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                                STATE OF CALIFORNIA

                   DEPARTMENT OF HEALTH SERVICES

                              OFFICE OF ORAL HEALTH

CHILDREN’S DENTAL DISEASE PREVENTION PROGRAM GUIDELINES

                    PRESCHOOL THROUGH SIXTH GRADE 

I. BACKGROUND AND PURPOSE

Sections 104770-104825 of the Health and Safety Code authorize local sponsors to offer a community dental disease prevention program to public and private school children in preschool through sixth grade, and in classes for children with exceptional needs.  Program goals include:

Goal I.
To directly provide preventive oral health services to preschool and elementary school children in high need areas.

Goal II. 

To directly provide oral health education services to preschool and elementary school children in high need areas.

Goal III.

To stimulate the development of community resources for preventive oral health services for preschool and elementary school children in high need areas, and to encourage broad community participation in advocating preventive oral health and related services for children.

       Goal IV.        To contribute to the achievement of the Healthy People

                             2010 Oral Health Objectives.

The law authorizes the Department of Health Services, through contractual arrangements, to reimburse local sponsors with programs approved by the Department at an amount of ten dollars ($10) per participating child in fiscal year 2004-2007, and in each fiscal year thereafter, for the costs of program administration and services as described in these guidelines. (104795)

The Department provides flexibility at the local level in sharing program responsibilities and funds between health departments, school districts, and other agencies.


___________________________________________________________________


NOTES:


1.  Language in these guidelines pertaining specifically to preschool children is in italics.

  2.  Numbers in parentheses refer to applicable sections of the Health and Safety Code.

              II.   DEFINITIONS

Advisory Dentist 
A dentist, licensed by the State of California, who is assigned primary responsibility for providing consultation and technical assistance to a participating Children’s Dental Disease Prevention Program (CDDPP).  He/she may write the blanket fluoride supplement and /or mouthrinse prescription.  The advisory dentist may also provide sealant screenings and dental sealants to program participants.

Anticariogenic
  Preventing dental decay.
Brushing  
The practice of removing plaque from the buccal, lingual and occlusal surfaces of the teeth, using a toothbrushing method of demonstrated effectiveness.  Also includes brushing the dorsal surface of the tongue.  The goal of brushing is plaque disruption.

Brushing Activities 
The practice of any part of the brushing skill or brushing any portion of the teeth, with the goal of becoming proficient at brushing the entire mouth.

Calcified
When organic tissue is hardened by calcium deposits and other inorganic salts.

Demineralization
A process where the enamel of the tooth is broken down due to the action of acids.

        Dental Screening                         A general assessment of the oral cavity to determine a patient’s

                                      need for dental care.  This screening may be performed by a

                                      dentist, a registered dental hygienist, or any other individual

                                      who has been appropriately trained and wishes to participate

in dental screenings as part of the CDDPP.

        Dental Sealant


                       A thin plastic coating which is applied to the chewing surfaces

                                     of the back teeth to prevent tooth decay.

Dentifrice
 Toothpaste.

Department 


                         California Department of Health Services.

        Exceptional Needs

                  Any physical, mental or emotional disability that impairs




                              normal activities of daily living. 

Flossing Activities
The practice of any part of the flossing skill or flossing any portion of the teeth, with the goal of becoming proficient at flossing the entire mouth.

Fluoridation
The process of adjusting the naturally occurring sub-optimal fluoride level of the water to the recommended optimal level to reduce dental caries.

Fluorosis
A condition of the teeth characterized by discolored enamel which is due to ingestion of an excessive amount of fluoride during tooth development.

Fluoride Mouth Rinse
A topical method of delivering fluoride.  A liquid containing 0.2% neutral sodium fluoride used to prevent dental caries.  
Fluoride Varnish
A method of delivering topical fluoride.  A lacquer containing 
                                                   5 % sodium fluoride that is painted on teeth to prevent dental caries; particularly effective in the prevention of early childhood caries.

In-service  
A training workshop for teachers, school nurses, parents, classroom educators, or other persons involved in the CDDPP with the goal of imparting knowledge, skills, information and motivation for the CDDPP.

Ongoing 
Taking place throughout the school year, either in the classroom or at home.

Optimal Fluoride Level
The level that is considered optimal for the reduction of tooth decay, ranging from 0.7 to 1.2 parts per million, as recommended by the Centers for Disease Control and Prevention.

Oral Hygiene Instruction 
Instructional class visit on oral health promotion and disease      

                                                   prevention, the content of which is described in these

                                                   guidelines. 

Participating Child 
An eligible child who is actively participating in the CDDPP (has actively begun one or more of the program components described in these guidelines with the intent of completing as many components as possible before the fiscal year end).

Plaque Control 
The disruption of plaque-forming organisms, sufficient to prevent the initiation and progression of gingivitis, through brushing and flossing.

Post-eruptive
After the tooth breaks through the gums and becomes visible in the mouth.
PPM
“Parts per million” or milligrams per liter; how fluoride is measured in the water.

