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TO: ALL COUNTY W E L F A R E DIRECTORS 
ALL COUNTY W E L F A R E S E R V I C E S PROGRAM MANAGERS 
ALL CHIEF PROBATION O F F I C E R S 

S U B J E C T : OUTCOME INDICATOR ON HEALTH AND DENTAL A S S E S S M E N T S 

The Child Welfare System Improvement and Accountability Act, Assembly Bill (AB) 636, 
placed increased importance on the need for accurate, timely and complete Child 
Welfare Services (CWS) data. The primary source for this data is the Child Welfare 
Services Case Management System (CWS/CMS), which produces Outcomes and 
Accountability Quarterly Data Reports for each child welfare agency. 

This All County Information Notice (ACIN) is intended to assist counties in meeting 
critical C W S program documentation, data reporting and program performance 
measurement requirements. This and future ACINs will provide information to assist 
counties in following uniform program policy and data entry procedures with the goal of 
continuously improved CWS/CMS data accuracy. 

The purpose of this ACIN is to ensure complete and accurate CWS/CMS case records 
by providing existing program requirements and data entry procedures regarding health 
and dental assessments. It is not intended to impose new requirements. 

Introduction of New Measure: Measure 5B - Health and Dental Assessments 

This measure reports the percent of children who meet the periodicity schedule for 
medical and dental assessments. Attachment A describes the methodology used for 
this new measure. The requirements for these assessments are specified in the 
following attachment to the Child Health and Disability Prevention (CHDP) Program 
provider manual: 

http://files.medi-cal.ca.gov/pubsdoco/publications/Masters
Other/CHDP/forms/periodhealth_c01.pdf
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Welfare Services (CWS) data.  The primary source for this data is the Child Welfare 
Services Case Management System (CWS/CMS), which produces Outcomes and 
Accountability Quarterly Data Reports for each child welfare agency. 
 
This All County Information Notice (ACIN) is intended to assist counties in meeting 
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Additionally, it shows the percent of children who meet the periodicity schedule for 
dental assessments in the following CHDP provider information notice: 

http://www.dhcs.ca.gov/services/chdp/Documents/Letters/chdppl0413.pdf 

Although these schedules apply to all CHDP Program eligible children, this measure will 
apply only to children placed by county C W S agencies. 

According to Title 17 of the California Code of Regulations (Division 1, Chapter 4, 
Subchapter 13, Article 4, Section 6847(c)), "Persons eligible for periodic health 
assessments shall receive one assessment during each age period listed... [and] ...will 
be considered overdue for an assessment on the first day he or she enters a new age 
period without assessment being performed in the previous age period." For example, 
a child must receive at least one CHDP health assessment (or equivalent) between his 
or her second and third birthdays. 

Health Insurance Portability and Accountability Act 

The Health Insurance Portability and Accountability Act of 1996 does not restrict the 
receipt of medical information by a social worker or juvenile probation officer who has 
care and custody of a foster child and does not restrict the entry of the child's medical 
information into the CWS/CMS system. State law has been clarified on this point by AB 
1687 (Statues of 2007), which recently added Civil Code 56.103. Entry of medical data 
into the CWS/CMS system and provision of the health passport to the child's foster 
parent are required under state law to assist with the coordination of health care service 
to the minor and thus allowed under Civil Code 56.103. The foster parent should be 
carefully and strongly advised about the need to keep the child's health information 
confidential, aside from sharing it with the child's social worker, probation officer, or 
medical services provider. 

Please use the following link to the Health Care Program for Children in Foster Care at 
http://www.dhcs.ca.gov/services/HCPCFC/Documents/guide.pdf for additional program 
and resource assistance. For a current roster of dentists accepting new Denti-Cal 
patients: http://www.denti-cal.ca.gov/WSI/Bene.jsp?fname=ProvReferral 

Data Entry Instructions 

For data entry instructions, please refer to the Health Education Passport New User 
Curriculum at 
http://www.hwcws.cahwnet.gov/Training/NewUser/Curriculum/HEP_NU/_10_HEP_101.
doc# Toc162326346

 
. 
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The following sections apply to Measure 5B: 

Entering CHDP Medical and Dental Exams (page 29) 

Creating a Service Provider Notebook (page 33) and 

Recording Well Child Exam Result (page 34) 

The New User Curriculum was updated with Release 6.1 on November 17, 2007. 
There are screenshots with the instructions in the curriculum. In addition, counties are 
able to demonstrate the data entry with the curriculum and Scenario Manager. 

Two quarters of test data will be shared with the counties. Following the test period, the 
5B measure will officially become a part of the Child Welfare System Improvement and 
AB 636, quarterly reports (estimated start date: January 2008 report) and will be posted 
at http://cssr.berkeley.edu/ucb_childwelfare/Ccfsr.aspx . 

If you have questions or need further information, please contact your California Child 
and Family Services Review Consultant at (916)-651-8100, or send an email to 
chldserv@dss.ca.gov. 

Sincerely, 

Original Document Signed By: 
Francisco Sanchez for 

G R E G O R Y E . R O S E 
Deputy Director 
Children and Family Services Division 

c: California Welfare Directors Association 
Chief Probation Officers of California 

Attachments 
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The following sections apply to Measure 5B: 
 

  Entering CHDP Medical and Dental Exams (page 29) 
 

  Creating a Service Provider Notebook (page 33) and 
 

  Recording Well Child Exam Result (page 34) 
 
The New User Curriculum was updated with Release 6.1 on November 17, 2007.  
There are screenshots with the instructions in the curriculum.  In addition, counties are 
able to demonstrate the data entry with the curriculum and Scenario Manager.   
 
Two quarters of test data will be shared with the counties.  Following the test period, the 
5B measure will officially become a part of the Child Welfare System Improvement and 
AB 636, quarterly reports (estimated start date:  January 2008 report) and will be posted 
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If you have questions or need further information, please contact your California Child 
and Family Services Review Consultant at (916)-651-8100, or send an email to 
chldserv@dss.ca.gov. 
 
