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Purpose
The American Academy of Pediatric Dentistry (AAPD) rec-
ognizes that long-term oral health is more likely to be
assured if the oral health needs of the adolescent are man-
aged by a pediatric dentist. These guidelines address the
unique needs within the adolescent population and propose
general recommendations for their management.

Methods
These guidelines are based on a review of the accessible lit-
erature on adolescents, as well as policies and guidelines of
the AAPD.

Background
There is no standard defmition of "adolescent."'Adolescents
are defmed very broadly as youths between the ages of 10
to 18. Using this defmition, there were approximately 36.6
million adolescents in the United States in 2000, accord-
ing to the US Census Bureau.^ The adolescent patient is
recognized as having distinctive needŝ "* due to a potentially
high caries rate, increased risk for traumatic injury and pe-
riodontal disease, a tendency for poor nutritional habits, an
increased esthetic desire and awareness, complexity of com-
bined orthodontic and restorative care (eg, congenitally
missing teeth), dental phobia, and unique social and psy-
chological needs.'''

Recommendations
These guidelines address some of the special needs within
the adolescent population and propose general recommen-
dations for their management.

Caries

Adolescence marks a period of significant caries activity for
many individuals. Current research suggests that the caries
rate is declining, yet remains highest during adolescence.''
A particular concern is the changing pattern of caries. The
numbers of caries-free adolescents is increasing, and there
is growing evidence that a small percentage of children and
adolescents account for the most severe caries.*' These cari-
ous lesions often are confmed to developmental pits and
fissures.'"

Immature permanent tooth enamel," a total increase in
susceptible tooth surfaces, and environmental factors such
as diet, independence to seek care or avoid it, a low priority

for oral hygiene, and additional social factors also may con-
tribute to the upward slope of caries in adolescence.''^•'''It
is important for the dental provider to emphasize the posi-
tive effects that fluoridation, routine professional care,
patient education, and personal hygiene can have in coun-
teracting the changing pattern of caries in the adolescent
population.'''"

Management of caries
Primary prevention

Fluoride: Fluoridation has proven the most economical and
effective caries prevention measure. The adolescent can ben-
efit from fluoride throughout the teenage years and into
early adulthood. Although the systemic benefit of fluoride
incorporation into developing enamel is not considered
necessary past 16 years of age, the topical benefits of
remineralization and antimicrobial activity still can be ob-
tained through water fluoridation, professionally applied
and prescribed compounds, and fluoride dentifrices."'

Recommendations: The adolescent should receive maxi-
mum fluoride benefit:

1. Systemic fluoride intake via optimal fluoridation of
drinking water or professionally prescribed supple-
ments is recommended to 16 years of age or the
eruption of the second permanent molars, whichever
comes first.

2. A fluoride dentifrice is recommended to provide con-
tinuing topical benefits through adolescence.

3. Professionally applied fluoride treatments should be
based on the individual patient's caries-risk assessment,
as determined by the patient's dental provider.

4. Topical fluoride supplementation via home-applied
compounds should be a professional recommendation
when indicated by an individual's caries pattern or
caries-risk status.

5. The criteria for determination of need and the meth-
ods of delivery should be those currently recommended
by the American Dental Association.

Oral hygiene: Adolescence can be a time of heightened car-
ies activity and periodontal disease due to an increased intake
of cariogenic substances and inattention to oral hygiene pro-
cedures. '" Tooth-brushing with a fluoride-containing
dentifrice and flossing can provide an anticaries benefit
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through plaque removal from tooth surfaces and the topi-
cal effect of the fluoride.

Recommendations: Adolescents should be educated and
motivated to maintain personal oral hygiene through daily
plaque removal, including flossing, with the frequency and
pattern based on the individual's disease pattern and oral
hygiene needs.

Professional removal of plaque and calculus is recom-
mended highly for the adolescent, with the frequency of
such intervention based on the individual's assessed risk for
caries/periodontal disease, as determined by the patient's
dental provider.

Diet management:The role of carbohydrates in caries ini-
tiation is unequivocal. Adolescents are exposed to and
consume high quantities of refined carbohydrates, '^'^'s "Phe
adolescent can benefit from diet analysis and modification.

Recommendations: Diet analysis, along with profession-
ally determined recommendations for maximal general and
dental health, may be a part of an adolescent's dental health
management. A diet analysis and management should con-
sider:

1. dental disease patterns;
2. overall nutrient and energy needs;
3. psychosociai aspects of adolescent nutrition;
4. dietary carbohydrate intake;
5. wellness considerations.