Pre-eruptive
 Before the tooth breaks through the gums and becomes visible in   

  
 the mouth.
Professional Strength 




A method of delivering topical fluoride. A solution containing Fluoride














1.23% acidulated phosphate fluoride
that can be applied as a gel,  

                                                  swished or brushed on the teeth.   
Remineralization                    A mechanism by which demineralized teeth regain the mineral

                                                  they have lost through the use of fluoride; use of fluoride results

                                                  in a reversal or remineralization of the early caries process as

                                                  well as in an enamel surface that is more resistant to subsequent

                                                  decay.

           Sealant Screening                   An examination of the oral cavity of which the primary purpose

                                     is to evaluate the patient’s need for dental sealants. However, 

                                     this examination may also serve as a more comprehensive

                                     examination to determine other dental needs.  This screening

                                     must be performed by a licensed dentist or hygienist.  

 Suboptimal Fluoride Levels
Any level of fluoride that is beneath the minimum optimal level for protection against tooth decay, e.g., any level below 0.7 ppm.

         Supplememt                                Supply what is lacking; additional; a fluoride supplement refers

                                       to fluoride in tablet or drop form, or in combination with 

                                       vitamins.

Systemic
Of or affecting the entire bodily system, e.g., “systemic fluoride,” refers to ingested fluoride that acts on teeth as they are developing and before they have erupted.  
Topical
On a surface part of the body; local application, e.g., “topical fluoride” refers to fluoride that comes in contact with the teeth after they have erupted.

Update 
A short in-service conducted by the local project for teachers, school nurses, parents, classroom educators, or other persons involved in the CDDPP who have previously been in-serviced,  in order to give them new information, assist in problem-solving and provide motivation and support at the beginning of a new school year.
III.

ELIGIBILITY REQUIREMENTS
A. Eligible Participants

1. Public school children in areas of greatest identified need (as defined below) who are in preschool through six grade, and in classes of children with exceptional needs (without regard to grade level) are eligible to participate.   Private school children K-6, may be considered eligible on an individual basis if other indicators of greatest need are identified e.g., oral health status or socioeconomic status indicators that are equal to or less than equal to those of a comparable Free and Reduced School Lunch Program (FSLP) population.  Any such indicators must be justified in writing in the application or be approved by the Office of Oral Health (OOH) prior to the initiation of any program activity. 
2. If a program wants to include a school(s) that does not meet the 50% FSLP  

    requirement, it can use the following alternative method of establishing eligibility:

· Conduct an oral health needs assessment on 10% of the proposed schools’ kindergarten and 3rd grade students.  The needs assessment must be conducted using the same protocol and standards as those used for the 2005 California Oral Health Needs Assessment conducted by The Dental Health Foundation (see next page).

· If the results of the assessment show that the school’s kindergarten and 3rd grade children have oral health disparities equal to or greater than those of children in the FSLP, as shown in the tables below, then the school qualifies for participation in CDDPP.  It is the responsibility of the program to document the assessment and the results.

· The tables below are abbreviated versions of those found in the California Oral Health Needs Assessment.  The assessment may be accessed at the Dental Health Foundation’s website: 

                       http://www.dentalhealthfoundation.org/topics/public/index.shtml
Oral Health Status of California’s Kindergarten Children
Stratified by Participation in the FSLP Program
	Variable
	Participates
In FSLP

	% with caries experience
	63.7

	% with untreated decay
	34.1

	% with rampant caries
	24.7


Oral Health Status of California’s 3rd Grade Children
      Stratified by Participation in the FSLP Program
	Variable
	Participates
In FSLP

	% with caries experience
	78.8

	% with untreated decay
	32.2

	% with rampant caries
	26.7


The criteria to be used when conducting the oral health assessment at schools not meeting the 50% FSLP ratio (taken from the Oral Health Needs Assessment at The Dental Health Foundation’s website—see link above) are included as Appendix A.
2. Eligible preschool children must be enrolled in either the Federal Head Start Program (excluding the home-based Head Start Program component) or the State Preschool Program administered by the State Department of Education (CDE), Child Development Division, unless otherwise approved in writing by the Department.
3. Preschool participation must not exceed 15% of the total targeted population to be served.
B. Organizations Eligible for Funding

1. A local program sponsor may be a city or county health department, county office of education, superintendent of schools office, school district or other public or private nonprofit agency approved by the Department. (104795)

a. The local health officer of each local health department, or his or her designee,

       in cooperation with the appropriate educational personnel and the local dental

       advisory board, shall submit a program proposal to the Department. (104790)

b. If the local health officer elects not to submit a program proposal, the

       Department may solicit program proposals from other public or private

       nonprofit agencies and contract directly with those agencies. (104790)

C.
Areas of Greatest Identified Need
1. Priority for annual funding of programs shall be based in part on documentation of areas of greatest identified need, as determined by the Department, in cooperation with the CDE.  (104825)

a. An existing project will be determined to have satisfied this criterion if the percent of students participating in the Federal Free and Reduced School Lunch Program (FSLP) at a school being served is 50% or greater or has received an oral health needs assessment and has shown to have decay rates equal to or greater than those of children enrolled in FSLP. 
b.  An existing project that intends to add one or more new schools to replace

     schools that are no longer participating must provide written assurance to the

     Department that the new schools will meet or exceed the ratio described in (a).