Sincerely, 
 
 
Original Document Signed By: 
Francisco Sanchez for 
 
GREGORY E. ROSE 
Deputy Director 
Children and Family Services Division 
 
 
c:  California Welfare Directors Association 
 Chief Probation Officers of California 
 
Attachments 
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Attachment A 

METHODOLOGY FOR MEASURE 5B 
Medical and Dental Care Examinations 

Description 

This measure reports the percent of children who meet the periodicity schedule 
for medical assessments as specified in the following attachment to the Child 
Health and Disability Prevention (CHDP) Program provider manual: 

http://files.medi-cal.ca.gov/pubsdoco/publications/Masters-
Other/CHDP/forms/periodhealth_c01.pdf

 

And the percent of children who meet the periodicity schedule for dental 
assessments in the following CHDP provider information notice: 

http://www.dhcs.ca.gov/services/chdp/Documents/Letters/chdppl0413.pdf 

Although these schedules apply to all CHDP Program eligible children, this 
measure will apply only to children placed by county child welfare service 
agencies. 

According to Title 17 of the California Code of Regulations (Division 1, Chapter 4, 
Subchapter 13, Article 4, Section 6847(c)), "Persons eligible for periodic health 
assessments shall receive one assessment during each age period listed... [and] 
...will be considered overdue for an assessment on the first day he or she enters 
a new age period without assessment being performed in the previous age 
period." For example, a child must receive at least one CHDP health 
assessment (or equivalent) between his or her second and third birthdays. 

Frequency 

This report runs quarterly. Minors must be in placement the last day of the 
quarter. 

Methodology 

Includes: 

Child in open out-of-home placement 
Placement episodes open 31 days or more 
County Welfare Department ("34") is the responsible placement 
agency 
Primary assignment at quarter's end determines county assignment 
Minors' age taken from quarter's end 
Placement home is in California 
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According to Title 17 of the California Code of Regulations (Division 1, Chapter 4, 
Subchapter 13, Article 4, Section 6847(c)), “Persons eligible for periodic health 
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This report runs quarterly. Minors must be in placement the last day of the 
quarter. 
 
Methodology 
 

Includes: 
 

  Child in open out-of-home placement 
  Placement episodes open 31 days or more 
  County Welfare Department (“34”) is the responsible placement 

agency 
  Primary assignment at quarter’s end determines county assignment 
  Minors’ age taken from quarter’s end 
  Placement home is in California 
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Excludes: 

All non-child welfare department placements (probation, etc.) 
Placement episodes less than 31 days 
Children in placement homes outside of California 
Children not in a placement (no run-aways or open episode/closed 
OHP) 
Non-foster care placements ( N F C _ P L C T table) 
Non-dependent Legal Guardians: 

○ Placement Authority not in codes: 1409,1410,1411,1412 and 1413 
○ Placement Facility Type = 5411 (Guardian Home) 

CHDP MEDICAL HEALTH EXAMS 

Does the child have a current CHDP medical assessment or equivalent as of the 
end of the child's current age period? 

Delivered Service contact type codes: 

1746 - Health / CHDP Services 
1769 - CHDP Medical Delivered 
3236 - HEP - CHDP Equivalent Physical Exam 
3238 - HEP - CHDP Physical Exam 

Note: Code 3237 "Medical Visit" is not used to indicate a CHDP equivalent 
exam. 

CHDP DENTAL EXAMS 

Does the child have a current CHDP dental referral as of the end of the child's 
current age period? 

Delivered Service contact type codes: 

1768 - CHDP Dental Delivered 
3239 - HEP - Periodic Dental Exam 

Note: Code 3237 "Dental Visit" is not used to indicate a CHDP equivalent exam. 

 Attachment A 

 

Excludes: 
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CHDP DENTAL EXAMS 
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Screening Requirement 

Section 101 

Table 101.1 PERIODICITY SCHEDULE FOR 
H E A L T H ASSESSMENT REQUIREMENTS BY A G E GROUPS 

Screening Requirement 

Age of Person Being Screened 

Under 

1 mo, 

1-2 

mos. 

3-4 

mos. 

5-6 

mos. 

7-9 

mos. 

10-12 

mos. 

13-15 

mos. 

16-23 

mos. 

2 

Y r . 

3 

Y r . 

4-5 

Y r . 

6-8 

Y r . 

9-12 

Y r . 

13-16 

Y r . 

17-20 

Y r . 

Interval Unti l Next E x a m 1 mo. 2 mo. 2 mo. 2 mo. 3 mos. 3 mos. 3 mos. 6 mos. 1 yr. 1yr 2 y r 3  y r 4 yr . 4 yr . None 

History and Physical Examinat ion . . . . . . . . . . . . . . . 

Dental Assessment . . . . . . . . . . . . . . . 

Nutrit ional Assessment 
. . . . . . . . . . . . . . . 

Developmenta l /Behviora l 
. . . . . . . . . . . . . . . 

Anticipatory Guidance 
. . . . . . . . . . . . . . . 

Tobacco Assessment . . . . . . . . . . . . . . . 

P e l v i c E x a m 1 
                          . . 

Measurements 

Head Circumference 
. . . . . . . .               

Height/Length and Weight . . . . . . . . . . . . . . . 

Blood Pressure 
                  . . . . . . 

Sensory Screening 

V i s u a l Acui ty Test (Sne l len) 2                   . . . . . . 

C l i n i c a l Observation . . . . . . . . . . . . . . . 
Audiometric 2                   . . . . . . 

Non-audiometric . . . . . . . . . . . . . . . 

Procedures/Tests 

Tubercul in Test                     .   . .   

T B Exposure R i s k Assessment . . . . . . . . . . . . . . . 

Hematocrit or Hemoglobin         .   .   . . . . . . . 

Urine Dipst ick or U r i n a l y s i s                     . . . . . 

Blood Lead Test           .     .             

Blood Lead R i s k Assessment       . . . . . . . .         

Other Laboratory TESTS 

V D R L  . R P R ,  o r A R  T To be done when health history and/or physical examination warrants. 

Gonorrhea T e s t To be done w h e n health history and/or physical examination warrants. 

C h l a m y d i a Test To be done w h e n health history and/or physical examination warrants. 

Papanicolaou (Pap) Smear To be done when health history and/or physical examination warrants. 

S i c k l e C e l l To be done when health history and/or physical examination warrants. 

O v a and Parasites To be done when health history and/or physical examination warrants. 

Immunizations Adminis ter as necessary to make status current. 

N O T E  : C h i l d r e n coming under care who have not received all the recommended procedures for an earlier age should be brought up-
to-date as appropriate. 

1. Recommended for sexual ly active females and females age 18 years and older. 

2 .Sne llen testing and audiometric testing should start at age 3 years  i f possible. C l i n i c a l observation and nonaudiometric testing 
may be substituted if child is uncooperative. 