Sealants: Pit and fissure sealants can be of significant ben-
efit in the reduction of caries risk." The occlusal surfaces
of second molars in adolescents can be highly prone to car-
ies attack due to lack of enamel maturation, the presence of
deep grooves, poor oral hygiene, and dietary habits.''" Seal-
ants are an effective caries-preventive technique that should
be considered on an individual basis.

Recommendations: Adolescents should have pit and fis-
sure sealants available as a caries-preventive technique.
Sealants should be placed according to current standards,
using criteria such as caries history, oral hygiene, age of pa-
tient, length of time a tooth has been exposed to the oral
cavity, and tooth surface anatomy.

Secondary prevention

Professional preventive care: Professional preventive den-
tal care, on a routine basis, may prevent oral disease or
disclose existing disease in its early stages. The adolescent
patient whose oral health has not been monitored routinely
by a dentist may have advanced caries, periodontal disease,
or other oral involvement urgently in need of professional
evaluation and extensive treatment.

Recommendations:
1. The adolescent dental patient should be evaluated by

a dentist thoroughly trained in the special needs ofthe
adolescent.

2. Timing of periodic oral examinations should take into
consideration the individual's needs and risk indica-
tors to determine the most cost-effective, disease-

preventive benefit to the adolescent.
3. Initial and periodic radiographic evaluation should be

a part ofa clinical evaluation. The type, number, and
frequency of radiographs should be determined only
after an oral examination and history taking. Previously
exposed radiographs should be available, whenever
possible, for comparison. Currently accepted guidelines
for radiographic exposures should be followed.

Restorative dentistry: In cases where remineralization of
noncavitated, demineralized tooth surfaces is not success-
ful, as demonstrated by progression of carious lesions, dental
restorations are necessary. Preservation of tooth structure,
esthetics, and each individual patient's needs must be con-
sidered when selecting a restorative material. ̂ ^ Molars with
extensive caries or malformed, hypoplastic enamel for which
traditional amalgam or composite resin restorations are not
feasible may require full coverage restorations. ̂ '

Recommendations: Each adolescent patient and resto-
ration must be evaluated on an individual basis. Preservation
of noncarious tooth structure is desirable.

Periodontal diseases

Adolescence can be a critical period in periodontal status
of the human. Epidemiologic and immunologic data sug-
gests that irreversible tissue damage from periodontal disease
begins in late adolescence and early adulthood. Pubertal
changes characteristically affect the periodontium of the
young adolescent with an increase in inflammation which
is, in most cases, manageable through oral hygiene and regu-
lar professional care.

Acute conditions: The adolescent may be subjected to acute
conditions such as acute necrotizing ulcerative gingivitis,
periodontitis, and traumatic injuries, which can require
immediate and occasional long-term management. In most
cases, early diagnosis, treatment, and appropriate manage-
ment can prevent irreversible damage. ^̂ '̂ ''

Recommendations: Acute intraoral infection involving
the periodontium and oral mucosa requires immediate treat-
ment. Therapeutic management should be based on
currently accepted techniques of periodontal therapy. Trau-
matic injuries to the teeth and periodontium always require
dental evaluation and treatment.

Chronic conditions: Chronic conditions affecting the ado-
lescent include, but are not limited to, gingivitis, puberty
gingivitis, hyperpiastic gingivitis related to orthodontic
therapy, drug-related gingivitis, pregnancy gingivitis, local-
ized juvenile periodontitis, and periodontitis. "" '̂

Personal oral hygiene and regular professional interven-
tion can minimize occurrence of these conditions and
prevent irreversible damage.

Recommendations: The adolescent will benefit from an
individualized preventive dental health program, which in-
cludes the following items aimed specifically at periodontal
health:
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1. Patient education emphasizing the etiology, character-
istics, and prevention of periodontal diseases, as well
as self-hygiene skills.

2. A personal, age-appropriate oral hygiene program in-
cluding plaque removal, oral health self-assessment,
and diet. Sulcular brushing and flossing should be in-
cluded in plaque removal, and frequent follow-up to
determine adequacy of plaque removal and improve-
ment of gingival health should be considered.

3. Regular professional intervention, the frequency of
which should be based on individual needs and should
include evaluation of personal oral hygiene success,
periodontal status, and potential complicating factors,
such as medical conditions, malocclusion, or handicap-
ping conditions. Periodontal probing, periodontal
charting, and radiographic periodontal diagnosis
should become a consideration when caring for the
adolescent. The extent and nature of the periodontal
evaluation should be determined professionally on an
individual basis.

