions and best current prac-
tices were relied upon when clinical evidence was not
available.

Background
The AAP issued a policy statement defining the medical
home in 1992.' Since that time, it has been shown that
health care provided to patients in a medical home environ-
ment is more effective and less costly in comparison to
emergency care facilities or hospitals.'*'' Strong clinical evi-
dence exists for the efficacy of early professional dental care
complemented with caries-risk assessment, anticipatory
guidance, and periodic supervision. The establishment of
a dental home may follow the medical home model as a cost-
effective and higher quality health care alternative to
emergency care situations.

Children who have a dental home are more likely to re-
ceive appropriate preventive and routine oral health care.
Referral by the primary care physician or health provider
has been recommended, based on risk assessment, as early

as 6 months of age, 6 months after the first tooth erupts,
and no later than 12 months of age.^"' Furthermore, subse-
quent periodicity of reappointment is based upon risk
assessment. This provides time-critical opportunities to
implement preventive health practices and reduce the child's
risk of preventable dental/oral disease.'"

Policy statement
1. The AAPD encourages parents and other care provid-

ers to help every child establish a dental home by 12
months of age.

2. The AAPD recognizes a dental home should provide;''
comprehensive oral health care including acute care
and preventive services in accordance with AAPD
periodicity schedules'^;
comprehensive assessment for oral diseases and
conditions;
individualized pteventive dental health program
based upon a caries-risk assessment" and a peri-
odontal disease risk assessment''';
anticipatory guidance about growth and develop-
ment issues (ie, teething, digit or pacifier habits);
plan for acute dental trauma;
information about proper care of the child's teeth
and gingivae. This would include the prevention,
diagnosis, and treatment of disease of the support-
ing and surrounding tissues and the maintenance
of health, function, and esthetics of those structures
and tissues;
dietary counseling;

referrals to dental specialists when care cannot di-
rectly be provided within the dental home;

i. education regarding future referral to a dentist
knowledgeable and comfortable with adult oral
health issues for continuing oral health care; refer-
ral at an age determined by patient, parent, and pe-
diatric dentist.

3. The AAPD advocates interaction with early interven-
tion programs, schools, early childhood education and
child care programs, members of the medical and
dental communities, and other public and private com-
munity agencies to ensure awareness of age-specific oral
health issues.

a.

b.

c.

d.

e.
f

g.
h.



Reference M.-uuial 2004-2005 Oral Healdi Policies 19
References

1. American Academy of Pediatrics. Committee on Chil-
dren with Disabilities. Care coordination: Integrating
health and related systems of care for children with spe-
cial health care needs. Pediatrics. 1999; 104:978-981.

2. American Academy of Pediatrics. Committee on Pediatric
Workforce. Culturally effecdve pediatric care: Education
and training issues. Pediatrics. 1999;103:l67-170.

3. American Academy of Pediatrics. Committee on Pe-
diatric Workforce. Pediatric primary health care. AAP
News. November 1993;11:7. Reaffirmed June 2001.

4. American Academy of Pediatrics. The medical home.
Pediatrics. 2002; 110:184-186.

5. American Academy of Pediatrics. Ad Hoc Task Force
on the Definition of the Medical Home. The medical
home. Pediatrics. \^92;9Q:77A.

6. Kempe A, Beaty B, Engiund BP, Roark RJ, Hester N,
Steiner JF. Quality of care and use of the medical home
in a state-funded capitated primary care plan for low-
income children. Pediatrics. 2002;105:1020-1028.

7. Nowak AJ, Casamassimo PS. The dental home: A
primary oral health concept. / Am Dent Assoc.
2002;133:93-98.

8. Nowak AJ. Rationale for the timing of the first oral
evaluation. Pediatr Dent. 1997;19:8-11.

9. American Academy of Pediatrics. Section on Pediatric Den-
tistry. Oral health risk assessment timing and establishment
of the dental home. Pediatrics. 2003; 111 (5):1113-1116.

10. DHHS. Healthy People 2010: Understanding and im-
proving health. 2nd edition. Washington, DC. US
Covernment Printing Office; November 2000.

11. Poland C. Pediatric oral health. In: Burns CE, Brady
MA, Dann AM, Starr N, eds. Pediatric Primary Care:
A Handbook for Nurse Practitioners. 2nd ed. Philadel-
phia, Pa: WB Saunders Co; 2000.

12. American Academy of Pediatric Dentistry. Clinical
guideline on periodicity of examination, preventive
dental services, anticipatory guidance, and oral treat-
ment for children. Pediatr Dent. 2004;26(7):81-83.

13. American Academy of Pediatric Dentistry. Use of a
caries-risk assessment tool (CAT) for infants, children,
and adolescents. Pediatr Dent. 2004;26(7):25-27.

14. American Academy of Periodontology. Periodontal
diseases of children and adolescents. / Periodontol.
2003; 74:1696-1704.



20 Ord Health Policies American Academy of Pediatric Dentistrv'

Policy^ on Child Identification Programs
Originadng Council

Council on Clinical AfFaits

Adopted
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD), rec-
ognizing the role that dental records play in forensic
identification, encourages dental practitioners and adminis-
trators of child identification programs to implement simple
practices that can aid in identification of unknown infants,
children, and adolescents. The AAPD recommends that par-
ents establish a "dental home," where clinical data is gathered,
stored, and updated routinely and can be made available to
assist in identification of missing and/or abducted persons.

Methods
This policy is based on a review of the current dental, medi-
cal, and public literature, review of the American Dental
Association's (ADA) position on child identification pro-
grams, and interviews with forensic odontologists,
pathologists, and law enforcement agencies. Often, the lit-
erature on dentistry's role in forensic identification of
children was based on retrospective case studies and reports
in the press. Manuals on forensics,''^ utilized by the Ameri-
can Academy of Forensic Science and the American Society
of Forensic Odontology, demonstrate the vital role of den-
tistry in identification of missing and unknown persons.

Background
More than 800,000 children in America are reported miss-
ing each year.' Since the passage of the Missing Children
Act in 1982 and the creation of the National Crime Infor-
mation Center, the dental profession has provided much of
the information used to compare missing persons with the
unidentified living and dead.'' Numerous cases are published
in which law enforcement agencies called upon dentistry to
provide information that proved vital to the identification
process.''' Data found in dental records used for identifica-
tion purposes has included dental radiographs, facial
photographs, study casts, dental histories with up-to-date
documentation of teeth present, distinguishing features of
oral structures, restorative history documenting restored
surfaces and materials used, and bite registrations. In the
1980s, an identification button to be bonded on the buc-
cal surface of the molars was developed, but it never gained
widespread acceptance.

Nondental sources of distinguishing information cur-
rently include fingerprints, photographs, DNA from blood,
saliva, and other tissue, and physical descriptions.'' Some of
these nondental sources have practical limitations. Few chil-

dren have fingerprint records. DNA sampling, while being
state of the art, can be prottacted and costly. Dentistry can
provide data without many of these limitations.

Many programs have been developed and sponsored by
community groups that use various child identification
methods. Examples are:

1. Child Identification Program (CHIPS), sponsored by
the Masons. This program gathers blood samples to use
for DNA fingerprinting.^

2. The National Child Identification Program, sponsored
by the American Football Coaches Association with the
Optimist International and Clear Channel Int. They
use an identification card which includes fingerprints,
a physical description, photographs, and the physician's
office address/telephone number. Recognized in 2001
by US Congressional Resolution 100, they have a
stated goal of making records for 60 million children.'

3. New England Kids Identification System (K.I.D.S.)
sponsored by the Massachusetts Free Masons and the
Massachusetts Dental Society, which incorporated
dental bite registrations into the CHIPS events.'

In 1985, the ADA adopted a resolution that stated "The
ADA encourages dental societies, related dental organiza-
tions, and the membership to participate in efforts designed
to assist in identifying missing and/or deceased individuals
through dental records and other appropriate mecha-

nisms.

Policy statement
The AAPD recognizes the importance of dentistry's role in
the provision of data for identification of missing and/or
deceased children. Any community identification program
should include a dental component documenting the child's
dental home" and encouraging consistent dental visits. The
first dental visit should be within 6 months of the eruption
of the first primary tooth and no later than 12 months of
age.'^ A detailed dental record, updated at recall appoint-
ments, economically establishes an excellent database of
confidential, state-of-the-art child identification information
that can be retrieved easily, stored safely, and updated prop-
erly. The dental record may contain a thorough description
of the oral cavity documenting all anomalies, a record of
restorative care delivered including materials used, appro-
priate dental radiographs,'^ photographs, study casts, and
bite registration.
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Policŷ  on Mandatory School-entrance
Oral Healtli Examinations

Originating Council
Council on Clinical Affaits

Adopted
2003

Purpose
The Ametican Academy of Pediatric Dentistty (AAPD)
encourages policy makers, public health and education of-
ficials, and the dental community to recognize that poor oral
health can affect a child's ability to learn. An oral examina-
tion prior to matriculation into school could improve school
readiness by providing a timely opportunity for diagnosis
and treatment of oral conditions.

Methods
This policy is based on a review of current dental and medi-
cal literature, including the US Surgeon General's report
"Oral Health in America",' as well as policies and guide-
lines established by stakeholders in the health and education
of our nation's children. Data is not available to determine
the effectiveness of various approaches by states that cur-
rently encourage school-entry dental examinations.

Background
Professional care is necessary to maintain oral health.' The
AAPD "emphasizes the importance of very early professional
intervention and the continuity of care based on the indi-
vidualized needs of the child. "̂  The American Academy of
Pediatrics recommends that, beginning at age 3, a child's
comprehensive health assessment should include attention
to problems that might influence school achievement.^
Ceneral health examinations prior to school entrance are
mandated by many states. Integration of general health and
oral health care programs is lacking.' Only 3 states and
Washington, DC require a dental examination prior to
school matriculation. In the United States, many children
have not received a professional oral health assessment prior
to entering kindergarten.' While laws may not guarantee
that every child will be examined by a dentist, they do in-
crease the likelihood of this happening.

Caries is the most common chronic disease of childhood.'
Caries and gingivitis can be prevented and eradicated, but
not everyone is aware of the measures necessary to do so.
More than one third of the population of the United States
does not benefit from community water fluoridation.'''
Because the use of fluoride contributes to the prevention,
inhibition, and reversal of caries,'*' early determination of a
child's systemic and topical fluoride exposure is important.
A "dental home" provides the necessary diagnostic, preven-
tive, and therapeutic practices, as well as ongoing risk

assessment and education, to improve and maintain the oral
health of infants, children, and adolescents.^'* To maximize
effectiveness, the dental home should be established within
6 months of eruption of a child's first tooth and no later
than his/her first birthday.'

The public's lack of awareness of the importance of oral
health is a major barrier to dental care.' Oral health is inte-
gral to general health. Oral conditions can interfere with
eating and adequate nutritional intake, speaking, self-es-
teem, and daily activities.'" Children with early childhood
caries may be severely underweight because of associated
pain and the disinclination to eat. Nutritional deficiencies
during childhood can impact cognitive development.'""
Rampant caries is one of the factors causing insufficient
development in children who have no other medical prob-
lems.'^ Unrecognized disease and postponed care result in
exacerbated problems, which lead to more extensive and
costly treatment needs. Early recognition and intervention
could result in savings of health care dollars for individu-
als, community health care programs, and third-party
payors.