Department  of Health C a r e Services , Systems of C a r e D i v i s i o n . C h i l d r e n ' s Medical Services Branch 

Date issued September 2007 101-2 



State of California-Health and Human Services Agency 

Department of Health Services 

California 
Department
of Health Services 

S A N D R A S H E W R Y 

Director ARNOLD SCHWARZENEGGER 
Governor 

June 18, 2004 

CHDP Program Letter No.: 04-13 

TO: ALL COUNTY CHILD HEALTH AND DISABILITY PREVENTION (CHDP) 
PROGRAM D I R E C T O R S , D E P U T Y D I R E C T O R S , S T A T E CHILDREN'S 
MEDICAL S E R V I C E S (CMS) BRANCH S T A F F AND REGIONAL O F F I C E 
S T A F F 

S U B J E C T : CHDP PROVIDER INFORMATION NOTICE NO.: 04-13 CHDP 
RECOMMENDATION TO R E F E  R CHILDREN TO A DENTIST 
BEGINNING AT ONE Y E A R OF A G E 

Enclosed is the CHDP Provider Information Notice No.: 04-13 announcing the new 
CHDP recommendation to refer children annually to a dentist beginning at one year of 
age. Also included as enclosures are the following documents: 

1) The American Academy of Pediatrics policy statement, "Oral Health Risk 
Assessment Timing and Establishment of the Dental Home;" 

2) The revised Periodicity Schedule for Dental Referral by Age; 

3) The revised PM 160 Dental Guide. 

Please review and distribute this Provider Information Notice and enclosures, without 
any changes, to providers in your local program area and complete and return the 
enclosed "Report of Distribution." 

Please be prepared to assist providers in locating dentists if they should have difficulty 
in making these referrals. If you have any questions, please contact your Regional 
Office Nurse Consultant. 

Original signed by Marian Dalsey, M.D., M.P.H. 

Marian Dalsey, M.D., M.P.H., Acting Chief 
Children's Medical Services Branch 

Enclosures 

1515 K Street, Suite 400, MS 8100, P.O. Box 997413, Sacramento, CA 95899-7413 
(916) 327-1400 

Internet Address: http://www.dhs.ca.gov/pcfh/cms  

http:/www.dhs.ca.gov/pcfh/cms
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CHDP Provider Information Notice No.: 04-13 

TO: ALL CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM 
P R O V I D E R S 

S U B J E C T : CHDP RECOMMENDATION OF DENTAL R E F E R R A L BEGINNING AT 
ONE Y E A R O F A G E 

The purpose of this notice is to inform providers of the new CHDP recommendation to 
begin referring children to a dentist at one year of age, and to provide changes to certain 
documents reflecting the new recommendation. 

Background Information 
Dental caries is the most prevalent infectious and chronic childhood disease (five times 
more prevalent than asthma). Early childhood caries (ECC) often starts as soon as the 
first tooth erupts, around 6 months of age. Studies show that more than one-third of 
children have dental caries by the time they reach kindergarten. E C  C affects children in 
all racial and socioeconomic groups; however, there is a higher prevalence in children of 
low-income families, where it occurs in epidemic proportions. 

In May of 2003, the American Academy of Pediatrics (AAP) released a Policy Statement, 
"Oral Health Risk Assessment Timing and Establishment of the Dental Home." In this 
Statement, the AAP discusses the transference of oral flora from the mother (or other 
caregiver) to the child, inoculating the child between 6 and 30 months with cariogenic 
organisms. To prevent caries in children, high-risk children and caregivers must be 
identified, preferably during prenatal care. Decreasing the level of cariogenic bacteria in 
the mother's oral flora can impact the child's predisposition to caries. Aggressive 
strategies for both the mother and the child should be adopted, including anticipatory 
guidance, behavior modification (oral hygiene and feeding practices) and the 
establishment of a dental home by one year of age. The complete policy statement is 
attached as Enclosure 1 or you may visit the AAP website: www .aap.org. 

1515 K Street, Suite 400, MS 8100, P.O. Box 997413, Sacramento, CA 95899-7413 
(916) 327-1400 

Internet Address: http://www.dhs.ca.goy/pcfh/cms 

http://www.aap.org
http://www.dhs.ca.gov/pcfh.cms
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Another source of pertinent information for the health care provider is, "A Health 
Professional's Guide to Pediatric Oral Health Management" found at the National 
Maternal and Child Health website, www.mchoralhealth.org/PediatricOH/index.htm. 
This guide offers 7 modules for training health care providers to identify high-risk children, 
screen, offer anticipatory guidance and refer infants and young children to oral health 
professionals. 

National dental and public health organizations also support a child's first dental visit by 
one year of age. These include the American Dental Association, American Academy of 
Pediatric Dentistry, American Public Health Association, Association of State and 
Territorial Dental Directors and statewide organizations such as California Dental 
Association, California Society of Pediatric Dentists, and the California Dental Hygienist's 
Association. 

Early and Periodic, Screening, Diagnosis and Treatment (EPSDT) statutes (Code of 
Federal Regulations, Title 42) governing the State CHDP program require the provision of 
dental services "at intervals which meet reasonable standards of dental practice, as 
determined by the State after consultation with recognized dental organizations involved 
in child health care." 

Change in Age Recommendation for Dental Referrals 
Therefore, in accordance with the recommendation of the AAP and the above-mentioned 
national and statewide dental organizations, effective the date of this letter, the CHDP 
program recommends a direct referral to a dentist beginning at one year of age and 
annually thereafter. This recommendation does not change the regulatory mandate of a 
dental referral at three years of age. 

If you are unable to locate a dentist to refer the child, please contact your local CHDP 
program for assistance. 

The following documents have been revised to reflect the new recommendation. 
Relevant changes to the CHDP Provider Manual and Health Assessment Guidelines will 
be available at a later date. 

http://www.mchoralhealth.org/PediatricOH/index.htm
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1. Periodicity Schedule for Dental Referral by Age. (Enclosure 2) 

2. The revised "PM 160 Dental Guide" is included, and can be downloaded from the 
CHDP website:  www.dhs.ca.gov/chdp (Click on forms and publications) for its full 
color version. (Enclosure 3) 

If you have any questions, please contact your local CHDP program. 

Original signed by Marian Dalsey, M.D., M.P.H. 

