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• Welcome to L.A. Care Provider Continuing Education (PCE) Program’s Live Webinar!

• The Live Webinar is being recorded.

• Webinar participants are muted upon entry and exit of webinar.

• Webinar attendance will be noted via log in and call in with assigned unique Attendee
ID #. Please log in through a computer (instead of cell phone) to Join Meeting / Webinar
and please choose the Call In option to call in by telephone with the meeting call in
number, meeting number access code and assigned unique attendee ID number. If your
name does not appear on our WebEx Final Attendance and Activity Report (only as Caller
User #) and no submission of online survey, no CME or CE certificate will be provided.

• Questions will be managed through the Chat feature and will be answered at the end of the

presentation. Please keep questions brief and send to All Panelists. One of our Learning

and Development Team members and/or webinar host, will read the questions via Chat

when it’s time for Q & A session (last 30 minutes of live webinar).

• Please send a message to the Host via Chat if you cannot hear the presenter or see the

presentation slides.

Housekeeping Items
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• Partial credits are not allowed at L.A. Care’s CME/CE activities for those who log in late (more than 15
minutes late) and/or log off early.

• PowerPoint Presentation is allotted 60 minutes and last 30 minutes for Q&A session, total of 90-minute webinar,
1.50 CME credits for L.A. Care Providers and other Physicians, 1.50 CE credits for NPs, RNs, LCSWs, LMFTs,
LPCCs, LEPs, and other healthcare professionals. Certificate of Attendance will be provided to webinar attendees
without credentials.

• Friendly Reminder, a survey will pop up on your web browser after the webinar ends. Please do not close your

web browser and wait a few seconds, and please complete the survey. Please note: the online survey may

appear in another window or tab after the webinar ends.

• Within two (2) weeks after webinar and upon completion of the online survey, you will receive the PDF CME or CE

certificate based on your credential and after verification of your name and attendance duration time of at least 75

minutes for this 90-minute webinar.

•The PDF webinar presentation will be available within 6 weeks after webinar date on lacare.org website located at

https://www.lacare.org/providers/provider-central/provider-programs/classes-seminars

• Any questions about L.A. Care Health Plan’s Provider Continuing Education (PCE) Program and our CME/CE
activities, please email Leilanie Mercurio at lmercurio@lacare.org

https://www.lacare.org/providers/provider-central/provider-programs/classes-seminars
mailto:lmercurio@lacare.org


Presenter’s Bio
José C. Polido, DDS, MS, is the Head of the Division of Dentistry at Children’s Hospital
Los Angeles (CHLA) and an Associate Professor of Clinical Dentistry at the Herman Ostrow
School of Dentistry of the University of Southern California (USC), holding a joint faculty
appointment in the Department of Pediatrics at the Keck School of Medicine of USC. The
Division of Dentistry at CHLA provides routine and specialized pediatric dental and
orthodontic care to over 3,500 children and adolescents each year, mostly with a wide
range of special health care needs.

Dr. Polido has been at CHLA for over 20 years and has focused his career in providing
pediatric dental care for the very young children and those with special health care needs.

As a Board-Certified Pediatric Dentist, he has particular interest in the access to care issues
faced by the pediatric population. He is the Director of the clinical program and a member
of the CHLA Craniofacial Team. He oversees the training of pediatric dental residents from
the Advanced Program in Pediatric Dentistry of the Herman Ostrow School of Dentistry of
USC while at CHLA. He is fluent in English, Spanish, and Portuguese.
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The following CME Planners and Faculty do not have relevant financial relationships with 

ineligible companies in the past 24 months:

*  Leilanie Mercurio, L.A. Care Provider Continuing Education (PCE) Program Manager, CME 

Planner.

*  José C. D. Polido, DDS, MS, Division Head, Dentistry, Children's Hospital Los Angeles;

Associate Professor of Clinical Dentistry – Herman Ostrow School of Dentistry of USC, CME 

Planner and Faculty.

An ineligible company is any entity whose primary business is producing, marketing, selling, re-

selling, or distributing healthcare products used by or on patients.