Occlusal considerations

Malocclusion can be a significant treatment need in the
adolescent population as both environmental and genetic
factors come into play. Although the genetic basis of much
malocclusion makes it unpreventable, numerous methods
exist to treat the occlusal disharmonies, temporomandibu-
lar joint dysfunction, periodontal disease, and disfiguration,
which may be associated with malocclusion. Within the area
of occlusal problems are several tooth/jaw-related discrep-
ancies, which can affect the adolescent. Third-molar
malposition and temporomandibular disorders require spe-
cial attention to avoid long-term problems. Congenitally
missing teeth present complex problems for the adolescent
and oft:en require combined orthodontic and restorative care
for satisfactory resolution.

Malocclusion: Any tooth/jaw positional problems that
present significant esthetic, functional, physiologic, or emo-
tional dysfunction are potential difficulties for the
adolescent. These can include single or multiple tooth
malpositions, tooth/jaw size discrepancies, and craniofacial
disfigurements.

Recommendations: Any malposition of teeth,
malrelationship of teeth to jaws, tooth/jaw size discrepancy,
bimaxillary malrelationship, or craniofacial malformations
or disfigurement that presents functional, esthetic, physi-
ologic, or emotional problems to the adolescent should be
evaluated by the appropriately trained dentist or professional
team. Treatment of malocclusion by an appropriately
trained and/or experienced dentist should be based on pro-
fessional diagnosis, available treatment options, patient
motivation and readiness, and other factors to maximize
progress.

Third molars: Third molars can present acute and chronic
problems for the adolescent. lmpaction or malposition lead-
ing to such problems as pericoronitis, caries, cysts, or
periodontal problems merits evaluation for removal. ^'^•^^ The
role of the third molar as a functional tooth should also be
considered.

Recommendations: Evaluation of third molars, includ-
ing radiographic diagnostic aids, should be an integral part
of the dental examination of the adolescent. Treatment of
third molars that are potential or active problems should be
performed by an appropriately trained and/or experienced
dentist. Diagnostic criteria for extraction should be those
currently accepted by the dental profession.

Temporomandibular joint problems: Disorders ofthe tem-
poromandibular joint can occur at any age, but adolescence
may provide the stimulus to trigger problems.•^''''''

Recommendations: Evaluation ofthe temporomandibu-
lar joint and related structures should be a part of the
examination of the adolescent. Abnormalities should be
managed by an appropriately trained and/or experienced
dentist following clinically accepted procedures."'^^

Congenitally missing teeth: The impact of a congenitally
missing permanent tooth on the developing dentition can
be significant.^ When treating adolescent patients who are
congenitally missing teeth, many factors must be taken into
consideration including, but not limited to, esthetics, pa-
tient age, and growth potential, as well as periodontal and
oral surgical needs.'̂ '̂ ^

Recommendations: Evaluation of congenitally missing
permanent teeth should include both immediate and long-
term management. Management should be by an
appropriately trained and/or experienced dentist, and a team
approach may be indicated.

Ectopic eruption: Abnormal eruption patterns of the
adolescent's permanent teeth can contribute to root resorp-
tion, bone loss, gingival defects, space loss, and esthetic
concerns. Early diagnosis and treatment of ectopically erupt-
ing teeth can result in a healthier and more esthetic
dentition. Prevention and treatment may include extraction
of deciduous teeth, surgical intervention, and/or endodon-
tic, orthodontic, periodontal, and/or restorative care.'''"'"'

Recommendations: The dentist should be proactive in
diagnosing and treating ectopic eruption in the young ado-
lescent. Early diagnosis of ectopic eruption is important. An
appropriately trained and/or experienced dentist should
manage treatment and a team approach may be necessary.

Additional considerations in oral/
dental management ofthe adolescent

The adolescent can present particular psychosociai charac-
teristics that impact the health status ofthe oral cavity, care
seeking, and compliance. The self-concept development
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process, emergence of independence, and the influence of
peers are just a few of the psychodynamic factors impact-
ing dental health during this period.'•'''•"'

Discolored or stained teeth: Desire to improve esthetics of
the dentition by tooth whitening and removal of stained
areas or defects can be a concern of the adolescent. Indica-
tions for the appropriate use of tooth-whitening methods
and products are dependent upon correct diagnosis.'"

