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April 1, 1982

PROPOSED CS HB 412, RELATING TO DENTAL PREVENTION PROGRAM

This revised committee susbstitute addresses several concerns
expressed by various groups presenting testimony before the
House H.E.S.S. Committee. The revissions as requested by the
Committee are as follows:

Page 1, Jlines 18 and 25: Replace "children in kindergarten
through sixth grade™ with "childrenunder 13 years of age".
The specific language requested was "young children through
the age of 12"; however, drafters felt that this would be

more useful while preserving the intent of the Committee.

Page 2; line 4: Interpose "and/or systemic" between "topical"”
and "prophylactic”. The actual language was revised by drafters
to read only "or both™".

Page 2; line 5: Addition of phrase "may include the training
of parents in nutrition end in the use of topical and systenmic
flouride treatment."”

Page 2; line 10: Added phrase "or dental hygiene™.
Page 2; line 12: Added reference "AS 08.32, relating to
dental hygienists.

Page 2; 1ine 21: Added phrase "by regulation™.

Page 3; line 4: Replace "with an approved program $3 a

year for each participating child” with "that has an approved
program”. The spending celling has been deleted from this
section. This would allow contractors to receive actual
costs for services and later expansions of the program.

Page 3: line 15: Replace "kindergarten through sixth grade
teachers™ with "teachers and parents of children under 13
years of age."”

Page 4: Dates were changed from 1982 to 1983, except for
effective date of July 1, 1982.
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POSITION PAPER
HOUSE BILL NO. 412

"An Act relating to dental disease prevention programs in schools.”

WHAT THE BILL DOES: This bill recognizes that dental disease 1is the most
prevalent ill health condition among Alaskans and that effective prevention
must begin during early childhood. No amount of insurance coverage or dental
health manpower can lessen this burden on society unless i1t iIs accompanied
by a prevention program of this nature.

The education program and preventive services specified in this bill are
clearly outlined and would be effective in decreasing the incidence of caries
and peridontal disease. The program is optional both for school districts
and K individuals within a participating district. In general, this bill
will allow any community where public interest in dental disease prevention
iIs of sufficiently high priority to have the elementary school set up the
program.

SUITHIESTIUNS:  The specification on p. 3, line 2, of $3 per year for each"
participating child may not be advisable. Experience may show the necessary
’dded cost to a school district may be more...or less than this. This
flexibility would be allowed if there were language that empowered the
Uepartment to reimburse the costs of this service.

Un p. 4, lines 1-3 specify sporting of much clinical dental information
that would not ordinarily oe gathered in school education and prevention
programs. It would be preferable to gather this Information on a sampling
basis when indicated.

E S |
Division of Public Health

Date: - ..

Approved Dby:

HE. . Commissioner
Uepartment of Health &
Social Services



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE
Bill/Resolution No. House Bill No. 412
Title "An act relating to dental Disease Prevention Program in bchooFsT"-
Requested bv Commissioner®s Office* Date 03/23/82

Il. FISCAL DETAIL
Agency Affected Department of Health and Social Services
Program Category Affected Health/Public Health
BRU, Program, Or Subprogram(s) Affected Family HeaTth
(Note: If more than one budget component is affected, separate line-item
amounts and funding for each component in the analysis section.)

EXPENDITURES (Thousands of Dollars)
FY 82 FY 8 FY 84 FY 8 FY 86 FY 87

100 PERSONAL SERVICES U 8 32.2 64.0 96.0  TO2."?
200 TRAVEL 0 1.8 3.6 5.0 6.0
300 CONTRACTUAL n 0 __2.6 5.2 6-0 6-7
400 COMMODITIES n 0 0 1.3 1. . 1-6
500 EQUIPMENT n 2.7 n'5 0-5 0.5
600 LAND & STRUCTURES n g N % Q0 _ 0
700 GRANTS,CLAINS,ETC. G 75.0 1000 15050~ 200-0
TOTAL 0 ¢ 114.Q 174.6  258.9  317.3

FUNDING (Thousands of Dollars)

U I
GENERAL FUND 0 11153 1/4.6 "~278.9 _itr r
FEDERAL FUNDS
OTHER (Sptcify Source)

POSITIONS

FULL TIME m 0 0:? r.T ~770~

PART TIME
TEMPORARY

I1l1. ANALYSIS (See Fiscal Not™ Preparation Instruction, Section II1)

This Fiscal Note Is based on the assumption this program will start service
delivery in school year 1983-84. The grant programs offered in public
schools would take several years to reach the maximum level. TI. affected
grades (K-6) 1in school year 1981-82 have 49,682 children. This analysis
assumes that 507 of them would be included in this program in the school
year 83-84, witn a gradual increase after that.