The National Association of State Boards of Education
recognizes "health and success in school are interrelated.
Schools cannot achieve their primary mission of education
if students and staff are not healthy and fit physically, men-
tally, and socially."'^ Children with dental pain may be
irritable, withdrawn, or unable to concentrate. Pain can af-
fect test performance as well as school attendance.'" In 1996,
students aged 5 to 17 missed an average of 3.1 days/100
students due to acute dental problems.'" When these prob-
lems are treated and children no longer are experiencing
pain, their learning and school attendance improve.'"

According to the US Surgeon General, "a national pub-
lic health plan for oral health does not exist."''' Profiles on
state and local populations, although rarely available, are
necessary for planning oral health care programs. Descrip-
tions of requirements for oral health examinations (oral
health indicators), implementation/enforcement of regula-
tions, and administrative disposition of collected data vary
both among and within states that encourage dental exami-
nations prior to school matriculation.

Policy statement
Early detection and management of oral conditions can im-
prove a child's oral health, general health and well-being, and
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school readiness. Recognizing the relationship between oral
health and education, the AAPD supports legislation man-
dating a comprehensive oral health examination by a
qualified dentist for every student prior to matriculation into
school. The examination should be performed in sufficient
detail to command respect and with appropriate consider-
ation to provide an educational experience for both the child
and the parent/guardian. Because a child's risk for devel-
oping dental disease changes, and oral diseases are
cumulative and progressive, the AAPD also supports such
legislation to include subsequent comprehensive oral exami-
nations at periodic intervals throughout the educational
process. In addition, the AAPD encourages state and local
public health and education officials, along with other stake-
holders, such as health care providers and dental/medical
organizations, to document oral health needs, work toward
improved oral health and school readiness for all children,
and address related issues such as barriers to oral health care.
The AAPD recognizes that, without appropriate follow-up
care, requiring oral health examinations is insufficient to
ensure school readiness. Thus, the AAPD encourages local
leaders to establish a referral system to help parents/guard-
ians obtain needed oral health care for their children. The
AAPD opposes regulations that would prevent a child from
attending school due to noncompliance with mandated
examinations.
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Policy on Emergency Oral Care for
Infants, Children, and Adolescents

Originating Committee
Policy and Review Committee

Review Council
Council on Clinical Affairs

Adopted
1976

Reaffirmed
1996

Revised
1993, 2000, 2003

The American Dental Association's Principles of Ethics and
Code of Professional Conduct state that emergency care is
an essential duty of every dentist.'

A dentist who accepts an infant, child, or adolescent as a
patient of record shall make reasonable arrangements for
emergency oral/dental care, along with providing instruc-
tions to the parent/guardian for accessing emergency care.
When consulted in an emergency by patients not of record,
the dentist should make reasonable arrangements for emer-
gency care.
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Policy^ on Use ofa Caries-risk Assessment
Tool (CAT) for Infants, Children, and Adolescents

Originating Council
Council on Clinical Affairs

Adopted
2002

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that caries-risk assessment is an essential element of
contemporary clinical care for infants, children, and ado-
lescents.

Background
Over the past 15 years, strategies for managing dental car-
ies increasingly have emphasized the concept of risk
assessment.'"'However, a practical tool for assessing caries
risk in infants, children, and adolescents has been lacking.
While assessment of caries risk undoubtedly will benefit
from emerging science and technologies, the AAPD believes
that sufficient evidence exists to support the creation of a
framework for classifying caries risk in infants, children, and
adolescents based on a set of physical, environmental, and
general health factors.'''*

The table on page 27 represents a first step toward in-
corporating available evidence into a concise, practical tool
to assist both dental and nondental health care providers in
assessing levels of risk for caries development in infants,
children, and adolescents. The AAPD intends this to be a
dynamic instrument that will be evaluated and revised pe-
riodically as new evidence warrants.

Clinicians using this tool should:
f. be able to visualize adequately a child's teeth and

mouth and have access to a reliable historian for non-
clinical data elements;

2. assess all 3 components of caries risk—clinical condi-
tions, environmental characteristics, and general health
conditions;

3. be familiar with footnotes that clarify use of individual
factors in this instrument;

4. understand that each child's ultimate risk classification
is determined by the highest risk category where a risk
indicator exists (ie, the presence of a single risk indica-
tor in any area of the "high-risk" category is sufficient
to classify a child as being at "high risk;" the presence of
at least 1 "moderate-risk" indicator and no "high-risk"
indicators results in a "moderate-risk" classification; and
a child designated as "low risk" would have no "moder-
ate-risk" or "high-risk" indicators).

Users of the AAPD caries-risk assessment tool (CAT)
must understand the following caveats:

1. CAT provides a means of classifying dental caries risk
at a point in time and, therefore, should be applied pe-
riodically to assess changes in an individual's risk status.

2. CAT is intended to be used when clinical guidelines
call for caries-risk assessment. Decisions regarding clini-
cal management of caries, ho^vever, are left to qualified
dentists (ideally, the dentist responsible for the child's
"dental home").

3. CAT can be used by both dental and nondental per-
sonnel. It does not render a diagnosis. However,
clinicians using CAT must be familiar with the clini-
cal presentation of dental caries and factors related to
caries initiation and progression.

4. Since clinicians with various levels of skill working in
a variety of settings will use this instrument, advanced
technologies, such as radiographic assessment and mi-
crobiologic testing (shaded areas), have been included
but are not essential for using this tool.

The AAPD:
f

Policy statement

encourages both dental and nondental health care pro-
viders to use CAT in the care of infants, children, and
adolescents;

2. encourages dentists to use advanced technologies such
as radiographic assessment and microbiologic testing
with CAT when assessing an individual's caries risk;

3. recognizes the need to evaluate CAT periodically and
revise the tool as new science and technologies warrant.
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AAPD Caries-risk Assessment Tool (CAT)

Caries-risk indicators Low risk

Clinical conditions

• No carious teeth in
past 24 months

• No enamel demineralization
(enamel caries "white-spot lesions"]

• No visible plaque; no gingivitis

Environmental characteristics
• Optimal systemic and

topical fluoride exposure§
• Consumption of simple sugars

or foods strongly associated
with caries initiation
primarily at mealtimes||

• High caregiver
socioeconomic status^

• Regular use of dental care
in an established dental home

General health conditions

Moderate risk

• Carious teeth in the
past 24 months

• 1 area of enamel demineralization
(enamel caries "white-spot lesions")

• Gingivitis*

• Suboptimal systemic fluoride exposure
with optimal topical exposure§

• Occasional (ie, 1-2) berween-meal
exposures to simple sugars or
foods strongly associated with caries

• Midlevel caregiver
socioeconomic status
(ie, eligible for school
lunch program or SCHIP)

• Irregular use of dental services

High risk

• Carious teeth in the
past 12 months

• More than 1 area of enamel
demineralization (enamel
caries "white-spot lesions")

• Visible plaque on anterior
(front) teeth

• Radiographic enamel caries

• High titers of mutans streptococci

• Wearing dental or orthodontic
appliancesf

• Enamel hypoplasia$

• Suboptimal topical
fluoride exposure§

• Frequent (ie, 3 or more)
between-meal exposures
to simple sugars or foods
strongly associated with caries

• Low-level caregiver
socioeconomic status
(ie, eligible for Medicaid)

• No usual source of dental care

• Active caries present in the mother

• Children with special health
care needs#

• Conditions impairing saliva
composition/flow**

*AlthouBh microbial organisms responsible for gingivitis may be difFerent than those primarily implicated in dental caries, the presence of gingivitis
is an indicator of poor or infrequent oral hygiene practices and has been associated with caries progression.

tOrthodontic appliances include both fixed and removable appliances, space maintainers, and other devices that remain in the mouth continuously
or for prolonged time intervals and which may trap food and plaque, prevent oral hygiene, compromise access of tooth surfaces to fluoride, or
otherwise create an environment supporting dental caries initiation.

anatomy and hypoplastic defects, such as poorly formed enamel, developmental pits, and deep pits, may predispose a child to develop
dental caries.

§Optimal systemic and topical fluoride exposure is based on the American Dental Association/American Academy of Pediatrics guidelines for
exposure from fluoride drinking water and/or supplementation'' and use ofa fluoride dentifrice.

NExampIes of sources ofsimple sugars include carbonated beverages, cookies, cake, candy, cereal, potato chips, French fries, corn chips, pretzels,
breads, juices, and fruits. Clinicians using caries-risk assessment should investigate individual exposures to sugars known to be involved in caries
initiation.

ifNational surveys have demonstrated that children in low-income and moderate-income households are more likely to have dental caries and more
decayed or filled primary teeth than children from more aflluent households. Also, within income levels, minority children are more likely to have
caries. Thus, sociodemographic status should be viewed as an initial indicator of risk that may be offset by the absence of other risk indicators.

#Children with special health care needs are those who have or are at increased risk for a chronic physical, developmental, behavioral, or emotional
condition and who also require health and related services ofa type or amount beyond that required by children generally.'

''Alteration in salivary flow can be the result of congenital or acquired conditions, surgery, radiation, medication, or age-related changes in salivary
function. Any condition, treatment, or process known or reported to alter saliva flow should be considered an indication of risk unless proven
otherwise.
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Policy on Use of Fluoride
Originating Committee

Liaison with Other Groups Committee

Review CouncU
Council on Clinical Affairs

Adopted
1967

Reaffirmed
1977

Revised
1978, 1995,2000,2001,2003

Purpose
The American Academy of Pediatric Dentistry (AAPD), af-
firming that fluoride is a safe and effective adjunct in reducing
the risk of caries and reversing enamel demineralization, en-
courages public health officials, health care providers, and
parents/caregivers to optimize fluoride exposure.

Methods
The current literature on systemic and topical fluoride, as
well as information from the American Dental Association
(ADA) 2002 House of Delegates, was reviewed.

Background
The adjustment of the fluoride level in community water
supplies to optimal concentration is the most beneficial and
inexpensive method of reducing the occurrence of caries.'
Alternate means of fluoride administration are less beneficial,
but are effective and economical. Epidemiologic data within
the last half-century indicate reductions in caries of 55% to
60%, without significant dental fluorosis, when domestic
water supplies are fluoridated at an optimal level. The costs
of health care are of critical concern to the profession of den-
tistry, and evidence accumulated from long-term use of
fluorides has demonstrated that the cost of oral health care
for children can be reduced by as much as 50%.^ These sav-
ings in health dollars accrue to private individuals, group
purchasers, and government care programs. An even higher
caries reduction can be obtained ifthe proper use of fluorides
is combined with other dietary, oral hygiene, and preventive
measures,'"' as prescribed by a dentist familiar with the child's
oral health and family history.