The dentist must determine the appropriate mode of
treatment. Use of bleaching agents, microabrasion, place-
ment of an esthetic restoration, or a combination of
treatments all can be considered.

Recommendations: For the adolescent patient, tooth
whitening can be considered as a part of a comprehensive
treatment plan that takes into consideration the patient's age,
oral hygiene, and caries status. A dentist should monitor the
bleaching process ensuring the least invasive, most effective
treatment method. ''̂

Tobacco use: Significant oral, dental, and systemic health
consequences and death are associated with all forms of to-
bacco use. Smoking and other tobacco use almost always
are initiated and established in adolescence.'*''"

Recommendations: Education ofthe adolescent patient
on the oral and systemic consequences of tobacco use should
be part of each patient's oral health education. For those
adolescent patients who use tobacco products, the practi-
tioner should provide or refer the patient to appropriate
educational and counseling services.'''''''''

Positive youth development: Treatment and management
of adolescent oral health that takes into account the
adolescent's psychological and social needs can be ap-
proached through the framework of positive youth
development (PYD).''^ The approach goes beyond tradi-
tional prevention, intervention, and treatment of risky
behaviors and problems and suggests that a strong interper-
sonal relationship between the adolescent patient and the
pediatric dentist can be influential in improving adolescent
oral health and transitioning patients to adult care. In the
office, dental professionals have a unique opportunity to
serve as positive role models.

Recommendations: PYD should be recognized as con-
taining a number of key elements that are relevant to
pediatric dentistry:

1. providing youth with safe and supportive environ-
ments;

2. fostering relationships between young people and car-
ing adults who can mentor and guide them;

3. promoting healthy lifestyles and teaching positive pat-
terns of social interaction;

4. providing a safety net in times of need.''̂
Integrating PYD into clinical practice can be attained

through continuing education on adolescent development
issues, as well as partnerships with community-based orga-

nizations and schools. The pediatric dentists can be a part
ofthe myriad of adolescent support and services.

Psychosociai and other considerations: Behavior manage-
ment of the adolescent may require dealing with anxiety,
phobia, or intellectual dysfunction.' These special-needs
patients should receive attention to these aspects oftheir care
by appropriately trained dentists. Referral to nondental pro-
fessionals or a team approach may be indicated.

Additional examples of oral problems associated with
adolescent behaviors include, but are not limited to:

1. oral manifestations of venereal diseases;
2. effects of oral contraceptives on periodontal structures;
3. perimyolysis in anorexia nervosa;
4. traumatic injury to teeth and oral structures in athletic or

other activities (short- and long-term management);'"''"
5. intraoral and perioral piercing with possible local and

systemic effects."'"
The impact of psychosociai factors relating to oral health

must include consideration of the following:
1. changes in dietary habits (fads, freedom to snack, in-

creased energy needs, access to carbohydrates);
2. use and abuse of drugs;
3. motivation for maintenance of good oral hygiene;
4. potential for traumatic injury;
5. adolescent as responsible for care;
6. lack of knowledge about periodontal disease.

Physiologic changes also can account for significant oral
problems in the adolescent. These include:

1. loss of remaining primary teeth;
2. eruption of remaining permanent teeth;
3. gingival maturity;
4. facial growth;
5. hormonal changes.

Recommendations:
1. Oral health care of the adolescent should be provided

by a dentist who has appropriate training in manag-
ing the specific needs of this patient. The general
dentist should consider referral to a specialist for treat-
ment of particular problems outside his or her
expertise. This may include both dental and nondental
problems.

2. Attention should be given to the particular psychoso-
ciai aspects of adolescent dental care. Issues of consent,
confidentiality, compliance, and others should be ad-
dressed in the care of these patients.

3. A complete oral health care program for the adolescent
requires an educational component which addresses the
particular concerns and needs ofthe adolescent patient
and focuses on:
a. specific behaviorally and physiologically induced

oral manifestations in this age group;
b. shared responsibility for care and health by the ado-

lescent and provider;
c. consequences of adolescent behavior on oral health.



Reference Manual 2004-2005 Clinical Guidelines 75
References

1. American Psychological Association. Developing ado-
lescents: A reference for professionals. Washington, DC:
American Psychological Association; 2002.

2. US Census Bureau. (2001a) Census 2000 PHC-T-9.
Population by age, sex, race for the United States.
Census 2000 Summary File I. Available at: http:/
factfinder.census.gov. Accessed September 29, 2002.