Commercial support was not received for this CME/CE activity. 

DISCLOSURES



Learning Objectives

At the completion of the CME/CE activity, learners can:

• Summarize the normal timeline for dental development of infants and children.

• Explain how dental caries develop and its consequences when left untreated.

• List basic steps to prevent dental caries and gingivitis.

• Specify how certain children can be at higher risk for developing dental disease.

• Apply the current recommendations for fluoride use as part of a caries prevention program 

and describe at least two (2) methods of delivery of fluoride that can be used as part of a 

caries prevention program.

• Identify at least two (2) strategies to help improve home oral care for children with 

disabilities.



www.aapd.org



https://www.smilesforlifeoralhealth.org



Infant oral care

https://smilecalifornia.org

/wp-

content/uploads/2023/04/

SMILE-CA-Oral-Health-

Journey-Brochure-ENG.pdf



•Common Neonatal Oral Findings

–Nodules

– Natal teeth 

–Congenital Epulis of the Newborn







Riga Fede’s Aphthae





Stages of Dental Development

• Pre-dentate: 0-7 mo.

• Early primary dentition: 7-27 mo.

• Primary Dentition: 20 teeth: ~27 mo.

• First transitional stage: 6-7 y.o.

• Mixed dentition: 8-9 y.o

• Second transitional stage: 10-13y.o. 

• Permanent Dentition: 13+ y.o.

– 32 teeth: third permanent molars: ~17+ y.o.



PRIMARY DENTITION: 7 to 27 months





FDA Drug Safety Communication: Reports of a rare, but serious and potentially fatal 

adverse effect with the use of over-the-counter (OTC) benzocaine gels and liquids applied 

to the gums or mouth

• Methemoglobinemia has been reported with all strengths of benzocaine gels and liquids, 

including concentrations as low as 7.5%

• Benzocaine products should not be used on children less than two years of age, except 

under the advice and supervision of a healthcare professional. Healthcare professionals 

and consumers are advised to consider the American Academy of Pediatrics’ 

recommendations for treating teething pain instead of using the benzocaine teething 

products:1,2

– Give the child a teething ring chilled in the refrigerator.

– Gently rub or massage the child’s gums with your finger to relieve the symptoms of teething in 

children.

• 2012

http://www.fda.gov/drugs/drugsafety/ucm250024.htm#references


Tooth Morphogenesis

Developmental Defects

(Hyperbilirubinemia)



Calcification Table – AAPD Reference Manual



Amelogenesis Imperfecta



Dentinogenesis Imperfecta



Ectodermal Dysplasia



5y 0mo



5-year old



First transitional stage

6-8 y.o.

MIXED DENTITION:  6 to 13 years old



7-year old







FIRST Permanent Molars

“6-year old molar”

ENAMEL 

HYPOMINERALIZATION

Higher risk for tooth 

decay/dental caries











8-year old





12-year old



In the United States, dental care is the most common unmet need in the 
special needs population.

Children with special needs are twice as likely than their aged-matched peers 
to not have their dental needs met.

For children with special health care needs, access to care may be limited. 

Families encounter greater difficulty obtaining necessary  dental care for 
children with certain diagnoses, including Down syndrome, other forms of 
mental delay, cerebral palsy, and autism.

38

Access to Oral Health Care - CSHCN
www.aap.org/oralhealth/pact



• Most common birth defects are 
craniofacial, oral and dental 
deformities.

• The most common chronic disease 
in children is dental caries.

• More than 52 million school hours 
are lost due to dental pain and 
suffering in children.

• Dental caries are caused by 
transmissible bacterial infections 
from caregiver to infant.



NIDCR
http://www.nidcr.nih.gov/OralHealth/OralHealthInformation/ChildrensOralHealth/OralConditionsChildrenSpecialNeeds.htm

http://www.nidcr.nih.gov/OralHealth/OralHealthInformation/ChildrensOralHealth/OralConditionsChildrenSpecialNeeds.htm






IOM – July 2011

Improving Access to Oral Health Care for 

Vulnerable and Underserved Populations

• Health Resources and Services Administration (HRSA) and the California 

Health-Care Foundation to ask the Institute of Medicine (IOM) to advise 

them on how to improve access to oral health care.