A large body of literature supports the incorporation of
optimal fluoride levels in drinking water supplies. When
fluoridation of drinking water is impossible, effective sys-
temic fluoridation can be achieved through the intake of
daily fluoride supplements. Before supplements are pre-
scribed, it is essential to review all dietary sources of fluoride
(eg, all drinking water sources, consumed beverages, pre-
pared food, toothpaste) to determine the patient's true
exposure to fluoride.''''^ Significant cariostatic benefits can

be achieved by the use of fluoride-containing preparations
such as toothpastes, gels, and rinses, especially in areas with-
out water fluoridation.' Topical fluoride-containing
products must be used with caution in young children to
prevent ingestion of excessive amounts of fluoride.'"

A number of clinical trials have confirmed the anticaries
effect ofa 5% neutral sodium fluoride varnish."'^ Fluoride
varnishes can prevent or reverse enamel demineralization.
In children with moderate to high caries risk, fluoride var-
nishes"'^ and fluoride-releasing restorative and bonding
materials'^ have been shown to be beneficial and are best
utilized as part of a comprehensive preventive program in
the "dental home"'""

Policy statement
1. The AAPD endorses and encourages the adjustment

of fluoride content of domestic community water sup-
plies where feasible.

2. Whenever water fluoridation is not feasible, the AAPD
endorses the supplementation of a child's diet with
fluoride according to the dose schedule approved by
the American Dental Association Council on Scientific
Affairs (see Dietary Fluoride Supplementation Sched-
ule under Clinical Cuideline on Fluoride Therapy*).

3. Efforts will be made by the AAPD and its members to
inform medical peers ofthe potential hazard of enamel
fluorosis when fluoride supplements are given in ex-
cess of the recommended amounts.

4. The AAPD will exert efforts to foster continued re-
search on dental fluorosis.

5. The AAPD does not support the use of prenatal fluo-
ride supplements.

6. The AAPD recommends an individualized patient caries-
risk assessment to determine the use of fluoride-containing
products as specified in the Policy on Use ofa Caries-risk
Assessment Tool (CAT) for Infants, Children and Adoles-
cents"'and Clinical Cuideline on Fluoride Therapy.*

7. The AAPD encourages the continued research on safe
and effective fluoride products, including restorative
materials.



Reference Manual 2004-2003 Oral Healtli Policies 29

8. The AAPD supports the delegation of fluoride appli-
cation to auxiliary dental personnel, or other trained
allied health professionals, by prescription or order of
a qualified dentist, after a comprehensive oral exami-
nation has been performed.

9. The AAPD endorses ADA 2002 House of Delegates
Resolution 67H to encourage labeling of bottled wa-
ter with the fluoride concentration and company
contact information.''^ The resolution also supports
including information with each home water treatment
system on the system's effects on fluoride levels.
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Policy^ on Alternative Restorative Treatment (ART)
Originating Council

Council on Clinical Affairs

Review Council
Council on Clinical Affairs

Adopted
2001

Revised
2004

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that unique clinical circumstances can result in
challenges in restorative care for infants, children, adolescents,
and persons with special health care needs. When circum-
stances do not permit traditional cavity preparation and/or
placement of traditional dental restorations, use of an alter-
native restorative treatment (ART)' may be beneficial.

Methods
This policy is based upon a review of current dental litera-
ture. A MEDLINE search was performed using key words
"dental caries", "atraumatic restorative treatment", and
"glass ionomer cement".

Background
Alternative restorative treatment, formerly known as
atraumatic restorative treatment, is defmed as "a dental car-
ies treatment procedure involving the removal of soft,
demineralized tooth tissue using hand instrument alone,
followed by restoration ofthe tooth with an adhesive restor-
ative material, routinely glass ionomer".^ This technique
may be modified by the use of rotary instruments. It has
been endorsed by the World Health Organization and the
International Association for Dental Research as a means
of restoring and preventing caries. ART may be used to re-
store and prevent caries in young patients, uncooperative
patients, or patients with special health care needs or when
traditional cavity preparation and/or placement of tradi-
tional dental restorations are not feasible.

Success rates for ART restorations depend on the mate-
rial used, training of the operator, and extent of caries.'"^
Glass ionomer cement is the material of choice for ART
because of its bonding to enamel and dentin, fluoride re-
lease, and ease of use. ^'' Resin-modified glass ionomer
material has been shown to have a higher success rate than
low-viscosity glass ionomer cements due to increased
strength and greater resistance to loss.''^'" ART has the great-
est success when applied to single surface or small 2 surface
restorations. Inadequate cavity preparation with subsequent
lack of retention and insufficient bulk can lead to failure.'
Use ofa slow-speed rotary instrument may be indicated to
enhance cavity preparation and restorative retention. Fol-

low-up care with topical fluorides and oral hygiene instruc-
tion improve the treatment outcome of high caries-risk
dental populations.

Policy statement
The AAPD recognizes ART as an acceptable treatment for the
management of caries when traditional cavity preparation and/
or placement of traditional dental restorations are not possible.
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Policy on Early Childhood Caries (ECC):
Classifications, Consequences, and Preventive Strat^es

Originating Group
A collaborative efFort of the American Academy of Pediatric Dentistry

and the American Academy of Pediatrics

Review Council
Council on Clinical Affairs

Adopted
1978

Revised
1993,1996,2001,2003

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes early childhood caries (ECC; formerly termed baby
bottle tooth decay) as a significant public health problem.'
The AAPD encourages oral health care providers and
caregivers to implement simple preventive practices that can
decrease a child s risks of developing this devastating dis-
ease.

Methods
This policy is based on a review of the current pediatric
dental, medical, and public health literature related to ECC,
including the proceedings ofthe 1997 Conference on Early
Childhood Caries, Bethesda, Md.'

The literature includes studies that used sound scientific
methodology, were reported in refereed journals, and are ac-
cepted by the dental profession as state of the art in caries
causes and prevention. The literature on the consequences
of ECC is based on both prospective and retrospective clini-
cal studies that followed accepted clinical protocols.

Background
ECC is defined as "the presence of 1 or more decayed
(noncavitated or cavitated lesions), missing (due to caries),
or filled tooth surfaces" in any primary tooth in a child 71
months of age or younger.^' In children younger than 3
years of age, any sign of smooth-surface caries is indicative
of severe early childhood caries (S-ECC). From ages 3
through 5, 1 or more cavitated, missing (due to caries), or
filled smooth surfaces in primary maxillary anterior teeth
or a decayed, missing, or filled score of ^4 (age 3),s5 (age
4), or &6 (age 5) surfaces constitutes S-ECC*

Carious lesions are produced from the interaction of 3
variables: (1) cariogenic microorganisms (mutans strepto-
cocci); (2) fermentable carbohydrates (sucrose); and (3) teeth
(nonshedding tooth surfaces).' Civen the proper time, these
variables induce incipient carious lesions that continue to
progress.' Frequent consumption of liquids containing fer-

mentable carbohydrates (eg, juice, milk, formula, soda) in-
creases the risk of caries due to prolonged contact between
sugars in the consumed liquid and cariogenic bacteria on
the susceptible teeth.'' Frequent bottle feeding at night,
breast-feeding on demand, and extended and repetitive use
of a no-spill training cup are associated with, but not con-
sistently implicated in, ECC. The major reservoir from
which infants acquire mutans streptococci is their mother's
saliva.''^ The success ofthe transmission and resultant colo-
nization of maternal mutans streptococci depends largely on
the magnitude of the innoculum.' Infants and toddlers
whose mothers have high levels of mutans streptococci, a
result of untreated caries, are at greater risk of acquiring the
organism than children whose mothers have low levels.
Consequently, it has been shown that suppressing mater-
nal reservoirs of mutans streptococci via dental rehabilitation
and antimicrobial treatments can prevent or delay infant
inoculation.'

Consequences of ECC include a higher risk of new cari-
ous lesions in both the primary and permanent dentitons,'" "
hospitalizations and emergency room visits,"''^ increased
treatment costs and time,^"'̂ ' insufficient physical develop-
ment (especially in height/weight) ,'̂ '̂̂ ^ loss of school days and
increased days with restricted activity,̂ '*"̂ * diminished abil-
ity to learn,̂ '̂-̂ '̂̂ " and diminished oral health-related quality

Policy statement
The AAPD recognizes a distinctive pattern of caries, known
as ECC, associated with frequent or prolonged consump-
tion of liquids containing fermentable carbohydrates. To
decrease the risks of this potentially devastating pattern of
caries, the AAPD discourages inappropriate feeding prac-
tices of infants and toddlers and encourages appropriate
preventive measures. These include:

1. Infants should not be put to sleep with a bottle. Ad
libitum nocturnal breast-feeding should be avoided af-
ter the first primary tooth begins to erupt.
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2. Parents should be encouraged to have infants drink
from a cup as they approach their first birthday. In-
fants should be weaned from the bottle at 12 to 14
months of age.

3. Repetitive consumption of any liquid containing fer-
mentable carbohydrates from a bottle or no-spill
training cup should be avoided.

4. Oral hygiene measures should be implemented by the
time of eruption of the first primary tooth.

5. An oral health consultation visit within 6 months of
eruption ofthe first tooth and no later than 12 months
of age is recommended to educate parents and provide
anticipatory guidance for prevention of dental disease.

6. An attempt should be made to assess and decrease the
mother's/primary caregiver's mutans streptococci lev-
els to decrease the transmission of cariogenic bacteria
and lessen the infant's or child's risk of developing
ECC.
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Policy on Early Childhood Caries (ECC):
Unique Challenges and Treatment Options

Originating Council
Council on Clinical Affairs

Review Council
Council on Clinical Affairs

Adopted
2000

Revised
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD), to
promote appropriate, quality oral health care for infants and
children \vith early childhood caries (ECC), must educate
the health community and society about the unique chal-
lenges and treatment options of this disease. This policy will
not attempt to duplicate information found in the AAPD's
Clinical Guideline on Infant Oral Health Care.'

Methods
The proceedings ofthe Conference on Early Childhood Car-
ies held in Bethesda, Md in October, 1997 were reviewed. A
MEDLINE search was conducted using the terms "early
childhood caries", "nursing caries", and "bottle caries".

Background
ECC is defined as "the presence of 1 or more decayed
(noncavitated or cavitated lesions), missing (due to caries),
or filled tooth surfaces" in any primary tooth in a child 71
months of age or younger.^ In children younger than 3 years
of age, any sign of smooth-surface caries is indicative of se-
vere early childhood caries (S-ECC). From ages 3 through
5, 1 or more cavitated, missing (due to caries), or filled
smooth surfaces in primary maxillary anterior teeth, or a
decayed, missing, or filled score of >4 (age 3), >.5 (age 4),
or >6 (age 5) surfaces constitutes S-ECC.^

ECC, a serious public health problem, is prevalent in low
socioeconomic groups but also is found in the general popu-
lation. It can be a particularly virulent form of caries,
beginning soon after dental eruption, developing on smooth
surfaces, progressing rapidly, and having a lasting detrimen-
tal impact on the dentition. Children experiencing caries as
infants or toddlers have a much greater probability of sub-
sequent caries in both the primary and permanent
dentitions.'"'' Not only does ECC affect teeth, but conse-
quences of this disease may lead to more widespread health
issues.' Infants with ECC grow at a slower pace than car-
ies-free infants. Some young children with ECC may be
severely underweight because of associated pain and the
disinclination to eat.