c.  Proposals for new projects will not be accepted by the Department unless they

     contain an assurance that they will meet or exceed the ratio described

     in (a).  Such proposals shall describe how this will be accomplished, and shall

     cite the proportion of the K-6 population in the public schools in their county

     that are on the FSLP, using the most recent data available from the California

     Department of Education.  The OOH must approve the schools proposed for new   

     projects prior to the initiation of any program activity.

d. Preschool programs shall be determined to have met this criterion if

      participating children are enrolled in either the Head Start Program (excluding

           the home-based Head Start Program component) or the State Preschool

           Program administered by the California Department of Education, Child

           Development Division, unless otherwise approved in writing by the Department. 

e.  Annually, the Department shall provide programs the FSLP data available from

     the California Department of Education for public schools in their county as

     requested.

f.   All children with exceptional needs (e.g. children in “special education’’ classes,

      regardless of age) will be defined as having satisfied this criterion.

g. The Department may accept other indicators of greatest need on an individual basis, e.g., oral health status or socioeconomic status indicators that are equal to or worse than those of a comparable FSLP population.  Any such indicators must be justified in writing and approved by OOH prior to the initiation of any program activity.

IV. PROGRAM COMPONENTS – GRADES K-6

            OOH encourages programs in optimally fluoridated areas to use fluoride supply  

            savings to increase the number of children receiving dental sealants or increase the  

            number of children receiving a dental screening. 
A. In Sub-optimally Fluoridated Communities (0.6ppm or less fluoride) all children targeted by the project must be offered the opportunity to receive an acceptable form of fluoride approved by the Department.  Acceptable forms of fluoride-related caries protection are limited to the following options:

· Weekly fluoride mouthrinse (0.2% neutral sodium fluoride) for a minimum of 30 weeks per school year for children in grades K-6 only; or

· Daily fluoride supplement for a minimum of 30 weeks per school year; or

· Daily classroom brushing with fluoridated dentifrice for a minimum of 30 weeks per school year; or
· One application of professional strength fluoride administered in conjunction with a sealant placement clinic; or  

· Two applications of fluoride varnish within a school year.

A teacher in-service is required for all new teachers and an update training is required for all returning teachers.  In-service/workshop should include:  

(1) Compliance, distribution and record keeping for supplemental fluoride program.

(2) Implementation of parental involvement component.

(3) Classroom oral health education provided by teacher.

(4)   Any other areas necessary for optimum program implementation.
NOTE:  It is mandatory that administration of fluoride-related caries protection agents, specifically fluoride supplements, be phased out of the CDDPP subsequent to the introduction of optimal water fluoridation in communities served.

NOTE:  The blanket prescription shall be rewritten annually, and a copy  

               submitted to the Department. 

B.  Plaque Control - All children targeted by the project must be offered the

       opportunity to participate in an acceptable ongoing plaque control program.

       Minimal acceptable plaque control programs are limited to the following options:

    (NOTE: Classroom flossing is optional but encouraged)

· Students are provided the opportunity for daily classroom tooth brushing throughout the school year, and receive specific feedback on skill development; or


· Students are provided the opportunity for daily classroom toothbrushing for 25 consecutive school days, and receive specific feedback on skill development during that period.  Subsequently, students are provided the opportunity to continue brushing at home provided that the project is able to document students’ continued home brushing for the remainder of the school year through written verification by a parent or guardian.

· Students are provided the opportunity for a one time classroom toothbrushing activity, and receive specific feedback on skill development, followed by continued brushing at home provided that the project is able to document student’s continued home brushing for the remainder of the school year through written verification by a parent or guardian.

School staff involved in administering the CDDPP are required to attend an in-service prior to administering the program.  It is acceptable for returning school staff that has previously received an in-service to be provided with an update only.

C.  Dental Sealant Program - It is mandatory that projects offer children the   

       opportunity to participate in an acceptable dental sealant program. IT IS NEITHER  

EXPECTED NOR DESIRABLE THAT A SEALANT PROGRAM BE TARGETED TO ALL CHILDREN WHO RECEIVE OTHER PROGRAM COMPONENTS.  RATHER, A SEALANT PROGRAM SHOULD BE TARGETED TO CERTAIN GRADE LEVELS ONLY.  The dental sealant component must follow the Dental Sealant Program Guidelines and should contain at least the following mandatory requirements:

· A minimum of 5% of the total targeted population must receive dental sealants annually.  

· Target population can be second, third, fourth, fifth or sixth grade students.  As noted in the CDDPP Sealant Guidelines, Table 1, it is best to target second, third and sixth graders as they are the most likely to have eligible teeth.

· Sealant retention checks are mandatory for all CDDPPs.  Annually, a 10% sample of children who receive sealants during the current fiscal year need to be re-evaluated to ensure that the sealants are still intact and adequately cover the occlusal surfaces.  See CDDPP Sealant Guidelines for more information.  