This program can only be effectively administered if the Department has

the professional and clerical staff needed to conduct it. Since this pro—
gram would take several years to reach full implementation, the Department
proposes to add staff on a part-time basis startina in FY84 and to reach
full staffing at 2.0 FTE in FY 86.These line 100 figures are based on 1/3
staffing level in FY84, 2/3 in FY 85 and full-time staff in FY 86. The
detailed analysis onthe next page reflects the part-time (1/3) staffing

of these two positions. The subsequent two years are proportional to 2/3

and full-time respectively. _
IV. DATE 03/23/82 PREPAREDBY  David Spence. MJI.
AGENCY Dept. Health & Social Services.
Original: Legislative Finance PHONE  465-3100
cci Budget and Management
Prime Sponsor (First Legislator Named)
33-001 (Rev. 12/Bl)



Personal Services:

State Dental Officer, Ry. 26A,12mo. @$4,725 x1/3 =

Clerk Typist Ill, Rg. 88, 12 mo. 0$1,530 x 1/3 =

Total Salaries

Benefits:
ASB: 6.13% of $49,886 $1,534
Verible Benefits (¢ 16.63 4,161
Hea"th Insurance: 8 mos. (@$183 1,464

Total Personal Services

Travel:

Contractual Services:
Space Rental: 300 sq. ft. 0 $1.50 x4 mo. $1,800
Communications: $100 mo. x 4 400
Other 400

Total Contractual

Supplies:
Scientific: $100 mo. x 4 $ 400
Office: $50 mo. x 4 200

Total Supplies

Equipment:
| ea. Executive Desk $ 275
1 ea. Executive Chair 175
1 ea. Typist Desk 460
1 ea. Typist Chair 120
2 ea. File Cabinet, 4Ur.,Ltr. P 275 550
1 ea. Typewriter , IBMSelectric 1,100

Total Equipment

TOTAL ADMINISTRATIVE COSTS
Grants to School Districts:
Est. 25,unu participants y $3

TOTAL COSTS

$18,900
6,120

$25,020

$ 7,159
$32,179
$ 1*600

$ 2,600

$ 600

$2,700

$39,879

75,000

$114,879



SECTION-BY-SECTION ANALYSIS
HB 412

"An Act relating to dental disease prevention programs in schools; and pro—
viding for an effective date."

Section 1. LEGISLATIVE FINDINGS. Establishes that dental disease IS a serious
health problem for Alaskan children, and that proper education and treatment
can prevent it.

Section 2. Amends AS 18 by adding a new chapter 9, DENTAL DISEASE PREVENTION
PROGRAM FOR CHILDREN. . On a voluntary basis, school districts and REAAs

can provide a dental disease prevention program for 3chool children in
kindergarten through sixth grade. Such a program would include: (1) education
about causes of dental disease, and how to prevent it through better nutrition,
personal habits, and regular dental exams; (2) preventive services including
demostration of flossing and application of flouride rinse or gel. Any service
that constitutes the practice of dentistry would be provided under the
supervision of a licensed dentist.

An advisory board, with representatives from education, dental professions,
and parents. would be established by tne school district or REAA to advise it
about the program. An existing health advisory body may advise the body in
lieu of establishing a new board.

DHSS shall determine standards for prevention programs.

Program proposals, developed in cooperation with the local advisory board,
shall be submitted to the Department of Health and Social Services (DHSS)
by July 1 each year and shall include the method by which the program will
be implemented.

DHSS shall review proposals and approve those that meet the standards.