Prevention of ECC begins with intervention in the pre-
natal and perinatal periods.*" Women should be advised to
optimize nutrition during the third trimester and the infant's
first year, when enamel is undergoing maturation. Enamel
hypoplasia is common in children with low birthweight or
systemic illness in the neonatal period.̂ -* There is consider-
able presumptive evidence that malnutrition/undernutrition
during the perinatal period causes hypoplasia.' A consistent
association exists between clinical hypoplasia and ECC.^'"
Cariogenic bacteria (specifically mutans streptococci) may
be transmitted to the child; decreasing the mother's/primary
caregiver's mutans streptococci levels may decrease the
child's risk of developing ECC.'"" ' '

Frequent bottle feeding at night, breast-feeding upon
demand, and extended and repetitive use ofa no-spill train-
ing cup are associated with, but not consistently implicated
in, ECC.'"* Because poor feeding practices alone will not
cause caries, previously used terms such as "baby bottle tooth
decay," "bottle mouth," and "nursing decay" are mislead-
ing. ECC is a term that better reflects the multifactorial
etiologic process.

When very young children have not been the beneficia-
ries of adequate preventive care and, subsequently, develop
ECC, therapeutic intervention should be provided by a prac-
titioner with the training, experience, and expertise to
manage both the child and the disease process. Because of
the aggressive nature of ECC, treatment should be defini-
tive yet specific for each individual patient. Conventional
restorative approaches may not arrest the disease." Areas of
decalcification and hypoplasia can rapidly develop cavita-
tion. The use of anticariogenic agents may reduce the risk of
development and progression of caries. Alternative restorative
treatment (ART) techniques, using materials such as glass
ionomers that release fluoride, hold promise as both preven-
tive and therapeutic approaches.'' A^ressive therapy, including
the placement of stainless steel crowns, may be necessary to
arrest the carious process. Stainless steel crowns decrease the
number of tooth surfaces at risk for new or secondary caries
and are less likely than other restorations to require
retreatment.'^"'^ Low levels of compliance with follow-up
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care and a high recidivism rate of children requiring addi-
tional treatment can also influence a practitioner's decision
for more aggressive restorative approaches to ECC.

The extent ofthe disease process as well as the patient's
developmental level and comprehension skills affect the
practitioner's behavior management approaches. To perform
treatment effectively and efficiently while instilling a positive
dental attitude, the practitioner caring for a child with ECC
often must employ advanced behavior management tech-
niques. These may include medical immobilization and/or
sedation or general anesthesia. The success of restorations may
be influenced by the child's response to the chosen behavior
management technique. Although general anesthesia may
provide optimal conditions to perform restorative procedures,
it can add significantly to the cost of care. Ceneral anesthe-
sia, under certain circumstances, may offer a cost-saving
alternative to sedation for children with ECC.'^

Policy Statement
The AAPD recognizes the unique and virulent nature of
ECC. Dentists who diagnose ECC should either provide
therapy or refer the patient to an appropriately trained indi-
vidual for treatment. Immediate intervention is necessary to
prevent further dental destruction, as well as more widespread
health problems. Because children who experience ECC are
at greater risk for subsequent caries development, aggressive
preventive and therapeutic measures such as ART, regimented
applications of topical fluoride, and full crown coverage of-
ten are necessary. The dental care provider must assess the
patient's developmental level and comprehension skills, as
well as the extent ofthe disease process, to determine the need
for advanced behavior management techniques such as medi-
cal immobilization, sedation, or general anesthesia.
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Policŷ  on Dietary Recommendations
for In&nts, Children, and Adolescents

Originating Committee
Clinical Affairs Committee

Review Council
Council on Clinical Affairs

Adopted
1993

Revised
1999, 2002

Purpose
Dietary choices affect oral health as well as general health
and well being. The American Academy of Pediatric Den-
tistry (AAPD) recognizes its role in promoting balanced, low
caries-risk diets for infants, children, adolescents, and per-
sons with special health care needs.

Background
Dental caries and its sequelae are among the most preva-
lent health problems facing American infants, children, and
adolescents. Frequent ingestion of sugars and other carbo-
hydrates and prolonged contact of these substances with
teeth are particular risk factors in the development of den-
tal caries. Increased consumption of soft drinks and snack
foods also may negatively impact overall health by displac-
ing food with higher nutritional value. The Surgeon General
warns of severe increase in the incidence of overweight chil-
dren and adolescents in the United States. The prevalence
of overweight adolescents has nearly tripled in the past 2
decades.'

"Risk factors for heart disease and Type II diabetes occur
with increased frequency in overweight children and adoles-
cents."' To help the public make choices for a healthy diet,
the US Department of Agriculture and the Department of
Health and Human Services published Dietary Guidelines
for Americans. These guidelines include eating a variety of
foods; balancing foods eaten with physical activity to main-
tain a healthy weight; choosing a diet with plenty of
vegetables, fruits and grains and low in fat, saturated fat, and
cholesterol; and using sugars, salt, and sodium in moderation.^

Policy statement
The AAPD, in its efforts to promote optimal health for in-
fants, children, and adolescents, recommends:

1. Pediatric dentists should educate the public about the
association between frequent consumption of carbo-
hydrates and dental caries and encourage monitoring
the presence and relative amount of carbohydrates as
listed on food labels.

2. Pediatric dentists should provide dietary counseling in
conjunction with other preventive services for their
patients.

3. School health education programs and food services
should promote balanced, low caries-risk diets.

4. Research, education, and appropriate legislation to pro-
mote diverse and balanced diets should be supported.
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PoKcy on Beverage \fendiiig Machines in Schools
Originating Council

Council on Clinical Affairs

Adopted
2002

37

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that targeted marketing to and easy access to
sweetened, acidulated carbonated, and noncarhonated bev-
erages by children and adolescents may result in their
increased consumption which, in turn, may contribute to
increased caries risk and negatively influence overall nutri-
tion and health.

Background
There has been a reduction in untreated dental caries among
certain demographic levels of children and adolescents in
recent years.' However, frequent consumption of sugars in
any beverage can be a significant factor in the child and ado-
lescent diet that contributes to the initiation and progression
of dental caries.^ Additionally, the acids present in these
beverages can have a greater deleterious effect (erosion) on
enamel than the acids generated by oral flora from the sug-
ars present in the drinks,' Many soft drinks* also contain
significant amounts of caffeine which, if consumed regu-
larly, may lead to increased, even habitual, usage.''

Increased consumption of soft drinks may have a nega-
tive impact on children's and adolescents' overall nutrition
by displacing foods with higher nutritional value.' As teens
have increased their consumption of soft drinks, their con-
sumption of milk has decreased by 40%, which may
contribute to a decrease in bone density, subsequent increase
in fractures, and future risk of osteoporosis.'' Increased in-
gestion of sweetened drinks also has been linked to the
increased incidence of childhood obesity,^

Many beverage products are targeted specifically and
aggressively at the child and adolescent market. Vending ma-
chines containing these beverages are readily accessible to
children and adolescents in schools. In exchange for money
to the individual school or districts, "pouring rights con-
tracts" give beverage companies exclusive rights to sell their
products at school events and place vending machines on
school property, along with other measures that increase
student exposure to the beverages.'"'

Policy statement
The AAPD:

1. encourages collaboration with other dental and medi-
cal organizations, education officials, parent and
consumer groups, and corporations to increase public
awareness of the effects of frequent and/or inappropri-

ate intake of sweetened carbonated and noncarbonated
drinks on infant, child, and adolescent oral health,
nutrition, and general health;

2. opposes any arrangements that may decrease access to
healthy beverage choices for children and adolescents;

3. encourages school officials and parent groups to con-
sider the importance of maintaining healthy choices in
vending machines in schools and encouraging the pro-
motion of beverages of high nutritional value; cans
should be preferred over bottles of soft drinks since they
cannot be recapped for convenient later consumption
throughout the day; bottled water always should be
available at the same place that soft drinks are offered;

4. promotes educating and informing the public about
the importance of good oral hygiene and nutritional
habits as they pertain to soft drink consumption.
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Policŷ  on Oral Habits
Originating Council

Council on Clinical Affairs

Review Council
Council on Clinical Affairs

Adopted
2000

Revised
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that an infant's, child's, or adolescent's v^^ell-being
can be affected by oral habits and encourages health practi-
tioners to take an individualized approach in the
management of these habits.

Methods
This policy was based on a MEDLINE search using the
keywords "oral habits", "bruxism", "tongue thrusting", and
"self-injurious habits".

Background
Oral habit behaviors include, among others, digit sucking,
pacifier sucking, lip sucking and biting, nail-biting, brux-
ism, self-injurious habits, mouth breathing, and tongue
thrust. Nonnutritive sucking behaviors (eg, finger or paci-
fier sucking) are considered normal in infants and young
children and usually are associated with their need to sat-
isfy the urge for contact and security.

Because persistent nonnutritive sucking habits may re-
sult in long-term problems, professional evaluation has been
recommended for children beyond the age of 3 years, with
subsequent intervention to cease the habit initiated if indi-
cated.'

Bruxism, defmed as the habitual, nonfunctional, force-
ful contact between occlusal tooth surfaces, can occur while
awake or asleep. The etiology is multifactoral and has been
reported to include central factors (eg, emotional stress,^
parasomnias,' traumatic brain injury,^ neurologic disabili-
ties^) and morphologic factors (eg, malocclusion,^ muscle
recruitment^). Reported complications include dental attri-
tion, headaches, temporomandibular joint dysfunction, and
soreness of the masticatory muscles.' Preliminary evidence
suggests that juvenile bruxism is a self-limiting condition
that does not progress to adult bruxism.^ The spectrum of
bruxism management ranges from patient/parent education,
occlusal splints, and psychological techniques to medica-

tions.
4,9,10

Tongue thrusting, an abnormal tongue position and
deviation from the notmal swallowing pattern, and mouth
breathing may be associated with anterior open bite, abnor-
mal speech, and anterior protrusion of the maxillary
incisors." Management may consist of simple habit control.

myofunctional therapy, habit appliances, orthodontics, and
possible surgery.'^'"

Self-injurious or self-mutilating behavior, repetitive acts
that result in physical damage to the individual, is extremely
rare in the normal child.''' However, such behavior has been
associated with mental retardation, psychiatric disorders,
developmental disabilities, and some syndromes.'^ The spec-
trum of treatment options for developmentally disabled
individuals includes pharmacologic management, behavior
modification, and physical restraint." Reported dental treat-
ment modalities include, among others, lip-bumper and
occlusal bite appliances, protective padding, and possible
extractions.''' Some habits, such as lip licking and lip pull-
ing, are relatively benign habits in relation to an effect on
the dentition.''' More severe lip and tongue biting habits may
be associated with profound neurodisability due to severe
brain damage."' Management options include monitoring
the lesion, odontoplasty, providing a bite-opening appliance,
or extracting the teeth.""

Oral habits are associated with dentoalveolar and/or skel-
etal deformation in some patients. The amount of
dentoalveolar-skeletal deformation is related to the fre-
quency, duration, direction, and intensity of certain habits
and should be assessed by the dentist. Changes that can
occur to the dentoalveolar structures may include anterior
or posterior open bite, interference of normal tooth posi-
tion and eruption, alteration of bone growth, and cross bites.
The dentist can provide the patient and parent/guardian
with information regarding consequences ofa habit. Treat-
ment modalities to control habits may include patient/
parent counseling, behavior modification techniques,
myofunctional therapy, and appliance therapy.