· If the retention rate for a program falls below 85%, an in-service review

                of proper sealant technique must be given.

·  Submission of required data must be reported biannually to the OOH.

D.
Oral Health Education – All children targeted by the project must be offered the opportunity to participate in an oral health education program component, which includes the following subject areas: 

· Causes, processes and effects of oral diseases

· Plaque control – brushing with optional flossing

· Need for regular dental care

· Use of preventive dental agents, including fluorides and sealants 

· Diet and nutrition and their relation to oral health

· Oral injury prevention, including the use of mouthguards

· Importance of physical activity

· Cessation of tobacco products

         Note:   Not all children are required to receive instruction in all the above areas

                     each year; i.e. instruction should follow appropriate scope and sequence

                     principles.

E. Oral Health Advisory Committee - All projects must have an active local oral health advisory committee that meet the following requirements:

· Must include representatives from at least education, the dental profession, 

    and parent groups.  It is highly recommended when possible to include 

    representatives from the medical field, local leaders, and other interested   

    parties from the local community, e.g. local fluoride coalition, WIC, CHDP, 

    etc.

· Must assist in developing and reviewing the local project application, as 

    documented in the minutes of the committee meeting(s).

· Must review and comment on the local project application, as documented by 

     a letter accompanying the application.

· Must hold public meetings at least twice annually to provide input on the 

    need for and adequacy of the local preventive oral health services for children  

    and other oral health needs of the community, as documented in the minutes  

    of the committee meeting(s).

· Each project shall stimulate the development of community resources to 

    respond to the need for preventive oral health services with accessible, 

    effective programs for children in preschool through sixth grade in high need    

    areas, and shall encourage active participation in advocating preventive oral    

    health and related services for children.

F.     Dental Screening and referral is an optional component. 

        Note:  A dental screening does not take the place of a dental exam with x-rays. 

1. Projects that conduct screening and referrals are required to use the 

     “Guidelines for Dental Screenings” issued by the Department.  Programs

     wishing to use their own guidelines need written approval from the Department

     prior to implementation.  

2. Projects may use volunteer dentists, dental hygienist or other qualified health

      personnel to conduct dental screening and referral activities.

3. Dental screenings are strongly encouraged in optimally fluoridated 

      communities.

G.    Evaluation - Each project shall provide an evaluation component.

1. Each project shall be responsible for tracking and evaluating progress

      toward the achievement of each of the State-approved objective it

              establishes.  The evaluation method must be appropriate to the

              process/outcome being evaluated.

        2.  The project shall be evaluated by the Department, using such methods as

             are appropriate to assess the extent to which project objectives were met.

V.
PROGRAM COMPONENTS – PRESCHOOL
A. 
In Suboptimally Fluoridated Communities (0.6ppm or less fluoride), all children targeted by the project must be offered the opportunity to receive an acceptable form of fluoride–related caries protection as described below.  Projects using fluoride supplements must comply with the Fluoride Guidelines issued by the Department.  Acceptable forms of fluoride- related caries protection for preschool age children are limited to the following options (said Guidelines will remain in effect until new directives are published by the Centers for Disease Control and Prevention):

· Twice yearly fluoride varnish; or

· Daily fluoride supplement for a minimum of 30 weeks per school year; or

· Daily classroom brushing with fluoridated dentifrice for a minimum of 30 weeks per school year.

1. The staff of each preschool participating in the CDDPP shall provide

      preventive services to participating children, including but not limited to the

      opportunity for daily classroom toothbrushing activities throughout the

      school year that contribute to skill development.

Note:  State funds are not to be used for the purchase of fluoride supplies or

          toothbrushes for Head Start participants.  Purchase of these supplies is   

         the responsibility of the Head Start program.

B.
Oral Health In-Service - Each School program shall provide oral health in-service training for teachers, teacher aides, school nurses, health coordinators, and food preparation personnel.

1. All preschool personnel shall complete training in a course approved by the Department prior to initiating the program.  The course shall include but not be limited to:

a.
Discussion of oral health concepts, including but not limited to oral disease etiology, plaque control, fluorides, diet (including dentally healthy snack foods) and dental emergencies.

b. Active participation by teachers in toothbrushing and fluoride supplement activities.

c. Discussion of brushing and fluoride component implementation and classroom integration.

d. Discussion of local dental care resources and access to them.

e. Discussion of educational materials and program logistics.

f. Administration of an in-service evaluation.

2. Project coordinators shall maintain the following records for each personnel

      in-service training session:

a.
  Dated participant sign-in sheet.

b. Agenda and/or outline.

    3.   Preschool personnel shall receive in-service training on a yearly basis.

    4.   Project coordinators shall maintain a record of all training received by all

          personnel on a cumulative, year-to-year basis.