Marian Dalsey, M.D., M.P.H., Acting Chief 
Children's Medical Services Branch 

Enclosures 

http://www.dhs.ca.gov/chdp


A M E R I C A N A C A D E M Y O F P E D I A T R I C S 

P O L I C Y S T A T E M E N T 
Organizational Principles to Guide and Define the Chi ld Health Care System and/or improve the Health of A l l Children 

Sect ion on Pediatr ic Dent i s t ry 

Oral Health Risk Assessment Timing and Establishment of the 
Dental Home 

A B S T R A C T . Early childhood dental caries has been 
reported by the Centers for Disease Control and Preven­
tion to be perhaps the most prevalent infectious disease 
of our nation's children. Early childhood dental caries 
occurs in all racial and socioeconomic groups; however, it 
tends to be more prevalent in low-income children, in 
whom it occurs in epidemic proportions. Dental caries 
results from an overgrowth of specific organisms that are 
a part of normally occurring human flora. Human dental 
flora is site specific, and an infant is not colonized until 
the eruption of the primary dentition at approximately 6 
to 30 months of age. The most likely source of inocula­
tion of an infant's dental flora is the mother or another 
intimate care provider, through shared utensils, etc. De­
creasing the level of cariogenic organisms in the mother's 
dental flora at the time of colonization can significantly 
impact the child's predisposition to caries. To prevent 
caries in children, high-risk individuals must be identi­
fied at an early age (preferably high-risk mothers during 
prenatal care), and aggressive strategies should be 
adopted, including anticipatory guidance, behavior mod­
ifications (oral hygiene and feeding practices), and estab­
lishment of a dental home by 1 year of age for children 
deemed at risk. 

I N T R O D U C T I O N 

The C e n t e r s for Disease C o n t r o l a n d P r e v e n t i o n 
reports that denta l caries is perhaps the most 
p r e v a l e n t of infect ious diseases in our nat ion 's 

c h i l d r e n . D e n t a l car ies is 5 t imes more c o m m o n than 
as thma a n d 7 t imes m o r e c o m m o n than h a y fever in 
c h i l d r e n . 1 M o r e than 40% of c h i l d r e n h a v e tooth 
decay by the t ime they reach k i n d e r g a r t e n . 2 In fants 
w h o are o f l o w socioeconomic status, w h o s e mothers 
have a l o w educat ion l eve l , and w h o c o n s u m e s u g ­
ary foods are 32 t imes m o r e l i k e l y to h a v e caries at 
the age of 3 y e a r s than ch i ldren in w h o m those r i s k 
factors are not present . 3 Decay of p r i m a r y teeth can 
affect c h i l d r e n ' s g r o w t h , lead to m a l o c c l u s i o n , and 
result in s ign i f i cant p a i n and potential ly l i fe-threat­
e n i n g s w e l l i n g . Because pediatr ic ians a n d other pe­
dia tr ic health care professionals are far m o r e l i k e l y to 
encounter n e w m o t h e r s and infants than are dentists , 
it is essential that they be a w a r e of the infect ious 
p a t h o p h y s i o l o g y and associated r i sk factors of ear ly 
c h i l d h o o d denta l caries to m a k e appropr ia te de c i -

s ions regarding t imely and effective intervent ion. 
Denta l decay can be w e l l a d v a n c e d by 3 years of age. 

B A C K G R O U N D 
Denta l caries resul ts f r o m an o v e r g r o w t h of spe­

cific organisms that are par t of n o r m a l l y occurr ing 
h u m a n dental f l o r a . 4 Streptococcus mutans a n d Lacto­
bacillus species are cons idered to be p r i n c i p a l indica­
tor organisms of those of a c i d u r i c bacteria responsi ­
ble for caries. H u m a n denta l f lora is site specif ic , and 
an infant i s not co lonized w i t h n o r m a l dental f lora 
unt i l the erupt ion of the p r i m a r y denti t ion at a p p r o x ­
i m a t e l y 6 to 30 m o n t h s of age, 5 - 6 T h e vert ical coloni­
zat ion of S mutans f rom mother to infant is w e l l 
d o c u m e n t e d . 7 '  8 In fact, genotypes of S mutans in i n ­
fants appear identical to those present in mothers in 
a p p r o x i m a t e l y 7 1 % o f mother - infant p a i r s . 9 Fur ther ­
m o r e , evidence suggests that specif ic organisms ex­
hibit discrete w i n d o w s of inoculat ion ; the acquis i t ion 
of S mutans occurs at an average age of a p p r o x i ­
m a t e l y 2 y e a r s . 1  0 

The s ignif icance of this in format ion becomes fo­
cused w h e n cons ider ing 3 points . F i rs t , h i g h caries 
rates r u n in f a m i l i e s 1  1 a n d are passed f r o m mother to 
c h i l d from generation to generat ion. T h e ch i ldren of 
mothers w i t h h igh car ies rates are at a higher r i sk of 
d e c a y , 1  2 Second, a p p r o x i m a t e l y 70% of al l dental 
caries are f o u n d in 20% of our nat ion 's c h i l d r e n . 1  3 

T h i r d , the modi f i ca t ion of the mother ' s dental flora at 
the t ime of the in fant ' s colonizat ion can s igni f i cant ly 
impact the ch i ld ' s caries r a t e . 1 4 - 1  6 Therefore , an oral 
hea l th r i sk assessment before 1 year of age affords 
the oppor tuni ty to ident i fy h i g h - r i s k patients and to 
p r o v i d e t imely re ferra l a n d intervent ion for the c h i l d 
and a l l o w s an i n v a l u a b l e oppor tuni ty to decrease the 
level of cariogenic o r g a n i s m s in the mother w i t h a 
s ignif icant caries r i s k before and d u r i n g colonizat ion 
of the infant . 

P E D I A T R I C S ( I S S N 0031 4005). Copyright © 2003 by the American Acad­
emy of Pediatrics. 

B A S I C P R E V E N T I V E S T R A T E G I E S 
H i s t o r i c a l l y , the a p p r o a c h to p r e v e n t i n g the d e v e l ­

opment of dental caries has been to establish and 
m a i n t a i n good oral h y g i e n e , opt imize sys temic and 
topical f luor ide exposure , a n d e l iminate prolonged 
exposure to s imple s u g a r s in the diet. T h e success of 
this age-old a p p r o a c h is also the foundat ion for the 
ideal s tandard of es tabl ishment of the dental home 
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by 1 year of age, as endorsed by the A m e r i c a n Denta l 
A s s o c i a t i o n , the A m e r i c a n A c a d e m y of Pediatr ic 
D e n t i s t r y , s u p p o r t i n g organiza t ions o f Br ight F u ­
tures , a n d n u m e r o u s other c h i l d r e n ' s heal th organi ­
zat ions . 