Policy statement
1. The AAPD supports the individualized approach for

each child in evaluating oral habits.
2. Where appropriate, the AAPD encourages treatment

of oral habits to prevent or intercept possible maloc-
clusion or skeletal dysplasia from occurring.

3. The AAPD supports intervention for bruxism when
the habit is of sufficient persistence, duration, or in-
tensity to damage the permanent teeth or cause other
complications which affect the child's well-being.
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Policy on Tobacco Use
Originating Council

Council on Clinical Affairs

Review Council
Council on Clinical Affairs

Adopted
2000

Revised
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD), in
order to reduce pain, disability, and death caused by nico-
tine addiction, recommends routine screening for tobacco
use, treating tobacco dependence, preventing tobacco use
among children and adolescents, and educating the public
on the enormous health and societal costs of tobacco.

Methods
This policy revision is based upon a review of the most cur-
rent publications and Web sites of numerous health care
organizations.

Background
Tobacco use, principally cigarette smoking, remains the
leading preventable cause of disease and premature death
in the United States and imposes substantial health-related
and economic costs to society.'"' Approximately one third
of all tobacco users in this country will die prematurely be-
cause of their dependence on tobacco and their addiction
to nicotine.' Significant oral, dental, and systemic health
consequences associated with all forms of tobacco use (ie,
cigarettes, cigars, smokeless [spit] tobacco, pipes) are well
documented in the literature. Such consequences include
oral cancer, periodontal disease, cardiovascular disease, pul-
monary diseases, and lung cancer.'"' Smoking during
pregnancy is associated with adverse outcomes, including low
birth-weight, intrauterine growth retardation, and infant
morbidity and mortality, as well as negative consequences for
child health and development.'^'""'^ Recent studies have con-
cluded exposure to environmental tobacco smoke (ETS; eg,
second-hand or sidestream smoke and passive smoking) also
presents serious health hazards including cancer and heart
disease in healthy nonsmokers.^'*'"''' Infants and children
exposed to ETS have higher rates of lower respiratory illness,
middle ear infections, asthma, and caries in the primary den-
tition and are at increased risk for sudden infant death
syndrome (SIDS). '̂'''''̂ ""^

Smoking and smokeless tobacco use almost always are
initiated and established in adolescence. The earlier that chil-
dren and adolescents begin using tobacco, the more likely
they will become highly addicted and continue using as

adults.^ If current tobacco use patterns continue in the
United States, an estimated 5 million persons now under
the age of 18 will die prematurely from a tobacco-related
illness.^' Each year in the United States, tobacco kills more
citizens than alcohol, cocaine, heroin, homicide, suicide, car
accidents, fire, and autoimmune deficiency syndrome
(AIDS) combined.2

Policy statement
The AAPD opposes the use of all forms of tobacco includ-
ing cigarettes, pipes, cigars, and smokeless tobacco and
alternative nicotine delivery systems (ANDS), such as to-
bacco lozenges, nicotine water, nicotine lollipops, or "heated
tobacco" cigarette substitutes.' The AAPD supports na-
tional, state, and local legislation that would eliminate
tobacco advertising and promotions that appeal to or in-
fluence children, adolescents, or special groups. The AAPD
supports prevention efforts through merchant education and
enforcement of state and local laws prohibiting tobacco sales
to minors. As ETS is a "known human carcinogen" and
there is no evidence to date ofa "safe" exposure level to sec-
ond-hand smoke," the AAPD also supports the enactment
and enforcement of state and local clean indoor air and/or
smoke-free policies or ordinances prohibiting smoking in
public places.

Furthermore, the AAPD encourages its members to:
1. promote and establish policies that ensure dental of-

fices, clinics, and/or health care facilities, including
property grounds, are tobacco free;

2. serve as role models by not using tobacco and urging
staff members who use tobacco to stop;

3. routinely examine patients for oral signs of tobacco use;
4. determine and document tobacco use by patients and

smoking status of their parents, guardians, and
caregivers;

5. educate patients, parents, and guardians on the seri-
ous health consequences of tobacco use and exposure
to ETS in the home;

6. ptovide both prevention and cessation services using
evidence-based interventions identified as "best prac-
tice" for treating tobacco use and nicotine addiction;
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7. work to ensure all insurance plans include "best practice"
tobacco cessation counseling and pharmacotherapeutic
treatments as benefits in health packages;

8. work with school boards to increase tobacco-free en-
vironments for all school facilities, ptoperty, vehicles,
and school events;

9. work on the national level and within their state and
community to organize and support antitobacco cam-
paigns and to prevent the initiation of tobacco use
among children and adolescents, eliminate cigarette
sales from vending machines, and increase excise tax
on tobacco products to reduce demand;

10. organize and support efforts to pass national, state, and
local legislation prohibiting smoking in businesses such
as day-care centers where children routinely visit and
other establishments where adolescents frequently are
employed;

11. establish and support education/training activities and
prevention/cessation services throughout the commu-
nity;

12. recognize the US Public Health Service Clinical Practice
Guideline "Treating Tobacco Use and Dependence"' as
a valuable resource.
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Policy on Intraoral and Perioral Piercing
Originating Gouncil

Gouncil on Glinical Affairs

Review Gouncil
Gouncil on Glinical Affairs

Adopted
2000

Revised
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes the impottance of educating the public and health
professionals on the health implications of oral and perioral
piercings.

Methods
This policy was based on a MEDLINE search using key-
words "body piercing" and "oral piercing" and relevant
articles from the dental and medical literature.

Background
The use of intraoral jewelry and piercings of oral and perioral
tissues have been gaining poptilarity among adolescents and
young adults. Oral piercings involving the tongue, lips, cheeks,
and uvula have been associated with pathological conditions
including pain, infection, scar formation, tooth fractures,
metal hypersensitivity reactions, localized periodontal dis-
ease, speech impediment, and nerve damage. '"
Life-threatening complications associated with oral piercings
have been reported, including bleeding, edema, and airway
obstruction.'^'' Unregulated pietcing parlors and tech-
niques have been identified by the National Institutes of
Health as a possible vector for disease transmission (ie, hepa-
titis, tetanus, tuberculosis) and as a cause of bacterial
endocarditis in susceptible patients.'

Policy statement
The AAPD strongly opposes the practice of piercing in-
traoral and perioral tissues and use of jewelry on intraoral
and perioral tissues due to the potential for pathological
conditions and sequelae associated with these practices.

References
1. NIH. Management of hepatitis G and infectious dis-

ease. NIH Gonsensus Gonference Statement 105.
Section 5, paragraph 2; March 24-26, 1997.

2. American Dental Association. ADA position statement
on intraoral/perioral piercing. Available at: http://
www.ada.org/prac/piercing.html. Accessed June 5,
2002.

3. Boardman R, Smith RA. Dental implications of oral
piercing. / Calif Dent Assoc. 1997;25:200-207.

4. Botchway G, Kuc I. Tongue piercing and associated
tooth fracture. / Gzw Dent Assoc. 1998; 64:803-805.

5. Kretchmer MG, Moriarty JD. Metal piercing through
the tongue and localized loss of attachment: A case re-
port./PmWowto/. 201 ;72:831-833.

6. DeMoor RJ, DeWitte AM, Debuyne MA. Tongue
piercing and associated oral and dental complications.
EndodDent Traumatol. 2000; 16:232-237.

7. Price SS, Lewis MW. Body piercing involving oral sites.
JAm Dent Assoc. 1997;128:1017-1020.

8. Gampbell A, Moore A, Williams E, Stephens J, Tatakis
DN. Tongue piercing: Impact of time and barbell stem
length on lingual gingival recession and tooth chipping.
J Periodontol. 202;73:289-297.

9. Sardella A, Pedrinazzi M, Bez G, Lodi G, Garrassi A.
Labial piercing resulting in gingival recession. A case
smts. f Clin Periodontol. 2002; 29:961-963.

10. Dibart S, DeFeo P, Surabian G, Hart A, Gapri D, Su
MF. Oral piercing and gingival recession: Review^ of
the literature and a case report. Quintessence Int. 2002;
33:110-112.

11. Ng KH, Siar GH, Ganesapillai T. Sarcoid-like foreign
body reaction in body piercing: A report oftwo cases.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod.
1997;84:28-31.

12. Kuczkowski KM, Benumof JL. Tongue piercing and
obstetric anesthesia: Is there cause for concern?/ C//w
Anesth. 2002; 14:447-448.

13. Perkins GS, Meisner J, Harrison JM. A complication
of tongue piercing. BrDentJ. 1997;182:l47-l48.



Reference Manual 2004-2005 Oral He;ilth Policies 43

Policy on Adolescent Oral Health
Originating Gommittee

Glinical Affairs Gommittee - Adolescent Oral Health Subcommittee

Review Gouncil
Gouncil on Glinical Affairs

Adopted
1994

Reaffirmed
1999

Revised
2001

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes adolescence as the age of the onset of puberty. This
stage of growth and development necessitates treatment con-
siderations that ate not always present in the otal health care
for children.

Background
Adolescence is a period of life marked by dramatic physi-
ologic and emotional change. Today's adolescent faces a
variety of health challenges related to the impact of matu-
ration, an evolving role in society, and a developing sense
of self Adolescent oral health concetns include dental car-
ies, missing permanent teeth, periodontal disease, and
malocclusion. Developmental and behavioral changes affect
oral health differently in adolescents when taking into con-
sideration such aspects as lifestyle habits, self-esteem, and
routine preventive '^

Policy statement
The AAPD recommends professional care, including pre-
ventive otal health care, restorative treatment, fluoride
therapy, sealants, and dietary counseling. In addition, peri-
odontal health, malocclusion, temporomandibular function,
third molar development, and missing permanent teeth
should be assessed.
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Policy on Prevention of Sports-related
Oro&cial Injuries

Originating Committee
Clinical Affairs Committee

Review Council
Council on Clinical Affairs

Adopted
1991

Revised
1995, 1999, 2002

Purpose
The American Academy of Pediattic Dentistry (AAPD) is con-
cerned about the prevalence of sports-related injuries in our
nation's youth. Increased competitiveness has resulted in an
alarming number of dental and facial injuries which, combined,
represent a high percentage of the total injuries experienced in
youth sports.''^

Background
All sporting activities have an associated risk of orofacial injuries
due to falls, collisions, and contact with hard surfaces. The ad-
ministrators of youth, high school, and college football, lacrosse,
and ice hockey have demonstrated that dental and facial injuries
can be reduced significandy by introducing mandatory protec-
tive equipment. Popular sports such as baseball, basketball, soccet,
field hockey, soft:baU, wresding, volleyball, and gymnastics lag
far behind in injury protection for girls and boys. Youths par-
ticipating in leisure activities such as skateboarding, inline or roller
skating, and bicycling also benefit from appropriate protective
equipment.'''

Mouthguards help distribute the forces of impact, thereby
reducing risk of severe orofacial injury and concussion.' Any
mouthguard that is used will be effective only if it is fitted prop-
erly and worn properly.'