3. Pinkham JR. Pediatric Dentistry Infancy Through
Adolesence. 3rd ed. Philadelphia, Pa: WB Saunders Co;
1999:579-635.

4. National Institutes of Health. Consensus development
conference statement: Diagnosis and management of
dental caries throughout life, March 26-28, 2QQ\.JAm
DentAssoc. 2001; 132:153-1161.

5. Macgregor ID, Regis D, Balding J. Self-concept and
dental health behaviors in udolescents. J Clin Periodontol.
1997;24:335-339.

6. Yu SM, Bellamy HA, Schwalberg RH, Drum MA. Fac-
tors associated with use of preventive dental and health
services among US adolescents. J Adolesc Health.
2001;29:393-405.

7. Kaste LM, Selwitz RH, Oldakowski JA, et al. Coronal
caries in the primary and permanent dentition of chil-
dren and adolescents 1-17 years of age: United States,
\988-\99\. JDent Res. 1996;75 (special issue) :631-641.

8. Allukian M Jr. The neglected epidemic and the Sur-
geon General's report: A call to action for better oral
health. AmJ Public Health. 2000;90:843-845.

9. Vargas CM, Crall JJ, Schneider DA. Sociodemographic
distribution of dental caries: NHANES III, 1988-
1994./v4^w DentAssoc. 1998;129:1229-1238.

10. Burt BA. Prevention policies in light ofthe changed
distribution of dental caries. Acta Odontol Scand.
1998;36:179-186.

11. Kirkham J, Robinson C, Strong M, Shore RC. Fffects
of frequency of acid exposure on demineralization/
remineralization behavior of human enamel in vitro.
Caries Res. 1994;28:9-13.

12. Howze KA. Health for teens in care: A judge's guide. 2002.
Washington, DC: American Bar Association; 2002.

13. Majewski RF. Dental caries in adolescents associated
with caffeinated carbonated beverages. Pediatr Dent.
2001;23:198-203.

14. Fox K. Soft drinks under scrutiny. ADA News. Novem-
ber 18,2000.

15. Irwin CE, Millstein SG. Biophysical correlates of risk-
taking behaviors during zdoXescence. J Adolescent
Health Care. 1986;7:825-965.

16. CDC. Recommendations for using fluoride to prevent
and control dental caries in the United States. MMWR.
2001;50(RRl4):l-42.

17. Macgregor IDM, Balding J, Regis D. Toothbrushing
schedule, motivation, and lifestyle behaviors in 1,11^
young adolescents. Community Dent Health. 1996;
13:232-237.

18. Freeman R, Sheiham A. Understanding decision-mak-
ing process for sugar consumption in adolescents.
Community Dent Oral Epidemiol. 1997;25:228-232.

19. Feigal RJ. The use of pit and fissure sealants. Pediatr
Dent. 2002;24(5):4l5-422.

20. Donly K. Pediatric Restorative Dentistry Consensus
Conference. Pediatr Dent. 2002;24(5):374.

21. Croll TP, Castaldi CR. The preformed stainless steel
crown for restoration of permanent posterior teeth in
special cs.ses. J Am DentAssoc. 1978;97:644-649.

22. Modeer T, Wondimu B. Periodontal diseases in chil-
dren and adolescents. Dent Clin North Am. 2000;
44:633-658.

23. Grossi SG, Zambon JJ, Ho AW, Koch G, Dunford
RG, Machtei EE, Norderyd OM, Genco RJ. Assess-
ment of risk for periodontal disease. I. Risk indicators
for attachment \oss. J Periodontol. 1994;65:260-267.

24. Grossi SG, Genco RJ, Machtei EE, Ho AW, Koch G,
Dunford R, Zambon JJ, Hausmann EE. Assessment
of risk for periodontal disease. II. Risk indicators for
alveolar bone \oss. J Periodontol. 1995;66:23-29.

25. Waller JH, Maiden N, Rapid cystic involvement ofa
lower third molar. Dent Update. 1999;26:166-167.

26. Litonjua LS. Pericoronitis, deep fascial space infections,
and the impacted third molar. J Philipp Dent Assoc.
1996;47:43-47.

27. American Academy of Pediatric Dentistry. Treatment
of temporomandibular disorders in children: Summary
statements and recommendations./y4w2 DentAssoc.
1990;120:265-269.

28. Riolo ML, ten Have TR, Brandt D. Clinical validity
ofthe relationship between TMJ signs and symptoms
in children and yout\\. JDent Child. 1988;55:110-113.