Committee on Oral Health Access to Services

Board on Children, Youth, and Families

Board on Health Care Services

Institute of Medicine and National Research Council of the National Academies



IOM - 2011

Improving Access to Oral Health Care

• Recommendation 1:

– Integrating Oral Health Care into 

Overall Health Care

• The minimum core competencies will need 

to prepare graduates to:

– Recognize risk for oral disease through 

competent oral examinations,

– Provide basic oral health information,

– Integrate oral health information with 

diet and lifestyle counseling, and

– Make and track referrals to dental 

professionals.



CARIES RISK ASSESSMENT

CRA-FORM < 6-year old



Dental Caries

- Etiology

- Risk factors



Dental Anatomy

1. Tooth



2. DENTAL PLAQUE

• “Biofilm” of oral bacteria attached to 

teeth

– Cannot be removed by air/water spray

– Can be removed by toothbrush

– Reorganizes / builds up again in about 

24 hours

– Microflora evolves from gram positive 

to gram negative

• Calculus (tartar) = calcified plaque

– Cannot be removed by toothbrushing



2. DENTAL PLAQUE



2. DENTAL PLAQUE

 TRANSMISSION  OF  MUTANS 
STREPTOCOCCI  TO  INFANTS

 Mutans Streptococci genotypes of 
infants are identical to mothers’ 71% of 
time

 Greater fidelity of transmission in 
female infants than male (88% vs. 53%)

 No father-infant transmission

-Li Y, Caufield PW, 1995



• High fructose corn 
syrup

• Agave nectar

• Barley malt

• Barbados sugar

• Beet sugar

• Brown sugar

• Buttered syrup

• Cane juice

• Cane sugar

• Maltodextrin

• Muscovado

• Diastase

• And many more…

SUGAR is the only cause of tooth 

decay.

60-90% of school aged children

92% of adults have experienced tooth 

decay

51

3. SUGARS



3. SUBSTRATE



Infant formulas are able to reduce plaque pH below 5.7 level.
-Sheikh C, Erickson P, 1996



Diet and Frequency



Dental Plaque and Enamel White Spot Lesions



Dental Caries Progression



Dental Caries



Dental Abscess





Dental-Related Emergency Department Visits on the 

Increase in the United States 

60



Clinical 

Examination
White spot lesions

Enamel Defects

Restorations

RECOMMENDATIONS



Knee-to-knee oral exam



Examination



Dental Sealant



Enamel Hypoplasia



Periodontal Disease



Periodontitis associated with Systemic Disease

• Papillon-Lefevre Syndrome

• Cyclic Neutropenia

• Agranulocytosis

• Down Syndrome

• Insulin Dependent  Juvenile Diabetes

• Leukocyte adhesion deficiency

• Hypophosphatasia

• Leukemia

• Histiocytosis-X



Periodontal Disease

Health - Gingivitis Periodontitis



Papillon Le Fevre Syndrome

69

• Treatment:

– Periodontal debridement

– Amoxicillin and Metronidazole

• Amoxicillin 250 mg and 

Metronidazole 250 mg tid for 8 

days



Histiocytosis X



Caries Risk Assessment (CRA)-FORM < 6 year-old



CRA-FORM < 6-year old



CRA-FORM < 6-year old

3. (a) Identify one or two Self-Management Goals for parent/caregiver 

(b) Counsel the mother or primary caregiver to seek  dental care Yes ☐  No ☐  

Plan for next visit:  ________________________________________________________________________  

Signature: _____________________________________________   Date: _____________________  

Note: Adapted from CAMBRA risk assessment, CDA Journal, October 2011, vol 139, no 10  