C. Oral Health Education – All children targeted by the project must be offered the opportunity to participate in an oral health education program component, which includes the following subject areas: 

· Causes, processes and effects of oral diseases

· Plaque control – brushing with optional flossing

· Need for regular dental care

· Use of preventive dental agents, including fluorides and sealants 

· Diet and nutrition and their relation to oral health

· Oral injury prevention, including the use of mouthguards

· Importance of physical activity

· Cessation of tobacco products

         Note:   Not all children are required to receive instruction in all the above areas

                     each year; i.e. instruction should follow appropriate scope and sequence

                     principles.

D. Parental Involvement - Each preschool program must offer a parental involvement

      component.

· The Department may establish one or more demonstration projects to test

        different models for gaining parental involvement.  Some suggestions include

           parent in-services and health fairs.

E.  Dental screening and referral is an optional component and may be offered to

      participating children.

1. Projects that elect to conduct optional screening and referral are required to use the Department of Health Services' "Guidelines for Dental Screening". Programs wishing to use their own guidelines need written approval from the Department prior to implementation.   

        2.   Projects may use volunteer dentists, dental hygienists or other qualified health

              personnel to conduct screening and referral activities.

F..  Evaluation - Each project shall provide an evaluation component.

1. Each project shall be responsible for tracking and evaluating progress toward the achievement of each of the State-approved objectives it establishes.  The evaluation method must be appropriate to the process/outcome being evaluated.

2. The project shall be evaluated by the Department, using such methods as are appropriate, to assess the extent to which project objectives were met.

VI.  
PROGRAM RESPONSIBILITIES
A. Department of Health Services 
        1.  Shall establish guidelines for community-based CDDPP. (104785)

  2.  May revise the guidelines periodically as deemed necessary to further the 

       purpose of the CDDPP. (104875)

  3.  Shall distribute requests for proposals to health departments or other local

       sponsors.  (104790)

  4.  Shall develop and evaluate the community-based CDDPP in cooperation with

       the CDE.  The program may include, but is not limited to:

        a.  Development and evaluation of teacher and program coordinator in-service

       workshops.

  b.  Development and review of educational materials.

  c.  Evaluation of classroom oral health education presentations.  (104805)

5.   Shall monitor and evaluate local programs in accordance with these guidelines

      and criteria established in the local sponsor's contract with the Department.

6.
Shall determine areas of greatest identified need in cooperation with the Department of Education.  (104825)

7.
Shall provide technical assistance and training to local project as needed.

B. Department of Education and Head Start
1.   Shall assist the Department in developing and evaluating the educational

component of the community-based CDDPP.  (104805)

2.   May act as a liaison to local education agencies to develop support for the

      community-based CDDPP.

C.  Local Health Department or Other Local Sponsor
1.  May offer the CDDPP, and shall have overall responsibility for the

           program.  (104775)

      2.  Shall appoint an oral health advisory board; or shall designate an existing 

           advisory body, which includes representation from education, the dental

           professions and parent groups, to act as a dental advisory board.  (104780)

      3.  Shall be reimbursed by the Department at a rate of ten dollars ($10) per

           participating child per year as authorized by law for expenses incurred

           pursuant to administration of the CDDPP.  (104795)

       4. Shall have all the following program responsibilities, or may delegate and

           subcontract any or all of the following program responsibilities and  

           funding to other agencies, such as school districts and non-profit

           organizations.  (104800)

a. Identification and hiring of program coordinator and staff.  The program coordinator shall be employed at a minimum of 0.5 FTE unless otherwise approved by Department. All persons who will be conducting classroom oral health education must have experience or training in oral health and classroom teaching skills prior to providing classroom instruction.

b. Coordination with the local offices of education, school districts and other

      agencies for implementation of the program in participating schools.

c. Ordering and distribution of supplies (Except that the Department will not reimburse for materials or supplies required to be provided by another agency, e.g., Head Start).

d. Provision of classroom presentations on oral health, nutrition, and plaque control.

e. Administration of fluoride mouthrinse, fluoride tablet or other preventive dental programs approved by the Department.

f. Provision of teacher in-service training workshops.

g. Provision of monitoring and technical assistance.  Monitoring and technical assistance to classes are integral to maintaining the quality of the CDDPP and should be performed on an ongoing basis throughout the school year.

h. For Head Start and State Preschools, monitoring and technical assistance visits to each classroom should be made a minimum of once yearly and should be documented by keeping a record of dates of visits, teacher/classroom visited, comments and follow-up provided.  The following areas need monitoring and technical assistance (see Section V, subsection A.1.3. for funding limitations):

(4) All teachers and staff should receive in-service training before the    program begins, and yearly thereafter.

(5) Frequency of brushing.

(6) Compliance, distribution and record keeping for supplemental fluoride program.

(7) Implementation of parental involvement component.

(8) Classroom oral health education provided by teacher.

(9) Any other areas necessary for optimum program implementation.

i. Collection and maintenance of required data and records, including documentation of expenditures and students served.

j. Conducting annual evaluations of program costs and effectiveness.

k. Provision of required reports to the Department.

l. Provision of dental screening and referrals (optional or mandatory).  

5 Shall  budget for required staff attendance at the annual conference and other

         training workshops provided by the Department.

6. Shall provide technical assistance and consultation to other CDDPPs as requested,

         but only to the extent that funds are available.