Denta l caries typica l ly results f r o m die t -mediated 
shif ts in denta l bacterial p o p u l a t i o n s that favor aci-
dogenic -ac idur ic (cariogenic) o r g a n i s m s , 1  7 T h e j u d i ­
c ious opt imiza t ion of diet, f luor ide intake , and h y ­
giene reverses the ac idur ic shif t , r e s u l t i n g in fewer 
car iogenic f lora and decreased rates of caries . C l i n i ­
cal observat ions suggest that a c i d u r i c shifts are often 
associated w i t h pregnancy , w i t h r e t u r n to prepreg­
n a n c y car iogenic-benign flora rat io o c c u r r i n g on the 
s a m e t imel ine as the co lonizat ion of the infant w i t h 
denta l f lora (6 to 30 m o n t h s of age). T h e o v e r a l l 
strategy is to l o w e r the n u m b e r s of cariogenic bacte­
r ia in the mother ' s m o u t h a n d de lay colonizat ion as 
long as possible ( a v o i d s h a r i n g of spoons, o ra l ly 
c l eans ing paci f iers , etc). 

T o o t h decay is a disease that is , by a n d large, 
preventable . Because of h o w i t i s c a u s e d a n d w h e n i t 
begins, h o w e v e r , steps to p r e v e n t i t idea l ly should 
begin prenata l ly w i t h pregnant w o m e n a n d continue 
w i t h the mother and y o u n g c h i l d , beg inn ing w h e n 
the in fant is a p p r o x i m a t e l y 6 m o n t h s of age, T h e 
p r i m a r y thrust of early r i s k assessment is to screen 
for parent - infant groups w h o are at r i s k of ear ly 
c h i l d h o o d dental caries and w o u l d benefit from ear ly 
aggress ive intervent ion . T h e u l t i m a t e goal of ear ly 
assessment is the t imely d e l i v e r y of educat ional i n ­
format ion to populat ions at h i g h r i s k of caries to 
a v o i d the need for later s u r g i c a l in tervent ion : 

O R A L H E A L T H R I S K A S S E S S M E N T 
E v e r y c h i l d should begin to rece ive ora l hea l th r i s k 

assessments by 6 months of age by a qua l i f i ed pedi ­
a t r i c ian or a qual i f ied pediatr ic hea l th care profes­
s iona l , T h e C a r i e s R i s k A s s e s s m e n t T o o l ( p r o v i d e d 
a n d cont inua l ly updated b y the A m e r i c a n A c a d e m y 
of Pediatr ic Dent i s t ry and a v a i l a b l e a t h t t p : / / w w w ,
a a p d . o r g / m e m b e r s / r e f e r e n c e m a n u a l / p d f s / 0 2 - 0 3 /
C a r i e s % 2 0 R i s k % 2 0 A s s e s s . p d f

 
 

) c a n be u s e d to deter­
m i n e the re lat ive risk of car ies of the patient . In the 
case of the v e r y y o u n g patient , a r i s k assessment to 
ident i fy parents ( u s u a l l y m o t h e r s ) a n d infants w i t h a 
h i g h predispos i t ion to caries can e a s i l y be per formed 
by t a k i n g a s i m p l e dental h i s tory f r o m a n e w mother . 
Ques t ions directed at d ie tary pract ices , f luor ide ex­
posure , o ra l hygiene, u t i l i z a t i o n of dental services , 
a n d the n u m b e r and location of the mother ' s dental 
f i l l ings can g ive a relat ive indica t ion of the mother ' s 
baseline decay potential . F r e q u e n t sugar intake, l o w 
f luor ide exposure , poor oral h y g i e n e practices, infre­
quent ut i l iza t ion of dental serv ices a n d / o r act ive 
decay a n d / o r mul t ip le d e n t a l f i l l ings i n m u l t i p l e 
quadrants of the m o u t h indicates a h i g h caries r i s k in 
the mother . Because the denta l h i s tory of the mother 
has a direct correlat ion to that of her infant , it is 
just i f iable and appropr ia te for the pedia t r i c ian to 
garner p e r m i s s i o n to e x a m i n e the m o t h e r ' s dent i t ion 
a n d g i n g i v a l tissues. A d d i t i o n a l l y , c l in ica l observa­
tions suggest that second and t h i r d infants tend to be 
co lonized earl ier , w h e n the m o t h e r ' s cariogenic f lora 

is at a h igher l e v e l . Therefore , the later-order off­
s p r i n g of a mother w i t h m i l d l y to moderate ly h i g h 
caries rate m a y be at higher r i s k of caries than are 
o f fspr ing b o r n earl ier . Unfor tunate ly , the lack of ac­
cessible l o n g i t u d i n a l dental databases has not yet 
a l l o w e d these observat ions to be epidemiologica l ly 
c o n f i r m e d . 

R I S K G R O U P S F O R D E N T A L C A R I E S 
T h e caries r i s k potential of an infant can be deter­

m i n e d by the use of the C a r i e s R i s k Assessment T o o l . 
H o w e v e r , e v e n the most j u d i c i o u s l y designed a n d 
i m p l e m e n t e d caries r i sk assessment tool c a n fa i l to 
ident i fy a l l infants at r isk of ear ly chi ldhood dental 
caries. If an infant is assessed to be w i t h i n 1 of the 
f o l l o w i n g r i s k groups , the care requirements w o u l d 
be s igni f icant and s u r g i c a l l y i n v a s i v e ; therefore, 
these infants s h o u l d be referred to a dentist as early 
as 6 m o n t h s of age and no later than 6 m o n t h s after 
the first tooth erupts or 12 m o n t h s of age ( w h i c h e v e r 
comes f irst) for establ ishment of a dental home: 

• C h i l d r e n w i t h special heal th care needs 
• C h i l d r e n of mothers w i t h a h i g h caries rate 
• C h i l d r e n w i t h demonstrable caries, p laque , d e m i -

n e r a l i z a t i o n , a n d / o r s ta in ing 
• C h i l d r e n w h o sleep w i t h a bottle or breastfeed 

throughout the n ight 
• Later -order o f f s p r i n g 
• C h i l d r e n in f a m i l i e s of l o w socioeconomic status 

Despite a l l efforts to predict ch i ldren at h igh risk of 
caries, pat ients can and do fa l l outside statistical 
expectations. In these cases, the mother m a y not be 
the co lonizat ion source of the ch i ld ' s dental f lora , the 
dietary in take of s i m p l e carbohydrates m a y be ex­
tremely h i g h , or other uncontrol lable factors m a y 
combine to place the patient at r i s k of caries. T h e r e ­
fore, screening for r isk of caries in the parent a n d 
patient c o u p l e d w i t h oral health counsel ing , a l ­
though a feasible a n d equitable approach to ear ly 
c h i l d h o o d caries contro l , is not a substitute for ear ly 
establ ishment of the denta l home. W h e n e v e r poss i ­
ble, the idea l a p p r o a c h to ear ly ch i ldhood caries pre­
vent ion a n d m a n a g e m e n t is the ear ly establ ishment 
of a dental home. 