CAMBRA
Caries Management By 

Risk Assessment

Self Management Goals for 

Parent / Caregiver



Controlling the Dental Caries Disease Process

• DIET – Composition and Frequency

• Plaque Control

• Dental sealants

• Chemical Intervention

– Fluoride

– Xylitol

– Chlorhexidine

– MI Paste

• Behavior change

Early Childhood Caries



Diet and Frequency



Toothbrush

• https://catalog.nidcr.nih.gov/OrderPublications/



Flossing



https://www.nidcr.nih.gov/health-info/developmental-
disabilities/more-info

79

https://www.nidcr.nih.gov/health-info/developmental-disabilities/more-info


https://catalog.nidcr.nih.gov/OrderPublications/
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https://catalog.nidcr.nih.gov/OrderPublications/
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https://www.nidcr.nih.gov/health-info/developmental-
disabilities/more-info

https://www.nidcr.nih.gov/health-info/developmental-disabilities/more-info


Mouth Care Options

Mechanically ventilated patients



Mouth Care Options

• Patients undergoing chemotherapy



Fluoride Modes of Action

• Pre-eruptive (systemic)

– Incorporation of fluoride in developing enamel

• Post-eruptive (topical)

– Fluoride concentrates in saliva and plaque

– Inhibits demineralization

– Enhances remineralization

– Inhibits bacterial metabolism (acid production)



Water Fluoridation

86



Water Filters

0
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of Fluoride
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Osmosis

Filter
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Filter

Activated

Carbon Filter

Faucet Filter Distillation

Unit

Fluoride Reduction by Point-of-Use Water 
Conditioning Systems

Brown MD and Aaron G: Pediatric Dentistry. 13(1):35-8, 1991





Topical Fluoride – At home

• 20% to 40 % reduction in caries

• Fluoride containing Dentifrice 

• OTC rinses (Act®, Fluorgard®)

• Prescription rinses and gels

• Start by Age 1

• Ingestion of pea size amount in 

those under 6 may place patients at 

risk for MILD fluorosis



Amount of Fluoride in Toothpaste



1.1% Neutral Sodium Fluoride

(prescription strength)

• 5000 ppm of fluoride

• For high caries patients

• Used as a brush-on or in trays

• Applied daily for 5 minutes



In-Office Fluoride Types

• Topical (1.23% Acidulated Sodium Fluoride)

• Fluoride Varnishes (5% Sodium Fluoride)

•Silver Diamine Fluoride

• 1.1% Neutral Sodium Fluoride ( brush on or used in trays)



Fluoride Varnish



Silver Diamine Fluoride

• Used in undeveloped 

countries as a caries control 

medicament

• FDA approved in 2014 for use 

in dentinal sensitivity

• Off-label use for caries 

control



Silver Diamine Fluoride



Topical Fluoride – in office

• Effectiveness is questionable because the fluoride level in 
the superficial tooth structure stays high and is short lived.

• Contains 12,300 ppm of fluoride.

• 6 months pass before the fluoride is applied again, 
minimizing the effectiveness. 



SOURCES OF FLUORIDE

...Are additive

Water fluoridation

 Systemic supplements

 Rinses/gels

 Toothpastes

 Foods

 Other sources



Antibacterials

• Chlorhexidine Gluconate 0.12% 

– (Peridex ®, Perigard®)

– Mothers:

• 10 ml, daily for 1 week; repeat every month, for 1 year

• 10% Povidone-iodine

– Applied q. 2 months with swab

• Reinfection by cariogenic oral bacteria occurs after 2-6 months

• May need treatment every 2 months to remain caries free

• Probiotics

• Sodium Hypochlorite



Low Cost Periodontal Therapy
• The lowest concentration of sodium hypochlorite solution that reliably inactivates bacteria 

in vitro is 0.01%

• A suitable concentration of sodium hypochlorite for periodontal pocket irrigation is 0.5%, 

dependent on the taste tolerance of the patient. 

– This is equivalent to 10 ml (two teaspoon- fuls = two-thirds of a tablespoon) of 6.0% 

household bleach in 125 ml (one half-glass) of water. 