7. Shall report to the Department (in a timely manner) any primary staff changes (i.e.

         Supervisor or Coordinator) as they occur.

 
D.  Program Coordinator (minimum .50 FTE)
1. Shall be responsible for the coordination, implementation and demonstration of

      the program, ongoing staff training and development, and performing those

      functions described under the local sponsor's responsibilities.  (Section VI.C)

2. Must be an individual with experience or training in both dental health, health

     education, and program administration, e.g., dentist, dental hygienist, dental

     assistant, dental health educator, school nurse.

3. Shall attend, and encourage staff to attend, the annual conference and other

     training workshops provided by the Department.

    4. Shall ensure that the blanket fluoride prescription is rewritten annually, and a copy   

        submitted to the Department.


E.  Participating Schools/Preschools or School Districts 
     1.   Shall cooperate with the local sponsor in implementing the program. (104810)

     2.   Shall assist local sponsors in developing proposals.

     3.   May perform any or all of the functions described under the local sponsor's

           responsibilities (Section VI.C) which are agreed upon by both parties and for 

           which funding is also provided.  (104775)

  4.  Shall maintain required records for students enrolled in the program. (104810)

5.  Shall maintain furnished plaque control supplies for classroom use and safely

     store fluoride materials.  (104810)

NOTE:  In Head Start preschools and preschools with classrooms comprised of both Head Start and State Preschool students, Head Start is required to provide fluoride supplies and toothbrushes for all students in such classes.  Since this is the policy of the Head Start program, the Department will not reimburse for the costs of these materials.

F.   Local Oral Health Advisory Board

· Must include representatives from at least education, the dental professions, and parent groups.  It is highly recommended when possible to include representatives from the medical field, local leaders, and other interested parties from the local community, e.g. local fluoride coalition, WIC, etc.

· Must assist in reviewing and commenting on the local project application, as documented in a letter signed by the committee chair.
· Must hold public meetings at least twice annually (quarterly is strongly recommended) to provide input on the need for and adequacy of local oral health services for children and other oral health needs of the community, as documented in the minutes of the committee.

· OOH encourages the oral health advisory board to promote oral health activities in the local community.  

G.   Participating Elementary School and Preschool Teachers/Aides
1. Shall attend an in-service training workshop (preschool teachers/aides only) as described in Section V.B.1.

2. Shall supervise classroom plaque control procedures.

3. Shall supervise weekly fluoride mouthrinsing, daily fluoride tablet procedures, or administration of other preventive agents approved by the Department, and record participation (fluoride mouthrinsing is not an approved procedure for preschool programs).

4. May provide additional oral health, nutrition and plaque control instruction to supplement that provided by program personnel.

5. Shall complete an annual evaluation of the program.
 H.   School Nurses

1. May mix fluoride mouthrinse.

2. May assist in implementing and monitoring the local program.

3. May supervise the distribution of supplies.

4. May maintain records of participation in fluoride mouthrinsing, fluoride tablet or programs using other preventive agents approved by the Department.

5. May follow-up on screening referrals.

I.   Advisory Dentist
1. Shall be designated for each CDDPP.

2. Shall act as a consultant and technical advisor to the program.

3. Should serve on the Local Oral Health Advisory Board (See V.I.F.).

4. Should act as a liaison with community organizations.

5. May write the annual blanket fluoride prescription.

6. May perform sealant screening and placement for the local CDDPP.

VI.  PROGRAM EVALUATION
A. The Department shall perform such on-site program reviews and evaluations as it

      deems necessary to provide technical assistance and assure contract compliance.

B. The Department shall define what data are needed to determine the costs and effectiveness of local programs, and shall recommend standardized collection instruments and measures to be used by all programs to assure comparability of data between programs.

C. If screening and referral data are generated by local programs for evaluation

         purposes, these data should be tabulated and reported to the Department annually.

D. Biannual program reports, as well as any periodic reports required by the

Department, shall be submitted in a timely manner by all local programs.

  E.  The Department may determine future funding for each project based in part on

        compliance with the program guidelines.
Guidelines For Dental Screeners TC "APPENDIX B
GUIDELINES FOR DENTAL SCREENERS" \f C \l "1"
Adapted from the

California Oral Health Needs Assessment
The Dental Health Foundation
Overview of Sampling 
The sampling frame included all public elementary schools in California. The sample was selected using a probability proportional to size sampling scheme, stratified by six economic regions. This sophisticated sampling design was used because fewer children and schools needed to be screened to achieve statistical precision. The sample consisted of 204 elementary schools throughout the state. If a school refused to participate, a replacement school was randomly selected from the same sampling strata. 

Based on this sampling method, 10% of the children in kindergarten and third grade at the school you would like to serve must be screened to establish need.  

Informed Consent 
The California Oral Health Needs Assessment used a combination of both positive and passive consent – depending on the preference of the school. Before the screening date, screeners were notified as to whether positive or passive consent was used. Following are screening guidelines based on the type of consent used: 

Passive Consent: If a school uses passive consent, all children will be screened unless the parent has specifically returned a consent form that is checked “NO”. If a child has not returned a consent form, the child will be screened. 