E S T A B L I S H I N G T H E D E N T A L H O M E 
T h e concept of the " d e n t a l h o m e " is d e r i v e d f rom 

the A m e r i c a n A c a d e m y of Pediatr ics concept of the 
" m e d i c a l h o m e , " T h e A m e r i c a n A c a d e m y o f Pediat ­
rics states, " the m e d i c a l care of infants, c h i l d r e n , 
and adolescents idea l ly s h o u l d be accessible, cont in­
uous , c o m p r e h e n s i v e , f a m i l y centered, coordinated, 
compassionate , a n d c u l t u r a l l y effective. I t should be 
d e l i v e r e d o r d i rec ted b y w e l l - t r a i n e d p h y s i c i a n s w h o 
p r o v i d e p r i m a r y care and help to manage and fac i l ­
itate essent ia l ly a l l aspects of pediatr ic c a r e . " 1  8 P e d i ­
atric p r i m a r y denta l care needs to be de l ivered in a 
s i m i l a r m a n n e r . T h e dental h o m e is a specia l ized 
p r i m a r y dental care p r o v i d e r w i t h i n the p h i l o ­
sophical c o m p l e x of the medica l home, R e f e r r i n g a 
ch i ld for an oral health examinat ion by a dentist 
w h o p r o v i d e s care for infants and y o u n g ch i ldren 
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6 m o n t h s after the f i rs t tooth erupts or by 12 months 
of age establishes the c h i l d ' s dental home a n d pro­
v i d e s an oppor tun i ty to i m p l e m e n t p r e v e n t i v e dental 
heal th habits that meet each ch i ld ' s un ique needs 
and keep the c h i l d free f rom denta l or oral disease. 
T h e denta l h o m e s h o u l d be expected to p r o v i d e : 

• An accurate r i s k assessment for dental diseases 
and condit ions 

• An i n d i v i d u a l i z e d p r e v e n t i v e dental health pro­
g r a m based on the r i s k assessment 

• A n t i c i p a t o r y gu idance about g r o w t h and deve lop­
ment issues ( ie , teething, d ig i t or paci f ier habits , 
and feeding pract ices) 

• A p l a n for emergency dental t rauma 
• in format ion about proper care of the ch i ld ' s teeth 

a n d g i n g i v a l t issues 
• i n f o r m a t i o n r e g a r d i n g proper nutr i t ion and d i ­

etary practices 
• C o m p r e h e n s i v e denta l care in accordance w i t h 

accepted guide l ines and per iodic i ty schedules for 
pediatr ic denta l hea l th 

• Referra ls to other dental special is ts , such as e n d -
odontists , ora l surgeons , orthodontists , and per i ­
odontists , w h e n care cannot be p r o v i d e d d i rec t ly 
w i t h i n the denta l h o m e 

A N T I C I P A T O R Y G U I D A N C E A N D PARENT A N D 
P A T I E N T E D U C A T I O N 

G e n e r a l an t i c ipa tory guidance for the mother (or 
other in t imate careg iver ) before and d u r i n g the co l ­
onizat ion process s h o u l d i n c l u d e the f o l l o w i n g : 

• O r a l hygiene-—the parent s h o u l d be instructed to 
b r u s h t h o r o u g h l y twice d a i l y ( m o r n i n g and 
evening) a n d to f loss at least once e v e r y d a y . 

• D i e t — t h e parent s h o u l d be instructed to consume 
f ru i t juices o n l y at m e a l s and to a v o i d a l l carbon­
ated beverages d u r i n g the f irst 30 months of the 
infant ' s l i fe . 

• F l u o r i d e — t h e parent s h o u l d be instructed to use a 
f luor ide toothpaste a p p r o v e d by the A m e r i c a n 
Dental A s s o c i a t i o n and r inse every night w i t h an 
alcohol-free over- the-counter m o u t h r inse w i t h 
0,05% s o d i u m f luor ide . 

• C a r i e s r e m o v a l — p a r e n t s should be referred to a 
dentist for an e x a m i n a t i o n a n d restoration of a l l 
act ive decay as soon as feasible. 

• D e l a y of c o l o n i z a t i o n — m o t h e r s should be e d u ­
cated to p r e v e n t e a r l y co lonizat ion of dental flora 
in their infants by a v o i d i n g s h a r i n g of utensi ls (ie, 
shared spoons , c l ean ing a d r o p p e d pacif ier w i t h 
their s a l i v a , etc). 

• X y l i t o l c h e w i n g g u m s — r e c e n t evidence suggests 
that the use of x y l i t o l c h e w i n g g u m (4 pieces per 
d a y by mother ) h a d a s igni f icant impact on de­
creas ing the c h i l d ' s car ies r a t e s , 1  6 

G e n e r a l ant i c ipatory gu idance for the y o u n g patient 
(0 to 3 years of age) s h o u l d i n c l u d e the f o l l o w i n g : 

• O r a l h y g i e n e — t h e parent s h o u l d begin to b r u s h 
the ch i ld ' s teeth as soon as they erupt ( twice d a i l y , 
m o r n i n g a n d e v e n i n g ) and floss between the 

c h i l d ' s teeth once e v e r y day as soon as teeth con­
tact one another, 

• Die t—after the e rupt ion of the first teeth, the par­
ent s h o u l d p r o v i d e frui t juices (not to exceed 1 cup 
per d a y ) d u r i n g meals only . C a r b o n a t e d beverages 
s h o u l d be exc luded f r o m the c h i l d ' s diet. Infants 
s h o u l d not be placed in bed w i t h a bottle contain­
i n g a n y t h i n g other than water . Idea l ly , infants 
s h o u l d h a v e their m o u t h s c leansed w i t h a d a m p 
cloth after feedings. 