• Special measuring spoons are available that hold exactly 5 ml. 

• Patients are advised to rinse orally for 30 s, two or three times a week, with 8 ml (two 

reduced tea- spoonfuls) of 6% chlorine (household) bleach diluted in 250 ml of water (full 

glass), to yield a sodium hypochlorite concentration of 0.2%. 



Carifree

100



KEY RECOMMENDATIONS



The American Academy of Pediatric Dentistry (AAPD) Dental Home

• The dental home is the ongoing relationship between the dentist 
and the patient, inclusive of all aspects of oral health care 
delivered in a comprehensive, continuously accessible, 
coordinated, and family-centered way.

• Establishment of a dental home begins no later than 12 months of 
age and includes referral to dental specialists when appropriate.

• AAPD / AAP



AAP - Policy Statement
Oral Health Risk Assessment Timing and 

Establishment of the Dental home
Pediatrics Vol. 111 no. 5 May 2003 pp. 1113-16

• High risk groups for dental caries:
– Children with special health care needs

– Children of mothers with a high caries rate

– Children with demonstrable caries, plaque, demineralization, and/or 
staining

– Children who sleep with a bottle or breastfeed throughout the night

– Later-order offspring

– Children in families of low socioeconomic status



Risk Based Approach
• Periodic Assessment

– Risk Level (low, high)

– Disease Status (none, initial, advanced)

– Need for Treatment (urgent, basic, advanced)

• No Disease - Low Risk

– Anticipatory Guidance - counseling - primary prevention

– Reassess in 12 months

• No Disease - High Risk

– Anticipatory Guidance

– Reassess in 6 months

• Initial Disease only

– Initial management program to control disease and reduce risk

– Anticipatory Guidance

– Reassess in 3-6 months (or more) based on risk level

• Advanced Disease

– Develop and implement reparative treatment plan - refer?

– Advanced Disease management program to control disease and reduce risk

– Anticipatory guidance

– Reassess in 3-6 months (or more) based on risk level

Crall and Edelstein, 2001



TO treat or NOT to treat?

• Risk versus Benefit of treatment versus no treatment

• Prevention / Periodontal Disease

• Treatment Options

–Stop caries progression / Monitoring

–Restorative treatment

–Sedation / Anesthesia?

–Medical risk



Desensitization

• Multiple desensitization / oral hygiene visits possibly combined with Interim 

Therapeutic Restorations

• Young children

• Children with developmental disabilities

– Autism

– Developmental delay

– Cerebral palsy

• Behavior - Child Life Specialist / Occupational Therapists / Licensed Social 

Workers



Autism Speaks – Dental Guide



Children with special health care needs 

(CSHCN)
• Increased Risk for Oral Diseases or 

Oral /Systemic Interactions
– Physical / Metabolic characteristics

• Craniofacial Anomalies

• Cardiac defects

• Diabetes

• HIV infection - Immune deficiencies

• Hemophilia

• Cancer

– Medications

• Asthma

– Behavior/Communication

• Autism Spectrum Disorders

• Cerebral Palsy

• Emotional Disturbances

Treatment modifications?

Risk v. Benefit considerations

Sedation / General anesthesia

Premedication: antibiotics, steroids, 
factor

Aggressive surgical and antibiotic 
therapy



American Heart Association (AHA) - 2007

109



AHA - 2007
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AHA - 2007
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Antibiotic Prophylaxis

• Certain severe cardiac conditions

• Indwelling catheters

– Ongoing chemotherapy

– Severe hemophiliac, esp. young children

• Severe immune deficiencies

• Certain cerebral shunts

– VP (peritoneal) shunts usually NO

– VA (atrial) usually YES

– VP (pleural) usually NO

• Recent joint replacement or spinal surgery

• Severity of the dental condition

112



Hematological Considerations
1. Absolute neutrophil count (ANC)

– >1,000/mm3: no need for antibiotic prophylaxis.

– Between 1,000 and 2,000/mm3. Consider antibiotic coverage (AHA recommendations)

– If infection is present or unclear, more aggressive antibiotic therapy may be indicated and should be discussed 

with the medical team.