Positive Consent: If a school uses positive consent, only those children that return a positive consent form and check “YES” will be screened, unless the school has obtained verbal approval from the parent or guardian. If the school has obtained verbal approval, the school will sign a consent form on behalf of the parent. 

Information to be Obtained From or About the Child 
For each child screened, the screener/recorder will obtain and record the following demographic information – grade, child’s age, gender, language spoken at home, and race/ethnicity.  (See form below.) 

· Grade: record either K for kindergarten or 3 for third.  Note: In schools with combined grade classrooms such as 2nd and 3rd, screen only those children in third grade.

· Age: Ask each child how old he/she is and record to the lowest whole year. For example, if a child says that they are 8 ¾, record their age as 8 (not 9). 

· Gender: Record the child’s gender with the following coding: 1=Male, 2=Female 

· Language: Ask each child “What language do you usually speak at home?” and record one of the following codes: 1=English, 2=Other, 9=Unknown 

· Race/Ethnicity: The screener should make their “best guess” as to the race/ethnicity of the child. 

1=White: A person having origins in any of the original peoples of Europe, the Middle East, or North Africa. 

2=Black or African American: A person having origins in any of the black racial groups of Africa. 

3=Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, Cuban, South or Central American, or other Spanish culture or origin, regardless of race. 

4=Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, Indian subcontinent, or Philippine Islands. This area includes Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, Thailand, and Vietnam. 

5=American Indian or Alaska Native: A person having origins in any of the original peoples of North and South America (including Central America), and who maintains tribal affiliation or community attachment. 

6=Pacific Islander or Native Hawaiian: From any of the Pacific Islands such as Guam, Samoa or Native Hawaiian. 

7=Multi-racial 

8=Minority – but exact racial/ethnic group is unknown: Use this code if the child is not white but you cannot determine which other racial group they are affiliated with.
The following screening form must be used to conduct the screenings:

	Information to be obtained from child:

	Grade: 


	K=Kindergarten

3=3rd Grade
	Child’s Age: 


	Gender: 


	1=Male

2=Female

	What language do you usually speak at home?


	1=English

2=Other

9=Unknown

	Race/Ethnicity: 


	1=White

2=Black

3=Hispanic

4=Asian
	5=AI/AN

6=Pacific Islander

7=Multiracial

8=Minority – but exact race is not known 
	

	Screening results:

	Untreated Cavities: 


	0=No untreated

1=Primary only

2=Primary & permanent

3=Permanent only
	Treated Cavities: 


	0=No treated

1=Primary only

2=Primary & permanent

3=Permanent only

	History of Rampant Caries:


	0=No rampant

1=Rampant > 7 teeth
	Sealants on 1st Perm Molars:


	0=No sealants present

1=Sealants present


If no permanent molars are present Sealants=0

	Treatment Urgency: 


	0=No obvious problem

1=Early dental care

2=Urgent care
	Comments:


Lighting 

Screeners will use a strong penlight provided by the survey coordinators. If available, screeners may opt to use either a headlamp, portable fiber-optic light, or maglite. Screeners will not rely on natural light.

Retraction and Visualization 

Disposable dental mirrors and/or tongue blades will be used for retraction and visualization. For infection control purposes, all efforts should be made to avoid using the fingers for retraction. 

Removing Food Debris from Teeth 

If tooth surfaces cannot be visualized because debris obscures the view, the dental screener can use a toothbrush or a long handled cotton-tipped applicator to clean away food. The long handled cotton-tipped applicator can also be used to soak up saliva when the teeth are too wet to see. 

Instrumentation 

Dental explorers will not be used. The wooden end of a long-handled cotton-tipped applicator can be used to help screeners check for the presence of dental sealants. 

Infection Control 

In general, the screening procedures for the oral health needs assessment assume that the screener will not touch the child being screened. Screeners will, however, wear gloves during the screenings in the event that the screener inadvertently comes into contact with saliva or the mouth.

Although CDC infection control guidelines do not require that gloves be changed if there is no physical contact, screeners will change the glove on their working hand between each child. If a gloved hand touches the mouth’s mucous membrane, lips, or saliva, hands must be washed or rubbed with an antiseptic hand rinse before putting on a new pair of gloves. Only single-use mirrors will be used and will be disposed of promptly. Covered surfaces will be changed as necessary and uncovered surfaces will be cleaned as necessary. 

Untreated Decay 

A cavity is detected when a screener can readily observe two things: 

· A loss of at least ½ mm of tooth structure at the enamel surface. For reference, the ball at the tip of a Periodontal Screening Record (PSR) periodontal probe is ½ mm in diameter. 

· Brown to dark-brown coloration of the walls of the cavity. 

Teeth that meet both of these criteria are considered decayed, even if a filling or a crown is also present. These criteria apply to both pit and fissure cavities as well as those on smooth tooth surfaces. 

If the screener notices a retained root, assume that the whole tooth was destroyed by caries and code the child as having a cavity. 