Three types of mouthguards are available: stock or preformed
(ready-to-wear); mouth formed; and custom fitted (made on a
cast from an oral impression taken by a qualified health profes-
sional). Without question, the custom-fitted appliance is most
protective and is also the preference of surveyed athletes. When
this is not available, the mouth-formed mouthguard is prefer-
able to the stock or preformed mouthguard.'''*

Policy statement
The AAPD recommends:

1. dentists play an acdve role in educadng the public in the
use of protective equipment for sporting activities, both
organized and informal, not only to prevent injuries but
also to reduce health care costs;

2. continuation of preventive practices instituted in youth,
high school and college football, lacrosse and ice hockey;

3. for youth participating in organized baseball and softball
activities, an American Society of Testing Materials

(ASTM)-cen:ified face protector be required (according to
the playing rules of the sport);

4. mandating the use of properly fitted mouthguards in other
organized sporting activides with risk of orofecial injury;

5. prior to initiating practices for a spordng season, coaches/
administrators of organized sports constilt a dendst with
expertise in orofacial injuries for recommendations for
immediate management of sports-related injuries (eg,
avulsed teeth);

6. continuation of research in development ofa comfortable,
efficacious, and cost-effective sports mouthguard to facili-
tate more widespread use of this proven protective device;

7. the Internadonal Academy of Sports Dendstry be recog-
nized as a valuable resource for the professions and public.
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Policy on Dental Bleaching for Child and
Adolescent Patients

Originating Council
Council on Clinical Affairs

Adopted
2004

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that the desire for dental whitening in pediatric and
adolescent patients has increased. This policy is intended
to help professionals and patients make infotmed decisions
about the indications, efficacy, and safety of bleaching pri-
mary and young permanent teeth and incorporate such care
into a comprehensive treatment plan.

Methods
This policy is based on a review of the current dental and
medical literature related to dental bleaching. A MEDLINE
search was conducted using the terms "dental bleaching",
"dental whitening", and "tooth bleaching". Expert opinions
and best current practices also were relied upon for this
policy.

Background
Through news stories and advertisements, the public has
become more aware of advances in cosmetic dentistry. Both
the variety and availability of bleaching products on the
market have increased. Consequently, parents and the news
media request information on dental whitening for children
and adolescents with increasing frequency.

Clinical indications for dental whitening for individual
teeth may include discoloration resulting from a traumatic
injury (ie, calcific metamorphosis, darkening with
devitalization), irregularities in enamel coloration ofa perma-
nent tooth due to trauma or infecdon of the related ptimary
tooth, or intrinsic discoloration/staining (eg, fluorosis, tet-
racycline staining).'"^ A negative self-image due to a
discolored tooth or teeth can have serious consequences on
adolescents and could be considered an appropriate indica-
tion for bleaching.' Due to the difference in the thickness
of enamel of primary and permanent teeth, tooth colora-
tion within a dental arch may vary significantly duting the
mixed dentition. Full arch cosmetic bleaching during this
developmental stage, however, would result in mismatched
dental appearance once the child is in the permanent den-
tition.

Dental whitening may be accomplished by using either
professional or at-home bleaching modalities. Advantages
of in-office whitening include:

1. an initial professional examination to help identify
causes of discoloration and clinical concerns with treat-
ment (eg, existing restorations, side effects);

2. professional control, including use of accelerants (eg,
lights, lasers) and soft-tissue protection;

3. patient compliance;
4. rapid results;
5. stability of results.

The pretreatment professional assessment helps identify
pulp pathology that may be associated with a single discol-
ored tooth. This examination also identifies restorations that
are faulty or would not be affected by the bleaching pro-
cess, and the associated costs for replacing such restorations
to maximize esthetic results.'•'''''•"'•'' By using photographs
and/or a shade guide, the dentist can document the effec-
tiveness of treatment. As well as providing in-office
bleaching procedures, a dentist may fabricate custom trays
for at-home use of a bleaching product. Custom ttays en-
sure intimate fit and greater efficiency of bleaching agents.
Over-the-counter products for at-home use include bleach-
ing gels, whitening strips, and brush-on agents. Theit main
advantages include patient convenience and lower associ-
ated costs.

Peroxide-containing whiteners or bleaching agents im-
prove the appearance by changing the tooth's intrinsic color.
The professional-use products usually range from 10% car-
bamide peroxide (equivalent to about 3% hydrogen
peroxide) to 38% carbamide peroxide. Carbamide perox-
ide is the most commonly used active ingtedient in
dentist-dispensed home-use tooth-bleaching products.'"
These agents sometimes are used sequentially. In-office
bleaching products require isolation with a rubber dam or
a protective gel to shield the gingival soft tissues. Home-
use bleaching products contain lower concentrations of
hydrogen peroxide or carbamide peroxide.'''''*'"' Many
whitening toothpastes contain polishing or chemical agents
to improve tooth appearance by removing surface stains
through gentle polishing, chemically chelating, or other
nonbleaching action.'"

Side effects from bleaching vital and nonvital teeth have
been documented. It should be noted that most of the re-
search on bleaching has been performed on adult patients,
with only a small amount of published bleaching research
using child or adolescent patients.''^''*'"' The more common
side effects associated with bleaching vital teeth are tooth
sensitivity and tissue irritation. Sensitivity affects 8% to 66%
of patients and often occurs during the early stages of
treatment."*'"''''^' Tissue irritation, in most cases, results
from an ill-fitting tray rather than the bleaching agents and
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no longer occurs once a more accurately fitted tray is used.
Both sensitivity and tissue irritation usually ate temporary
and cease with the discontinuance of treatment.''"'^^ An-
other side effect associated with bleaching vital teeth is
increased marginal leakage of an existing restoration.'*""
The more common side effects from internal bleaching of
nonvital teeth are external root resorption'̂ '̂ '"^^ and anky-
losis. With external bleaching of nonvital teeth, the most
common side effect is increased marginal leakage of an ex-
isting restoration. ^^'^^ One of the degradation byproducts
of hydrogen peroxide or carbamide peroxide results in a
hydroxyl-free radical. This byproduct has been associated
with periodontal tissue damage and root resorption. Due
to the concern of the hydroxyl free radicaF''^''and the po-
tential side effects of dental bleaching, minimizing exposure
at the lowest effective concentration of hydrogen peroxide
or carbamide peroxide is recommended.

Current litetatute and clinical studies support the use of
sodium perborate mixed with water for bleaching nonvital
teeth.'̂ '̂ ^ In the past, sodium petborate has been mixed with
hydtogen peroxide for this technique. Studies have shown
higher incidences of root resorption when mixed with hy-
drogen peroxide.'^•'^''" In addition to the discontinued use
of hydrogen peroxide, there is also discontinued use of heat-
ing any mixtute of sodium perborate.''^

Policy statement
The AAPD encourages:

1. the judicious use of bleaching for vital and nonvital
teeth;

2. patients to consult their dentists to determine appro-
priate methods for and the timing of dental whitening
within the context of an individualized, comprehen-
sive, and sequenced treatment plan;

3. dental professionals and consumers to consider side ef-
fects when contemplating dental bleaching for child
and adolescent patients;

4. further research of dental whitening agents in children.
The AAPD discourages full-arch cosmetic bleaching for

patients in the mixed dentition.
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Policy on Minimiziiig Occupational Health Hazards
Associated With Nitrous Oxide
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Clinical Affairs Committee

Review Council
Council on Clinical Affairs

Adopted
1987

Revised
1993, 1996, 2000, 2003

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ommends that exposure to ambient nitrous oxide be
minimized to reduce occupational health hazards associated
with nitrous oxide.

Methods
This document is based on current dental, medical, and
public health literature regarding the potential risks of am-
bient nitrous oxide exposure. Cuidelines and
recommendations from the National Institute for Occupa-
tional Safety and Health (NIOSH) were reviewed also.''^

Background
Epidemiologic studies provide strong evidence that there are
increased general health problems and reproductive diffi-
culties among dental personnel chronically exposed to
significant levels of ambient nitrous oxide.''^ Nitrous oxide
acts by oxidizing vitamin B̂ ^ from the active, reduced co-
balamin to the inactive form. In turn, this inactivates the
enzyme methionine synthetase, which requires both the
active cobalamin and folate as cofactors. The inactivation
of methionine synthetase decreases DNA production,
thereby interfering with cell proliferation.*

While nitrous oxide has been linked epidemiologically
to reproductive, hematologic, immunologic, neurologic, he-
patic, and renal disorders, symptoms are time and dose
dependent. Neurologic symptoms are reported most fre-
quently in cases of chronic (recreational) abuse. Absolute
occupational effects are still uncertain.' Epidemiologic con-
clusions have been challenged.'" Adverse reproductive
outcomes are linked to B̂ ^ deficient individuals and those
exposed to high nitrous oxide levels".' A maximum per-
missible level of ambient nitrous oxide in the dental
environment has not been determined.'"''

Collection of ambient nitrous oxide involves 2 separate
mechanisms. The first, the scavenging system, is part of the
nitrous oxide delivery system. It begins at the nitrous oxide
tanks and terminates at the expiratory valve in the mask.
Canadian studies in hospital settings have shown that fre-
quent and regular inspection and maintenance of the nitrous
oxide delivery system, together with the use of a scaveng-
ing system, can reduce ambient nitrous oxide significantly.''

In the dental environment, patient behaviors such as talk-
ing, crying, and moving have been shown to result in
significant increases in baseline ambient nitrous oxide lev-
els despite the use of the mask-type scavenging systems.'''
By using a well-fitted mask and an appropriate amount of
suction via the scavenging system, the increased pressure on
the patient's face by the mask will reduce leakage.'* NIOSH
has recommended an oral evacuation rate of 45 L/min for
maximizing scavenger effectiveness. However, scavenging at
this rate has been shown to reduce the level of
pyschosedation achieved with nitrous oxide inhalation."

The second mechanism, the "exhaust system," collects
escaped nitrous oxide and includes 2 entities. First, an ap-
propriate nonrecirculating ventilation system is recommended
by NIOSH to provide continuous rapid air exchange. It is
important to vent waste gases outside of the building and away
from fresh air intakes.'̂  Second, a high-volume aspirator,
placed near or within 20 cm of the patient's mouth, has been
shown to reduce significantly ambient nitrous oxide levels in
the dental environment.^"'̂ ^ Diligent use of these 2 mecha-
nisms in the pediatric dental environment has allowed for the
reduction of ambient nitrous oxide to the levels recommended
by NIOSH.23

Policy statement
The AAPD recommends that dentists and dental auxilia-
ries minimize their exposure to nitrous oxide by maintaining
the lowest practical levels in the dental environment. Ad-
herence to the recommendations below can help minimize
occupational exposure to nitrous oxide:

1. Scavenging systems must be used when nitrous oxide
is employed.

2. Exhaust systems that adequately vent scavenged air and
gases to the outside of the building and away from fresh
air intake vents should be employed.