– <1,000/mm3: defer elective dental care until the ANC rises.

– In dental emergency cases, discuss antibiotic coverage beyond endocarditis prophylaxis with medical team 

before proceeding with treatment.

– The patient may need hospitalization for dental management.

2. Platelet count >75,000/mm3: no additional support needed but be prepared to treat prolonged bleeding by using 

sutures, hemostatic agents, pressure packs, gelati foams, etc.

– 40,000 to 75,000/mm3: platelet transfusions may be considered pre- and 24 hours post-operatively <40,000/ 

mm3: defer care. In dental emergency cases, contact physician before proceeding.

– Consider platelet transfusion and hospital admission for treatment.

3. Other coagulation tests may be in order for individual patients

– Factor, INR, Bleeding time, etc

113



California General Anesthesia (GA) Coverage Legislation

Per Legislative Bill AB 2003, and in conjunction with the Implementation Guidelines of the 
California Association of Health Plans, this patient requires general anesthesia for the 
following reasons:

___X___ 1.  Patient with physical, mental or medically compromising conditions for whom 
general anesthesia is medically necessary.  

Medical Diagnosis: _Autism, Epilepsy, Bi-Polar disorder

______ 2.  Patients with extensive dental restorative or surgical needs for whom local 
anesthesia is ineffective.

Dental Diagnosis: _ multiple dental caries extending into the dentin (521.02)__

___X__ 3.  Extreme behavioral problems, the inability to cooperate in a customary dental 
setting without physical restraint due to the patient’s age (under seven years of age).



Frequently Asked Questions (FAQs)

1. How many baby teeth constitute a full primary dentition?

a. 20 baby teeth

2. At what age do most children have all of their primary teeth erupted?

a. 27 months

3. At what age do most children start shedding their primary teeth and have 

permanent teeth start to erupt?

a. Age 6



Frequently Asked Questions (FAQs)

4. At what age do most children shed the last of their primary teeth?

a. 13 years old.

5. What is the most common chronic disease in children?

a. Dental caries

6. What is the primary cause of dental caries?

a. Oral bacteria (dental plaque).



Frequently Asked Questions (FAQs)

7. What are some risk factors that contribute to the development of dental caries?

a. Frequent intake of sugar

b. Poor oral hygiene

c. Nighttime feeding

8. Certain congenital heart defects may make a child at risk for endocarditis from 

oral bacteria. What are some precautions that can be taken in order to decrease this 

risk for this population?

a. Antibiotic prophylaxis prior to dental procedures

b. Improved care and prevention of dental disease

c. Use of antibacterial mouthwash prior to dental treatment



Frequently Asked Questions (FAQs)

9. At what age should a child be routinely referred to a pediatric dentist?

a. At the eruption of the first tooth or 12 months of age, whichever comes 

first.

10.When should at-home oral care begin for a child?

a. Care of the gums should start even before teeth develop, cleaning the 

gums and tongue with a soft cloth or finger brush.

b. Toothbrushing should start when the first tooth erupts.



jpolido@chla.usc.edu

Office: 323-361-4116 Children’s Hospital Los Angeles

1901

mailto:jpolido@chla.usc.edu


Q & A Session
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Friendly Reminder, a survey will pop up on your web browser after the webinar ends. Please do

not close your web browser and wait a few seconds, and please complete the online survey.

Please note: the online survey may appear in another window or tab after the webinar

ends.

Upon completion of the online survey, you will receive the PDF CME or CE certificate based on
your credential, verification of name and attendance duration time of at least 75 minutes, within
two (2) weeks after today’s webinar.

Webinar participants will only have up to two weeks after webinar date to email Leilanie
Mercurio at lmercurio@lacare.org to request the evaluation form if the online survey is not
completed yet. No name, no survey or completed evaluation and less than 75 minutes
attendance duration time via log in means No CME or CE credit, No CME or CE certificate.

Thank you!

mailto:lmercurio@lacare.org
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