Broken or chipped teeth, plus teeth with temporary fillings, are considered sound unless a cavity is also present. 


Coding: This survey differentiates between untreated decay in primary and permanent teeth. Following are the appropriate codes: 

0=No untreated decay 

1=Untreated decay – primary teeth only 

2=Untreated decay – primary and permanent teeth 

3=Untreated decay – permanent teeth only 

Treated Decay 

This indicator is determined by the presence of a filling (including temporary fillings), crown, or a tooth that is missing because it was extracted as a result of caries.  Only missing permanent 1st molars will be considered extracted due to caries. 

Coding: This survey differentiates between treated decay in primary and permanent teeth. Following are the appropriate codes: 

0=No treated decay 

1=Treated decay – primary teeth only 

2=Treated decay – primary and permanent teeth 

3=Treated decay – permanent teeth only 

History of Rampant Caries 

Children with seven or more teeth that are decayed, missing or filled because of decay are considered to have a history of rampant caries. Coding: 

0=No rampant decay (6 or fewer involved teeth) 

1=Rampant decay (7 or more involved teeth) 

Dental Sealants 

This indicator is for permanent 1st molars only. Dental sealants can be either transparent or opaque. While opaque white sealants are relatively easy to identify visually, other shades, including tooth-colored sealants, may be very difficult to identify visually.  Screeners can use the wooden end of a cotton-tipped applicator to help confirm the presence of sealants. Gently feel the occlusal surface of the 1st molars to determine if you can distinguish between a smooth sealant and a rougher area of the tooth itself. Do not include sealants on primary teeth or sealants on permanent teeth other than the permanent 1st molars. If there are no permanent molars present, code sealants=0. 
Coding: 
0=No sealants on 1st permanent molars 

1=Sealants on 1st permanent molars 

Treatment Urgency 

After categorizing each child according to his or her caries status, assign one of three treatment urgency codes to estimate how soon he or she should visit the dentist for clinical diagnosis and any necessary treatment. Refer to Table 1. 

	Table 1: Treatment Urgency Categories 

	Category 
	Recommendation for 

Next Dental Visit 
	Criteria 

	Code “0” 

No obvious problem 
	Routine dental care at next regular checkup 
	No problems or symptoms 

	Code “1” 

Early dental care needed 
	Dental care within next several weeks 
	Caries without accompanying signs or symptoms. Suspicious white or red soft tissue areas 

	Code “2” 

Urgent need for dental care 
	Dental care within 24 hours. 
	Signs or symptoms that include pain, infection, or swelling. 


Those individuals with no cavities or other obvious dental problems requiring early attention are given a Code “0”, which means that they should receive routine dental checkups as recommended by their dentist. You may, however, override a Code “0” and assign a Code “1” if there is some reason that you feel they need to see a dentist sooner than their next routine checkup.  For example, you may observe questionable areas on teeth, such as white spots that do not meet the ½ mm criterion but you suspect are precavitated carious lesions that would benefit from strategies to promote remineralization. 

Screening Protocol 

Following are step-by-step details of how screenings should take place. Dental screeners should try to follow these instructions. 

· Arrive at the screening site at least 30 minutes before the first scheduled screening. 

· Check in at the school’s office, then set up your supplies for the screening. Ask the office for a list of kindergarten and 3rd grade classrooms and when each class has recess, lunch or periods that can not be interrupted. 

· Obtain a class roster for each classroom. This will help you with the spelling of the child’s name. 

· Each school should be asked to provide one or two assistants (parent volunteers or older students). Ask the office who will be available to assist you. Introduce yourself to the assistant(s) and briefly tell them what you want them to do. In general, the assistants will be your “runners”. The runners will bring students to the screening site (about 10-15 at a time works well). 

· In positive consent schools, have each child bring their consent form with them to the screening. Check to make sure that the consent form is “YES”. 

· In passive consent schools, have each child bring their parent questionnaire with them (if they were returned). 

· Ask the child their grade and age and enter this information on the screening form. Also enter the child’s gender. 

· Ask the child what language they usually speak at home and enter this onto the form. 

· Determine the race/ethnicity of the child by making your “best guess”. 

· Complete the direct observation portion of the screening. Enter the results on the screening form. 

· Complete the referral letter for the parent. Give the child the referral letter and a toothbrush/prize. Send the child back to their classroom. Some teachers may ask that the referral letters be collected and given to the teacher. 

· When finished for the day, stop by the office and thank the staff for helping with the survey. Ask staff where you can throw away your garbage (staff may ask you to take it with you). 

Supplies 

· Oral health screening forms (1 per child), parent referral letters (1 per child), stapler, pen/pencil, pencil sharpener, eraser 

· Penlight or portable dental light, non-latex gloves, antiseptic hand cleaner, disposable mirrors, long handled cotton-tipped applicators, garbage bags, surface cleaner 

· Toothbrushes, stickers

To assure consistency between examiners, 


magnification (loupes) should NOT be used. 





The rule of thumb is – when in doubt, be conservative. That means that if you are not sure if a cavity is present, assume it is not.
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