3. Careful, regular surveillance and maintenance of the
nitrous oxide/oxygen delivery equipment must be prac-
ticed.

4. Mask size should be such as to ensure proper fit for each
patient.

5. Nitrous oxide discharge from the oral cavity of the pa-
tient should be minimized during dental procedures.
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Policy on the Use of Deep Sedation and General
Anesthesia in the Pediatric Dental OflBce
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Adopted
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Purpose
The American Academy of Pediatric Dentistry (AAPD), as
the advocate for oral health in infants, children, adolescents,
and persons with special health care needs, recognizes that
there exists a patient population for whom routine dental
care using nonpharmacologic hehavior management tech-
niques is not a viable approach. It also recognizes that a
population of patients, because of their need for extensive
treatment, acute situational anxiety, uncooperative age-ap-
propriate behavior, immature cognitive functioning,
disabilities, or medical conditions, would benefit from deep
sedation or general anesthesia.'

Background
Pediatric dentists have long sought to provide dental care
to their young and disabled patients in a manner which will
promote excellence in quality of care and concurrently in-
duce a positive attitude in the patient toward dental
treatment. Behavior management techniques have allowed
most children to receive treatment in the dental office with
minimal discomfort and without expressed fear. Sedation
has provided others with the ability to accept treatment.

However, some children and developmentally disabled
patients require general anesthesia to receive comprehensive
dental care in a safe and humane fashion. Many pediatric
dentists (and others who treat children) have sought to pro-
vide for the administration of general anesthesia by properly
trained individuals in their offices or other facilities (eg, out-
patient care clinics) outside of the traditional hospital setting.

In 1998, the AAPD established its Clincial Cuideline on
the Elective Use of Minimal, Moderate, Deep Sedation and
Ceneral Anesthesia in Pediatric Dental Patients, which have
been reviewed and revised.' These revised guidelines reflect
the current understanding of appropriate monitoring needs
and, further, provide defmitions and characteristics of 3 lev-
els of sedation (minimal, moderate, and deep) and general
anesthesia involving pediatric patients.

When deep sedation or general anesthesia is provided in a
private pediatric dental office, the pediatric dentist must be
responsible for evaluating the educational and professional

qualifications of the general anesthesia or deep sedation pro-
vider (if it is other than himself) and determining that the
provider is in compliance with state rules and regulations as-
sociated with the provision of deep sedation and general
anesthesia. The pediatric dentist is also responsible for estab-
lishing a safe environment that complies with state rules and
regulations, as well as the AAPD's Clinical Cuideline on the
Elective Use of Minimal, Moderate, and Deep Sedation and
Ceneral Anesthesia' for the protection of the patient.

Educational requirements

Deep sedation and general anesthesia must be provided only
by qualified and appropriately trained individuals and in
accordance with state regulations. Such providers may in-
clude pediatric dentists who have completed advanced
education in anesthesiology beyond their pediatric residency
advanced training program, dental or medical anesthesiolo-
gists, or certified registered nurse anesthetists. The expertise
in providing deep sedation and general anesthesia cannot
be gained through the undergraduate dental school curricu-
lum or continuing education. Only dentists who have
completed an advanced education program which meets the
requirements of the American Dental Association (ADA)
are considered qualified to provide deep sedation and gen-
eral anesthesia in practice. This includes:

1. completion of an advanced training program in anes-
thesia and related subjects beyond the predoctoral
dental curriculum that satisfies the requirements de-
scribed in Part II of the ADA Cuidelines for Teaching
the Comprehensive Control of Pain and Anxiety in
Dentistry^ at the time training was commenced;

2. completion of an ADA-accredited post-doctoral train-
ing program (eg, oral and maxillofacial surgery) which
affords comprehensive and appropriate training nec-
essary to administer and manage deep sedation/general
anesthesia.

Risk management

As stated above, the pediatric dentist is responsible for pro-
viding a safe environment for the in-office provision of
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deep sedation and general anesthesia. In addition to evalu-
ating the qualifications of the anesthesia provider, he/she
must be involved with the following aspects of care to mini-
mize risks for the patient:

1. facilities and equipment;
2. monitoring and documentation;
3. patient selection utilizing medical history, physical sta-

tus, and indications for anesthetic management;
4. preoperative evaluation;
5. appropriately trained support personnel;
6. emergency medications, equipment, and protocols;
7. preoperative and postoperative patient instructions;
8. criteria and management of recovery and discharge.

Continuous quality improvement

To reduce the chance of medical error and determine root
cause, aspects of continuous quality improvement are ap-
plied in the outpatient setting during the administration of
deep sedation and general anesthesia as described in the
Clinical Cuideline on the Elective Use of Minimal, Mod-
erate, and Deep Sedation and Ceneral Anesthesia.'

Policy statement
The AAPD endorses the in-office use of deep sedation or
general anesthesia on select pediatric dental patients admin-
istered either by a trained, credentialed, and licensed pediatric
dentist, dental or medical anesthesiologist, or nurse anesthe-
tist in an appropriately equipped and staffed facility.

References
1. American Academy of Pediatric Dentistry. Clinical

guideline on the elective use of minimal, moderate, and
deep sedation and general anesthesia in pediatric den-
tal patients. PediatrDent. 2004;26(7):95-103.

2. American Dental Association. Cuidelines for teaching
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Policy on Hospitalization for Dental
Care of In&nts and Children

Originating Committee
Dental Care Committee

Review Council
Council on Clinical Affairs

Adopted
1989

Reaffirmed
1993

Revised
1997, 2001

Background
Pediatric dentists often are asked to treat patients who
present special challenges related to their age, behavior,
medical status, developmental disabilities, intellectual limi-
tations, or special treatment needs (eg, protection of their
developing psyche and medical support necessary for the
treatment of other pathologically compromising condi-
tions). To address effectively these challenges and meet these
treatment needs, pediatric dentists have developed and
employ a variety of management techniques, including ac-
cessing anesthesia services and/or the provision of dental care
in a hospital setting with or without general anesthesia. Hos-
pital dentistry is an integral part of the curriculum of all
accredited advanced pediatric dental training programs and

pediatric dentists are, by virtue of training and experience,
qualified to recognize the indications for such an approach
and to render such care.

Policy statement
The American Academy of Pediatric Dentistry (AAPD) af-
firms that indications exist for the treatment of selected
patients with or without general anesthesia in a hospital
setting, and that pediatric dentists are qualified by training
and experience to recognize these indications and provide
this care. The AAPD shall work with all concerned medi-
cal and dental colleagues and organizations to remove
barriers to hospital dental care for patients best treated in
that setting.
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Policy on Hospital StaflF Membership
Originating Committee

Hospital Guidelines for Pedodontics Ad Hoc Committee

Review Council
Council on Clinical Affairs

Adopted
1977

Revised
1979, 1991,1999,2002

Purpose
Pediatric dentists have the opportunity to play a significant
role within a hospital. Staff membership is necessary in or-
der to provide comprehensive, consultative, and/or
emergent dental services for infants, children, adolescents,
and persons with special health care needs within the hos-
pital setting.

Background
Most commonly, the pediatric dentist can provide essen-
tial services to patients within an operating room setting.
Additionally, the pediatric dentist can provide consultative
and emergency services. "Team" evaluations of patients of-
ten require dental input, and certain medical protocols
require an oral examination. Beyond patient services, a pe-
diatric dentist may participate within the organizational
structure through committee memberships of either clini-
cal or administrative purpose.

Following a credentialing process and receipt of an ap-
pointment to a medical staff, a pediatric dentist must accept
and fulfill certain responsibilities. Among them are patient
care within the limits of approved clinical privileges, par-
ticipation in emergency department on-call rotations, timely
medical records completion, and compliance with the rules
and regulations of the medical staff and the policies and pro-
cedures of the hospital. Individuals seeking a hospital
appointment should contact the medical staff office at their
local hospital.

Although hospital and medical-dental staffs have some
individual latitude, the standards for all hospital services

are issued by national commissions such as the Joint
Commission on Accreditation of Healthcare Organization
(JCAHO).' Standards for dental services are integrated in-
timately and inseparably within the overall hospital
organizational structure and, therefore, are stringently sub-
ject to the standards established by these commissions.

Policy statement
The American Academy of Pediatric Dentistry (AAPD):

1. Encourages the participation of pediatric dentists on hos-
pital medical-dental staffs. Beyond having the capability
to provide valuable service to their patients, the pediat-
ric dentist can be an effective, contributing member to
the hospital through consultative services, educational
opportunities, and committee membership.

2. Recognizes the American Dental Association as a cor-
porate member of the JCAHO and further recognizes
the standards for hospital governance, as established by
the JCAHO.

3. Encourages hospital member pediatric dentists to
maintain strict adherence to the rules and regulations
of the medical staff and the policies and procedures of
the hospital.

References
1. Joint Commission on Accreditation of Health Care Or-

ganizations. In: Medical staff chapter (MS). 2002
Comprehensive accreditation manual for hospitals: The of
fcialhandbook. Oakbrook Terrace, 111: Joint Commission
on Accreditation of Health Care Organizations; 2002.
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Policy on Operating Room Access for Pediatric Dental Gire
Originating Council

Council on Clinical Affairs

Adopted
2002

Purpose
The American Academy of Pediatric Dentistry advocates
equal access to operating room facilities to provide care for
pediatric patients. The dental patient has a right to be seen
in a timely manner.

Background
Pediatric dentists occasionally have experienced difficulty in
gaining equal opportunity to schedule operating room time
and postponement/delay of nonemergent dental care. The use
of general anesthesia sometimes is necessary to provide qual-
ity dental care for the infant, child, or adolescent. Dental

caries, periodontal diseases, and other oral conditions, if left
untreated, can lead to pain, infection, and loss of function.
These undesirable outcomes can adversely affect learning,
communication, nutrition, and other activities necessary for
normal growth and development.

Policy statement
Hospitals or outpatient settings providing surgical treatment
must not discriminate against pediatric dental patients re-
quiring care under general anesthesia. These patients and
their care providers must have equal access to these facilities.
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on Third-partŷ  Reimbursement of Medical
Fees Related to Sedation/General Anesthesia

Originating Committee
Dental Care Committee

Review Council
Council on Clinical Affairs

Adopted
1989

Reaffirmed
1993

Revised
1995, 2000, 2003

Purpose
To ensure that all children have access to the full range of
dental delivery systems, the American Academy of Pediat-
ric Dentistry (AAPD) advocates that, if sedation or general
anesthesia and related facility fees are payable benefits of a
health care plan, these same benefits shall apply for the de-
livery of oral health services.

Methods
This policy is based on a review of the current dental litera-
ture related to guidelines for sedation and general anesthesia,
as well as issues pertaining to medically necessary oral health
care. Relevant policies and guidelines of the AAPD are in-
cluded.

Background
For some infants, children, adolescents, and persons with
special health care needs, treatment under sedation/general
anesthesia in a hospital, outpatient facility, or dental office
or clinic represents the only appropriate method to deUver
necessary oral health care. The patient's age, dental needs,
disabilities, medical conditions, and/or acute situational
anxiety that render the child or adult unable to cooperate
in the dental office may be an indication for treatment to
be completed under sedation/general anesthesia.''^ These
patients may be denied access to oral health care when in-
surance companies refuse to provide reimbursement for
sedation/general anesthesia and related facility services.