* F l u o r i d e — a l l c h i l d r e n s h o u l d have opt imal expo­
sure to topical and systemic f luor ide . C a u t i o n 
s h o u l d be exercised in the adminis t ra t ion of al l 
f luor ide-conta in ing products . T h e specif ic cons id­
erat ions of the jud ic ious a d m i n i s t r a t i o n of f luor ide 
s h o u l d be r e v i e w e d and tailored to the unique 
needs of each patient. R e v i e w articles w i t h a p p l i ­
cable f luor ide recommendat ions and s u p p l e m e n ­
tation a lgor i thms are a v a i l a b l e . 1 9 - 2  2 

R E C O M M E N D A T I O N S 
1 . E a r l y c h i l d h o o d caries i s an infect ious and pre­

ventable disease that is v e r t i c a l l y transmitted 
f rom mothers or other int imate caregivers to i n ­
fants. A l l health care profess ionals w h o serve 
mothers and infants s h o u l d integrate parent a n d 
caregiver educat ion into their practices that i n ­
struct effective methods of prevent ion of e a r l y 
ch i ldhood caries. 

2 . T h e infect ious a n d t ransmiss ib le nature of bacteria 
that cause ear ly c h i l d h o o d caries and methods of 
ora l heal th r i sk assessment, ant ic ipatory guidance, 
a n d e a r l y in tervent ion s h o u l d be i n c l u d e d in the 
c u r r i c u l u m of a l l pediatr ic m e d i c a l res idency p r o ­
g r a m s and postgraduate c o n t i n u i n g medica l e d u ­
cation c u r r i c u l a at an appropr ia te t ime. 

3 . E v e r y c h i l d s h o u l d begin to receive oral health 
r i s k assessments by 6 m o n t h s of age from a p e d i ­
a t r i c ian or a qual i f ied pediatr ic health care profes­
s iona l . 

4 . Pediatr ic ians , f a m i l y pract i t ioners , and pediatr ic 
nurse pract i t ioners a n d p h y s i c i a n assistants 
s h o u l d be t ra ined to p e r f o r m an ora l health r i s k 
assessment on a l l c h i l d r e n beg inning by 6 m o n t h s 
of age to ident i fy k n o w n r i s k factors for ear ly 
c h i l d h o o d dental caries. 

5 . Infants ident i f ied as h a v i n g s ignif icant r i sk of car­
ies or assessed to be w i t h i n 1 of the r i s k groups 
l is ted in this statement should be entered into an 
aggress ive ant ic ipatory guidance a n d intervent ion 
p r o g r a m p r o v i d e d by a dentist between 6 and 12 
m o n t h s of age. 

6. Pedia t r i c ians s h o u l d s u p p o r t the concept of the 
ident i f i cat ion of a dental h o m e as an ideal for a l l 
c h i l d r e n in the ear ly toddler years . 

S U M M A R Y 
E a r l y c h i l d h o o d dental caries emerges w i t h i n al l 

c u l t u r a l a n d economic pediatr ic populat ions ; h o w ­
ever , i t approaches near e p i d e m i c proport ions in 
populat ions w i t h l o w socioeconomic status. Denta l 
caries i s an infect ious disease u s u a l l y passed f r o m 
mother to ch i ld f r o m generat ion to generation. J u d i ­
c ious opt imizat ion of diet, f luor ide intake , and h y -
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giene can decrease bacterial levels of specif ic organ­
i s m s responsible for dental caries r e s i d i n g w i t h i n 
n o r m a l denta l f lora . Decreas ing the leve ls of car io­
genic f lora in the mother before a n d d u r i n g the co l ­
o n i z a t i o n process coupled w i t h counse l ing directed 
t o w a r d o p t i m a l practices of diet, ora l h y g i e n e , a n d 
f luor ide exposure c a n s igni f icant ly a n d p o s i t i v e l y 
i m p a c t the c h i l d ' s predispos i t ion to e a r l y c h i l d h o o d 
caries . 

Pedia t r i c ians a n d pediatr ic heal th care profess ion­
als s h o u l d d e v e l o p the k n o w l e d g e base to p e r f o r m 
ora l h e a l t h r i sk assessments on a l l pat ients b e g i n n i n g 
at 6 m o n t h s of age. Patients w h o have been deter­
m i n e d to be at r i s k of deve lopment of denta l caries or 
w h o fa l l into recognized r i sk groups s h o u l d be d i ­
rected to establ ish a d e n t a l home 6 m o n t h s after the 
f irst tooth erupts or by 1 year of age ( w h i c h e v e r 
comes f i rs t ) . 

T h e idea l deterrence to ear ly c h i l d h o o d caries is 
the es tab l i shment of the dental home w h e  n indicated 
by the u n i q u e needs of the c h i l d . A l t h o u g h not a l ­
w a y s feasible because o f m a n p o w e r a n d p a r t i c i p a ­
tion i ssues , best practice dictates that w h e n e v e r fea­
sible, a l l pat ients s h o u l d have a c o m p r e h e n s i v e 
denta l e x a m i n a t i o n by a dentist in the e a r l y toddler 
years . 
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Enclosure 2 

PERIODICITY SCHEDULE FOR DENTAL R E F E R R A L BY AGE 

Child Health and Disability Prevention (CHDP) Program 

Age 
(Years) 

1* 

* Note: A dental screening/oral assessment is required as part of every CHDP health assessment regardless of age. It is 
mandatory to refer children directly to a dentist annually beginning at age three (3). However, it is recommended that 
children be routinely referred to a dentist annually beginning at age one (1). Children of any age must be referred to a 
dentist if a problem is detected or suspected. For children covered by Medi-Cal or temporary Medi-Cal, call Denti-Cal, at 
1-800-322-6384 or the local CHDP program for assistance in finding a dentist. All others may contact the local CHDP 
program for help. 

2* 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 

Interval to 
Next 

Referral 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

1 
Yr. 

Annual 
Dental 

Referral 
X X X X X X X X X X X X X X X X X X X X 

Reference: California Code of Regulations, Title 17, Subchapter 13, CHDP, Section 6843. 
Code of Federal Regulations, Title 42, Section 440.40 (b), Part 441, Subpart B. 
CHDP Program Letter, 04-13 

Date Revised June 2004 



PM160 DENTAL GUIDE 

CHILD HEALTH AND DISABILITY PREVENTION  

(CHDP) PROGRAM 
       

                        

                      

    

                     

                         

       

  

  
    

    

  

   

     

  
    

  

     

  

   

   

  

   

    

    

   

   

   

              

   

         

    

        

    

         

  

   
  

  

 
  

         

     

        

    

  

   

      

   
                          

                      

    

         
                       

      

                    

          

                    

   

  

  

  

   

CONTRA- C H D P A S S E S S M E N T
Indicate outcome for each

Screening procedure

NO 

P R O B L E M 

S U S P E C T E D 

•/ v'A 

REFUSED, 

I N D I C A T E D , 

N O T 

N E E D E D 

B 

• • • 

Periodicity Schedule for Dental Referral by Age 
Age (Years ) 1 * 

*Note: A dental screening/oral assessment is required as part of every C H D  P health assessment regardless of age. It is recommended that 
children be referred to a dentist annually beginning at one (1) year of age. It is mandatory to refer children directly to a dentist annually 
beginning at three (3) years of age. 