29. Aiamoudi N, Farsi N, Salako N, Feteih R. Temporo-
mandibular disorders among school children. / Clin
Pediatr Dent. 1998;22:323-329.

30. Nydell A, Heikimo M, Koch G. Craniomandibular
disorders in children: A critical review ofthe literature.
SwedDentJ. 1994;18:191-205.

31. National Institutes of Health. Management of tem-
poromandibular disorders. NIH Techno Assess
Statement Bethesda, Md; 1996:1-31. Available at:
http://consensus.nih.gOv/ta/018/018_statement.htm.
Accessed September 29, 2002.

32. Skeppar J, Nilner M. Treatment of craniomandibular
disorders in children and young adults. / Orofac Pain.
1993;7:362-369.

33. Garg AK. Treatment of congenitally missing maxillary
incisors: Orthodontics, bone grafts, and osseointegrated
implants. Dent Implantol Update. 2002; 13:9-14.

34. Wexler G. Missing upper lateral incisors: Orthodon-
tic considerations in young patients. Annals ofthe Royal
Australasian College of Oral Surgeons. 2002; 15:136-140.

35. Richardson G, Russell KA. Congenitally missing maxillary
incisors and orthodontic treatment considerations for the
single tooth implant./Gz« DentAssos. 2001; 67:25-28.



76 Cliniail Guidelines Anieriam Aaidemv of Pediatric Deiitism'

36. Chaushu S, Sharabi S, Becker A. Dental morphologic
characteristics of normal versus delayed developing
dentitions with palatally displaced canines. AmJ Ortho
Dentofacial Orthop. 2002; 121:399-346.

37. Kojima R, Taguchi Y, Kabayashi H, Noda T. Exter-
nal root resorption ofthe maxillary permanent incisors
caused by ectopically erupting canines./ C/z« Pediatr
Dent. 2002;26:193-197.

38. Ericson S, Kurol PJ. Resorption of incisors after ectopic
eruption of maxillary canines. Angle Orthodont.
2000;70:4l5-423.

39. Shapira Y, Borell G, Kuftinec MM. Bringing impacted
mandibular second premolars into occlusion. J Am
DentAssoc. 1996;127:1075-1078.

40. Kurol J. Early treatment of tooth eruption disturbances.
AmJ Ortho Dentofacial Orthop. 2002;121:588-591.

41. Sarrett DC. Tooth whitening today./y4w DentAssoc.
2002;133:1535-1538.

42. Li Y. Tooth bleaching using peroxide containing
agents: Current status of safety issues. Compendium.
1998;19:783-796.

43. DHHS. Preventing tobacco use amongyoungpeople: Report
ofthe Surgeon General. Adanta, Ga: DHHS, CDC, Na-
tional Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health; 1994.

AA. CDC. Tobacco use among high school students-
United States, \997. MMWR. 1998;47:229-233.

45. Tomar SL, Winn DM, Swango PA, Giovino GA,
Kleinman DV. Oral mucosai smokeless tobacco lesions
among adolescents in the United States. / Dent Res.
1997;76:1277-1286.

46. American Dental Association. Summary of policy and
recommendations regarding tobacco: 1964 - present.
ADA Resolution lH-1992. In: ADA Transactions
1992. Chicago, 111: ADA; 1993:598.

47. American Cancer Society, National Cancer Institute,
National Institutes of Health. How to help your pa-
tients stop using tobacco: A National Cancer Institute
manual for the oral health team. Bethesda, Md: NIH,
DHHS, Public Health Service; August 1998. NIH
Publication No. 98-3191.

48. DHHS. Administration for Children and Families. To-
ward a blueprint for youth: Making positive youth
development a national priority. Rockville, Md: DHHS;
November, 2002. Available at: http://
www.acf.dhhs.gov/programs/fysb/youthinfo/
blueprint2.htm. Accessed March 18, 2003.

49. Ranalli DN. Sports dentistry. Dental Clinics of North
America. Philadelphia, Pa.:WB Saunders Co; 2000.

50. Cortes MIS, Marcenes W, Sheiham A. Impact of trau-
matic injuries to the permanent teeth on the oral
health-related quality of life in 12- to l4-year-old chil-
dren. Community Dent Oral Epidemiol. 2002;
30:193-198.

51. American Dental Association. Statement on intraoral/
perioral piercing. Available at http://www.ada.org/
prac/piercing.html. Accessed October 4, 1999.

52. Boardman R Smith RA. Dental implications of oral
pitrcmg.J Calif Dent Assoc. 1997;25;200-207.