Most denials cite the procedure is not "medically neces-
sary". This determination appears to be based on arbitrary
and inconsistent criteria.''^ For instance, medical policies
often provide reimbursement for sedation/general anesthe-
sia or facility fees related to myringotomy for a 3-year-old
child, but deny these benefits when related to treatment of
dental disease and/or infection for the same patient.

American Dental Association Resolution 1989-546 states
that insurance companies should not deny benefits that
would otherwise be payable "solely on the basis of the pro-

fessional degree and licensure of the dentist or physician
providing treatment, if that treatment is provided by a le-
gally qualified dentist or physician operating within the
scope of his or her training and licensure"^

Policy statement
The AAPD strongly believes that only the dentist provid-
ing the oral health care for the patient can determine the
medical necessity of sedation/general anesthesia.'

The AAPD encourages the insurance industry to:
1. recognize that sedation and/or general anesthesia is nec-

essary to deliver compassionate, quality oral health care
to some infants, children, adolescents, and persons with
special health care needs;

2. include sedation, general anesthesia, and related facil-
ity services as benefits of health insurance without
discrimination between the "medical" or "dental" na-
ture of the procedure;

3. end arbitrary and unfair refusal of reimbursement for
sedation, general anesthesia, and facility costs related
to the delivery of oral health care;

4. regularly consult the AAPD with respect to the devel-
opment of benefit plans that best serve the oral health
interests of infants, children, adolescents, and patients
with special care needs.'"
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Policy on Third-party Reimbursement for Oral Health
Gire Services Related to Congenital Orofacial Anomalies

Originating Committee
Clinical Affairs Committee

Review Council
Council on Clinical Affairs

Adopted
1996

Revised
2000, 2003

Purpose
The American Academy of Pediatric Dentistry (AAPD), rec-
ognizing that patients with craniofacial anomalies require oral
health care as a direct result of the medical condition and that
these services are an integral part of the rehabilitative process,
advocates reimbursement for provision of comprehensive oral
health care services throughout life.'

Methods
This policy is based on review of current dental and medical
literature, as well as policies and guidelines established by stake-
holders in the health of infants, children, and adolescents
affected by craniofacial anomalies. Data is not available to de-
termine the effectiveness of various insurance coverage or
limitations of that coverage on children with craniofacial
anomalies.

Background
Congenital orofacial anomalies that result in malformed or
missing teeth, such as ectodermal dysplasia and cleft defects,
can have significant negative functional, esthetic, and psycho-
logical effects on individuals and their families. Young children
benefit from esthetic and functional restorative techniques and
readily adapt to appliances that replace missing teeth and im-
prove function, appearance, and self-image. During the period
of facial and oral growth, appliances require frequent adjust-
ment and have to be remade as the individual grows.

These patients often are denied coverage for initial appli-
ance construction and, more frequently, replacement of
appliances as the child grows. Third-party payors legally may
control the coverage of these services by limiting contractual
benefits. The distinction between congenital anomalies involv-
ing the orofacial complex and those involving other parts of
the body is often arbitrary and unfair. For instance, health care
policies may provide reimbursement for the necessary prosthesis
required for congenitally missing extremities and its replace-
ment as the individual grows, but deny benefits for the initial
prosthesis and the necessary periodic replacement for congeni-
tally missing teeth. Third-party payors frequently will refuse
to pay for oral health care services even when they clearly are
associated with the complete habilitation of the craniofacial con-
dition.^

Furthermore, clerical personnel and professional consultants
employed by third-party payors oft:en make benefit determi-
nations based on arbitrary distinction between medical vs dental
anomalies, ignoring important functional and medical relation-
ships. Evaluation and care provided for an infant, child, or
adolescent by a cleft lip/palate, orofacial, or craniofacial defor-
mities team have been described as the optimal way to
coordinate and deliver complex services.̂  This approach may
provide additional documentation to facilitate "medical neces-
sity" of dental rehabilitation.

Policy statement
The AAPD strongly believes that only the dentist providing
the oral health care for the patient can determine the medical
indication and justification for treatment in these cases.

The AAPD encourages the insurance industry to:
1. recognize that malformed and missing teeth and result-

ant anomalies of facial development seen in orofacial
anomalies are congenital defects, just as the congenital ab-
sence of other body parts;

2. include oral health care services, such as initial appliance
construction, periodic examinations, and replacement of
appliances, related to these facial and dental anomalies as
benefits of health insurance without discrimination be-
tween the medical and dental nature of the congenital
defect;

3. end arbitrary and unfair refusal of reimbursement for oral
health care services related to these facial and dental
anomalies;

4. regularly consult the AAPD with respect to the develop-
ment of benefit plans that best serve the oral health
interests of infants, children, and adolescents with cran-
iofacial anomalies.
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Policy on Third-party Reimbursement
of Fees Related to Dental Sealants

Originating Committee
Clinical Affairs Committee

Review Council
Council on Clinical Affairs

Adopted
1999

Revised
2002

Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that the placement of sealants and their continued
maintenance are scientifically sound and cost-effective tech-
niques for prevention of pit and fissure caries.

Background
According to national estimates,' by 17 years of age, 78%
of children in the United States have experienced dental
caries. As much as 90% of all dental caries in school chil-
dren occurs in pits and fissures. The teeth at highest risk by
far are permanent first and second molars where fluoride
has its least preventive effect on the pits and fissures.

Current data also show that, although initial sealant re-
tention rates are high, sealant loss does occur at the rate of
10% per year.^ It is in the patient's interest to receive peri-
odic evaluation of sealants for maintenance or replacement.

Although sealants are safe and effective, their use contin-
ues to be low.' Sealants are particularly effective in preventing
pit and fissure caries and providing cost savings if placed on
patients during periods of greatest risk.'*' However, initial
insurance coverage for sealants often is denied, and insurance
coverage for repair and/or replacement may be limited.''

Recommendations
1. The dentition should be periodically evaluated for de-

velopmental defects and deep pits and fissures that may
contribute to caries risk. Dental sealants should be
placed on susceptible teeth and should be evaluated for

repair or replacement as part of a periodic dental ex-
amination.

2. Insurance coverage for sealants should not be age based,
as timing of the eruption of teeth can vary widely.

3. The AAPD shall work with other dental organizations,
the insurance industry, and consumer groups to make
the advantages of dental sealants understood and to
seek reimbursement for fees associated with their place-
ment, maintenance, and repair.
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Policŷ  on the Role of Pediatric Dentists
as Both Primary and Specialty Care Providers

Originating Council
Council on Clinical Affairs

Adopted
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD)
emphasizes that health care providers and other interested
third parties must recognize the dual role that pediatric den-
tists play in the provision of professional oral health care,
which includes both primary and specialty care services.

Methods
This statement was based on a review of the accreditation
standards for advanced specialty training programs in pedi-
atric dentistry and the AAPD position paper on the role of
pediatric dentists as primary and specialty care providers.''^

Background
"Pediatric dentistry is an age-related specialty that provides
both primary and comprehensive preventive and therapeu-
tic oral health needs for infants and children through
adolescence, including those with special health care needs."'
The American Dental Association, the American Academy
of Ceneral Dentistry, and the AAPD all recognize the pe-
diatric dentist as both a primary care provider and specialty
care provider. This dual role is similar to that of pediatri-
cians, gynecologists, and internists in medicine. Within that
profession, clinicians and third-party payors envision these

physicians in a dual role and have designed payment plans
to accommodate this situation.

The AAPD respects the rights of employers to negotiate
health care benefits for their employees. Unfortunately,
third-party payors sometimes do not recognize pediatric
dentists as primary care providers and restrict access to pe-
diatric dentists for children who have reached a certain age.

Policy statement
The AAPD encourages appropriate, quality oral health care
for infants, children, and adolescents. When pediatric oral
health care is deemed necessary, either by a responsible adult
or referring clinician, the AAPD encourages third parties to
recognize pediatric dentists as both primary and specialty
oral health care providers and to refrain from age-related
restrictions for care by pediatric dentists.

References
1. Commission on Dental Accreditation. Accreditation

standards for advances specialty education programs in
pediatric dentistry; 2000.

2. American Academy of Pediatric Dentistry. Council on Den-
tal Benefits Programs. Position paper: The role of pediatric
dentists as primary and specialty care providers; 2002.



60 Oral Health Policies American Academv oF Pediatric Dentistr\'

Policŷ  on the Ethics of Failure to Treat or Refer
Originating Council

Council on Clinical Affairs

Adopted
2003

Purpose
The American Academy of Pediatric Dentistry (AAPD)
believes that all infants, children, and adolescents are en-
titled to oral health care that meets the treatment and ethical
standards set by our specialty. If a dentist is unable to pro-
vide or fails to offer treatment for a diagnosed dental disease
or condition, he or she has an ethical responsibility to refer
the patient to a specific practitioner capable of providing
the necessary care.

Methods
Documents relating to principles of ethics of dental and
medical organizations were reviewed. A MEDLINE search
using the terms "ethics" and "dentistry" was performed.
Experts on dental and medical ethics were consulted.

Background
Dentists have an obligation to act in an ethical manner in
the care of patients. Commonly accepted virtues of ethics
include autonomy, beneficence, nonmaleficence, and jus-
tice.''^ Autonomy reflects the patient's or, if the patient is a
minor, the parent's or guardian's right to be involved in
treatment decisions. The caregiver must be informed of the
problem and that treatment is recommended. Beneficence
indicates the dentist has the obligation to act for the ben-
efit of the patient in a timely manner, even when there may
be conflicts with the dentist's personal self interests.
Nonmaleficence dictates that the dentist's care does not

result in harm to the patient. In situations where a dentist
is not able to meet the patient's needs, referral to a practi-
tioner capable of providing the needed care is indicated.
Justice expresses that the dentist should deal fairly with pa-
tients, colleagues, and the public.

A patient may suffer progression of his/her oral disease if
treatment is not provided because of age, behavior, inability
to cooperate, disability, or medical status. Postponement or
denial of care can result in unnecessary pain, discomfort, in-
creased treatment needs and costs, unfavorable treatment
experiences, and diminished oral health outcomes.

Policy statement
Infants, children, and adolescents, including those with spe-
cial health care needs, have a right to dental care. The AAPD
believes it is unethical for a dentist to ignore a disease or con-
dition because of the patient's age, behavior, or disabilities.
Dentists have an ethical obligation to provide therapy for
patients with oral disease or refer for treatment patients whose
needs are beyond the skills of the practitioner.
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Policŷ  on Infection Control
Originating Committee

Clinical Affairs Committee (Infectious Disease Control Subcommittee)

Review Council
Council on Clinical Affairs

Adopted
1989

Revised
1993, 2001, 2004

The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes the importance of infection control policies,
procedures, and practices in dental health care settings in
order to prevent disease transmission from patient to care
provider, from care provider to patient, and from patient
to patient. The AAPD acknowledges Guidelines for Infec-
tion Control in the Dental Health-Care Setting - 2003' as an
in-depth review of infection control measures for dental
settings, and supports the strategies therein. Aware that
some recommendations are based only on suggestive evi-
dence or theoretical rationale, and because many concerns
regarding infection control in the dental setting remain
unresolved, the AAPD encourages dental practitioners to
follow current literature and consider carefully infection
control measures in their practices so as to minimize the risk
of disease transmission.
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