2 * 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 

1Interval to 
Next Referral 

1 

Yr 1 

Yr 

1 

Yr 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 1 

Yr 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r 

1 

Y r Y r 

Annual Dental Referral 
● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● 

Children of any age must be referred to a dentist if a problem is detected or suspected. For children covered by Medi-Cal or temporary 
Medi -Cal , call Denti-Cal at 1-800-322-6384 or the local C H D P program for assistance in finding a dentist, A l l others may contact the local 
C H D  P program for help. 

PM160 EXAMPLE 

C H D P A S S E S S M E N T 
Indicate outcome for each 

Screening procedure 

NO 

P R O B L E M 

S U S P E C T E D 

•/A 

REFUSED, CONTRA-

I N D I C A T E D , 

N O T 

N E E D E D 

v'B 

PROBLEM SUSPECTED 

Enter Follow Up Code 

In 

Appropriate Column 

DATE OF 
S E R V I C E 

Mo. Day Year 

01 | 15 | 97 
N E W 

C 

KNOWN 

D F E E S 

01 H I S T O R Y and P H Y S I C A L E X A M             

02 D E N T A L 
A S S E S S M E N T / R E F E R R A L 

    5   

  

03 N U T R I T I O N A L A S S E S S M E N T         

04 A N T I C I P A T O R Y G U I D A N C E 
H E A L T H E D U C A T I O N 

        

0 5 D E V E L O P M E N T A L A S S E S S M E N T 
        

0 6 S N E L L E N O R E Q U I V A L E N T         06 

07 AUDIOMETRIC         07 

08 H E M O G L O B I N OR H E M A T O C R I T         08 

09 U R I N E D I P S T I C K 
        09 

10 C O M P L E T E U R I N A L Y S I S         10 

12 TB M A N T O U X         12 

C O D E O T H E R T E S T S - P L E A S E R E F E R T O T H E C H D P L I S T O F T E S T C O D E S CODE OTHER TESTS 
              

              

F O L L O W U P C O D E S 
1. N00O D X / R X I N D I C A T E D OR NOW 

U N D E R C A R E . 
2 . Q U E S T I O N A B L E R E S U L T R E C H E C K 

S C H E D U L E D . 
3. DX M A D E AND RX S T A R T E D 

4. DX P E N D I N G / R E T U R N 
V I S I T S C H E D U L E D 

5 , R E F E R R E D T O A N O T H E R 
E X A M I N E R F O R D X / R X 

6, R E F E R R A L R E F U S E D 

R E F E R R E D T O : 

M. Painless, DDS 
T E L E P H O N E N U M B E R 

(916)566-1233 
R E F E R R E D T O : T E L E P H O N E N U M B E R 

C O M M E N T S / P R O B L E M S 
I F A P R O B L E M I S D I A G N O S E D T H I S V I S I T , P L E A S E E N T E R 

Y O U R DIAGNOSIS I N T H I S A R E A 

02 - Class // - gingivitis and possible 

cavities 

R O U T I N E R E F E R R A L ( S ) ( ) 

B L O O D L E A D 
• 

D E N T A L 
• 

P A T I E N T IS A F O S T E R C H I L D (•) 

• 
I C D 9 C O D E S 

1  2 3

• Routine Referral(s) ( S ) 
Enter a check mark in this box only when no dental problem is detected or suspected, and you have referred parents to a dentist to obtain 
any needed dental care. Annual dental referrals are recommended beginning at one (1) year of age and are mandatory beginning at three 
(3 ) years of age. 

• Follow-up codes for use in columns C and D 
1) NO D X / R X I N D I C A T E D OR N O W U N D E R C A R E : Enter code 1 if no treatment is indicated or the patient is now under care, 

e.g. dental problem now under care, 
2) R E F E R R E D TO A N O T H E R E X A M I N E R F O R D X / R X : Enter code 5 i f a dental problem is suspected and enter name and 

telephone number of the dentist in the "Referred T o " area. 
3) R E F E R R A L R E F U S E D : Enter code 6 if patient or responsible person refused referral or follow-up by examiner for any reason. 

4/28/04 



DENTAL CLASSIFICATION 

 

 

The American Dental Association's "Classification of Treatment Needs" is a useful tool when referring children 
for dental services. If a problem is detected or suspected, on line 02 - " D E N T A L A S S E S S M E N T / R E F E R R A L " 
enter code 5 in "Problem Suspected" columns C or D. In "Comments/Problems" section, describe the condition 
and classify using Class I I , I I I , or I V . Enter name and phone number of dentist in the "Referred To" box. 

CLASS 1: NO V I S I B L E DENTAL 
P R O B L E M 

No problem visualized. If child has not 
seen a dentist in the last 12 months -
check box "Routine Referral-Dental". 

A n n u a l referrals are r e c o m m e n d e d beginning 
at one (1 ) year of age and mandatory 
beginning at three ( 3 ) years of age. 

CLASS I I : MILD DENTAL 
PROBLEMS 

Small carious lesions or gingivitis and 
the patient is asymptomatic. The 
condition is not urgent, yet requires a 
dental referral. Write "02-Class I I  " in the 
"Comment/Problems" section of PM160. 

CLASS I I I : S E V E R E DENTAL 
PROBLEMS 

Large carious lesions, chronic abscess, 
extensive gingivitis, or a history of pain. 
The need for dental care is urgent. Refer 
for treatment as soon as possible. Write 
"02-Class I I I  " in "Comments/Problems" 
section of PM160. 

If a severe (medically handicapping) 
malocclusion is detected or suspected, the 
child should be referred to a dentist. Write 
" 0 2 " in the "'Comments/Problems" section of 
PM 160 and indicate "severe malocclusion." 

CLASS IV: E M E R G E N C Y DENTAL 
TREATMENT R E Q U I R E D 

Acute injury, oral infection, or other 
painful condition. An immediate dental 
referral is indicated. Write "02-Class I V  " 
in the "Comments/Problems" section of 
PM160. 

4/28/04 
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