Child and Adolescent
Oral Health Issues

“H

ealth and education go hand in hand:
one cannot exist without the other.

To believe any differently is to hamper progress.
Just as our children have a right to receive the
best education available, they have a right to be
healthy. As parents, legislators, and educators, it
is up to us to see that this becomes a reality.”
Antonia Novello, M.D.
Former U.S. Surgeon General

Dental Caries

Approximately 21 percent of children have
untreated dental caries (tooth decay) in
their primary teeth. Non-Hispanic black
and Mexican-American children (27
percent and 31 percent, respectively) have
a higher prevalence of untreated tooth
decay than non-Hispanic white children
(18 percent).1
Children and adolescents from families
with low incomes are more than twice as
likely to have untreated tooth decay in
their permanent teeth as those from families with higher incomes.2,3
Prevention of tooth decay in children and
adolescents involves a range of population- and individual-level strategies, such
as community water fluoridation, topical
fluorides (e.g., fluoride toothpaste, fluoride
varnish, fluoride mouthrinse), dental sealants, education, and dietary interventions.4

Access to Care

The need for oral health care is the most prevalent unmet health care need among
children and adolescents.5
One out of every 16 children in the United States— 4.6 million— does not receive
needed oral health care because the family cannot afford it.6
Children and adolescents without insurance are more than six times as likely to have
unmet oral health needs as those with private health insurance and more than four
times as likely as children
with Medicaid or other
public coverage.7
Thirty-three percent of
children and adolescents
without insurance have not
had a dental visit for more
than 2 years (including
those who have not had a
dental visit) compared with
12 percent of those with
Medicaid coverage and
12 percent of those with
private dental insurance.7
Non-Hispanic white
children are more likely
to have had a dental visit
in the past 6 months (67
percent) than non-Hispanic black (55 percent) or Hispanic (57 percent) children.8
Less than 37 percent of children enrolled in Medicaid receive oral health services
under that program, and several states have reported rates of 30 percent or less.8
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For children and adolescents who rarely visit a dentist, non-oral-health professionals
(physicians, nurse practitioners) may be in the best position to provide oral health
screening and risk assessment, preventive measures, and education.2
In a poll of nearly 1,200 adolescents, respondents frequently mentioned that having
access to affordable, convenient, and high-quality oral health care would make health
services more helpful.9
States can reduce the number and cost of
children’s hospital visits for urgent oral
health care and can improve children’s
oral health by making modest investments
to improve access to preventive care. For
example, by increasing the likelihood that
more young children see a dentist, states
can reduce costs from future decay or
related problems.10
State-supported or state-operated mobile or portable programs have provided
preventive oral health services in 22 states
and restorative oral health services in 30
states.11 Some programs provide screenings or examinations for school entry,
triage for establishing priorities for onsite
care or referrals to care in the community,
or both.
Oral health services can be delivered in a
school room with stationary or portable equipment or in a mobile van parked at
the school.12
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Children and
Adolescents with
Special Health
Care Needs

Compared to all other health care services,
oral health care is the most prevalent unmet health care need among children and
adolescents with special health care needs.
Unmet oral health care needs affect about
twice as many children and adolescents as
unmet mental health care needs.13
According to parents, children and adolescents with special health care needs without insurance and from families with low
incomes are more likely not to receive the
health care services they need. Those from
families living below the federal poverty
level (FPL) are three times more likely not
to receive the services they need as their
counterparts from families with incomes
of 400 percent FPL or more (25 percent
vs. 7 percent).14
More than half of dental schools provide students with less than 5 hours of classroom
instruction, and less than 5 percent of clinical time, related to children and adolescents
with special health care needs.15
Hands-on educational experiences in dental school significantly impact dentists’ perceptions of barriers to care for children and adolescents with special health care needs.16

Dental Sealants

Dental sealants are an effective tool in both preventing tooth decay and stopping the
progression of the disease. Placing dental sealants on the chewing surfaces of molars
with early signs of decay significantly
lowers the probability that decay will
progress, compared with the progression for similar teeth that have not
been sealed. This benefit may last as
long as 5 years.4,17
Although children from families
with low incomes are almost twice
as likely to have tooth decay as those
from families with high incomes,
those from families with low incomes
are only half as likely to have dental
sealants.18
Non-Hispanic black and MexicanAmerican children and adolescents
have a significantly lower prevalence
of dental sealants than non-Hispanic
white children and adolescents.5,6
School-based dental sealant programs
are an important and effective public
health approach that complements
clinical care systems in promoting the oral health of children and adolescents.19
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Fluorides

Fluoride prevents tooth decay, and the most
cost-effective way to deliver the benefits
of fluoride to all community residents is
through water fluoridation.18
In communities with more than 20,000 residents, every $1 invested in community water
fluoridation yields about $38 in savings each
year from fewer cavities treated.18
Community water fluoridation decreases
tooth decay by 29 percent to 51 percent in
children and adolescents.20
Brushing teeth twice daily with fluoridated toothpaste is effective in preventing tooth
decay in children and adolescents.21,22
Use of professionally applied fluoride should be based on a child’s or adolescent’s risk
for caries and is most effective when applied to the teeth before tooth decay develops.23
Children and adolescents who have high levels of tooth decay and live in communities
with low fluoride levels in the water may experience substantial tooth-decay-preventive
benefits from participating in school-based fluoride mouthrinse programs long term.24

Nutrition

Sugar consumption, whether measured in frequency or amount, is a powerful indicator
of caries risk among individuals without regular exposure to fluoride (e.g., via drinking water, toothpaste, varnish). Among most
children and adolescents with good exposure to
fluoride, sugar consumption is a mild to moderate caries risk factor. Hence, efforts to prevent
excessive consumption of sugar is an important
component of caries prevention.25
2010 Dietary Guidelines for Americans recommends reducing intake of foods and drinks with
added sugars (sweeteners added to processed
and prepared foods); however, approximately
16 percent of children’s and adolescents’ daily
caloric intake contains added sugar.26
Children and adolescents with missing teeth
may have chewing problems that limit their food
choices and result in nutritionally inadequate
diets.27
Inadequate nutrition during childhood can have detrimental effects on children’s
cognitive development and on productivity in adulthood. Nutritional deficiencies also
negatively affect children’s school performance, their ability to concentrate and perform complex tasks, and their behavior.28
Targeted marketing and easy access to foods and beverages high in sugar may increase
children’s and adolescents’ risk for tooth decay and negatively impact their overall health.29
More effort is needed to facilitate access to affordable, healthy foods for children from
families with low incomes, particularly in urban and rural neighborhoods, and to effect
positive changes in children’s diets.30
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Injury and
Violence

By age 16, 35 percent of children and
adolescents will have sustained dental
trauma at least once.31
Cranofacial, head, face, and neck injuries occur in more than half of the
cases of child abuse.31
Physical or sexual abuse may result in
oral or dental injuries or conditions.31
Used during sports, mouth guards offer a substantial degree of protection
to the teeth and oral soft tissues and
also protect children and adolescents
from concussion.32

Tobacco

Exposure to environmental tobacco smoke increases children’s risk for tooth decay and
for defective enamel formation.33, 34
Maternal tobacco use is associated with congenital disabilities such as cleft palate and
cleft lips.35
Although middle-school-age children’s and adolescents’ use of cigarettes and cigars has
decreased, their use of smokeless tobacco and pipes has not.36
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