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Purpose

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

Methods

The proceedings of the Conference on Early Childhood Caries
held in Bethesda, Maryland in October, 1997 were reviewed. A
MEDLINE search was conducted using the terms “early child-
hood caries”, “nursing caries”, and “bottle caries”.

Background

Caries is biofilm mediated acid demineralization of enamel or
dentin. The disease of 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), >5 (age 4), or >6 (age 5) surfaces constitutes
S-ECC.?

While the collective oral health of children has improved
over the past several decades, between 1988-1994 and 1999-
2004, prevalence of caries in primary teeth increased for youths
aged 2 to 11 years. 2 For 2 to 5 year olds, the prevalence increased
from approximately 24% to 28%.3 ECC, a serious public health
problem, is prevalent in low socioeconomic groups, but also is
found in the general population.3+

ECC can be a particularly virulent form of caries, beginning
soon after dental eruption, developing on smooth surfaces,
progressing rapidly, and having a lasting detrimental impact
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on the dentition. Children experiencing caries as infants or
toddlers have a much greater probability of subsequent caries
in both the primary and permanent dentitions.5"® Not only does
ECC affect teeth, but consequences of this disease may lead to
more widespread health issues.>'* Infants with ECC grow at a
slower pace than caries-free infants. Some young children with
ECC may be severely underweight because of associated pain
and the disinclination to eat. ECC also may be associated w1th
iron deficiency.*

Prevention of ECC begins with intervention in the prenatal
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.”s There is considerable presumptive
evidence that malnutrition/undernutrition during the perina-
tal period causes hypoplasia.” A consistent association exists
between clinical hypoplasia and ECC."*'s 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.o69

Motivational interviewing may help direct parents to
improve home oral health habits.** Frequent bottle feeding at
night, breast-feeding upon demand, and extended and repeti-
tive use of a no-spill training cup are associated with, but not
consistently implicated in, ECC.** However, the severity of ECC
is associated with poor feeding habits.® Because poor feeding
practices alone will not cause caries, previously used terms
such as “baby bottle tooth decay”, “bottle mouth”, and “nursing
decay” are misleading. ECC is a term that better reflects the
multifactorial etiologic process.

When very young children have not been the beneficiaries
of adequate preventive care and, subsequently, develop ECC,
therapeutic intervention should be provided by a practitioner
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 specific for each individual patient.
Areas of decalcification and hypoplasia can rapidly develop
cavitation. The use of anticariogenic agents may reduce the risk
of development and progression of caries. Alternative restor-
ative treatment (ART) techniques, using materials such as glass
ionomers that release fluoride, are efficacious in both preven-
tive and therapeutic approaches.* 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 second-
ary caries and are less likely than other restorations to require
retreatment.?*¢ Low levels of compliance with follow-up care
and a high recidivism rate of children requiring additional
treatment also can influence a practitioner’s decisions for
management of ECC.*

The extent of the disease process as well as the patient’s
developmental level and comprehension skills affect the
practitioner’s behavior guidance approaches. To perform treat-
ment effectively and efficiently while instilling a positive dental
attitude, the practitioner caring for a child with ECC often must
employ advanced behavior guidance techniques. These may
include protective stabilization and/or sedation or general
anesthesia. The success of restorations may be influenced by
the child’s response to the chosen behavior guidance technique.
Although general anesthesia may provide optimal conditions to
perform restorative procedures, it can add significantly to the
cost of care. General anesthesia, 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.
Health care providers who diagnose ECC should either provide
therapy or refer the patient to an appropriately trained individ-
ual for treatment. Immediate intervention is medically neces-
sary to prevent further destruction, as well as more widespread
health problems. Because children who experience ECC are at
greater risk for subsequent caries development, preventive and
therapeutic measures such as optimizing home care, ART, more
frequent visits with regimented applications of topical fluoride,
and full crown coverage often are necessary. The dental care
provider must assess the patient’s developmental level and
comprehension skills, as well as the extent of the disease
process, to determine the need for advanced behavior guidance
techniques such as protective stabilization, sedation, or general
anesthesia.
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