An approved program shall be reimbursed $3 per year for each child participating
in the program.

Joint programs between school districts or REAAs and public or private non—
profits, and/or other school districts or REAAs, arc allowable.

The Department of H" cation (DOE) may assist DHSS, school districts and REAAs
in training teachers who wish to volunteer to provide the services provided
for in the prevention program.

A parent may withdraw a child from participation in the program by written
notice to the school district or REAA.

Private schools may also provide such a program, or private school children
may participate in public school programs that meet the standards established
by DHSS.

A report about a program shall be submitted to DHSS on January 1 each year.
The report shall include at least the number of children In the program, the
number of children examined, the i.amber of children needing treatment, the
number of children treated, and the number of children needing further treatment.

DHSS shall submit a report to the legislature on February 1 of each year
covering the year®"s activities and a summary of the reports submitted to it
from school districts or REAAs.



Section-by section analysis
page 2.

ruction 3. Sets out dates for init"il submission of proposals and reports,
and for initial program standards to be incorporated into DHSS regulations.

Section 4. Requires Legislative Budget and Audit Committee to evaluate
the program in its fourth year of operation. The audit would include
an analysis of the program™s coat effectiveness and its impact on the
state"s expenditures for medical and dental care.

Section 5. Effective date: 7/1/81.*

* All references to dates would need to be amended since HB 412 was Introduced
during the first session of this legislature (1981).
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Apick 1, 1982

PROPOSED CS HB 412, RELATING TO.DEN®"LL PREVENTION PROGRAM

This revised committee susbstitute addresses several concerns
expressed by various groups presenting testimony before the
House H.E.S.S. Committee. The revissions as requested by the
Committee are as follows:

Page 1, lines 18 and 25: Replace "children in kindergarten
through sixth grade” with "children under 1.3 years of age".
The specific language requested was "young children through
the age of 12"; however, drafters felt that this would be
more useful.while preserving the intent of the Committee.

Page 2j line 4: Interpose "and/or systemic” between "topical™
and "prophylactic”. The actual language was revised by drafters
to read only "or both".

Page 2; line 5: Addition of phrase "may include the training
of parents in autrition and in the use of topical and systemic
flouride treatment.”

Page 2; 1line 10: Added phrase "or dental hygiene".
Page 2; 1line 12: Addedreference "AS 08.32, relating to
dental hygienists.

Page 2; Uline 21: Added phrase "by regulation”.

Page 3; 1line 4: Replace "with an approved program $3 a

year for each participating child” with "that has an approved
progiam™.. The spending ceiling has been deleted from this
section. This would allow contractors to receive actual
costs for services and later expansions of the program.

Page 3; line 15: Replace "kindergarten through sixth grade
teachers™ with "teachers and parents of children under 13
years of age."

Page 4: Dates were changed from 1982 to 1983, except for
effective date of July 1, 1982.



POUCH Y StATE CAPITOt
JUNEAU ALASKA 99811

m ai w h o m ™ 907-465 3800
LEGISLATIVE AFFAIRS AGENCY
MEMORANDUM April 1t 1982
SUBJECT: Dental disease prevention program
(CSHB 412 (HESS))
TO: Representative Michael F. Beirne
FROM: Edward H. Hein

Legislative Counsel

In drafting the enclosed committee substitute, 1 have taken
the liberty of making some changes that improve the language
of the bill without changing the substance.

Page 1, line 12: 1 deleted "dental" because "pain"™ 1is
sufficient.

Page 1, line 29: 1 inserted "instruction in” for clarity.

Page 2, lines 3-8: I reworded this paragraph to incor—
porate the change you requested and clarify the meaning.

Page 2, lines 13 - 19: | have transposed the first sentence
of this section to th active voice and added "body"™ to the
second sentence. Thi latter change may be a substantive
change. Please advise me 1if this 1is not your intent. Also,
see page 2, line 25, where 1 inserted "or body™.

Page 2, lines 20 - 22: 1 have transposedthis sentence to
the active voice.

Page 3, lines 18 - 21? 1 consolidated two sentencesinto
one and reworded for clarity.

Page 4, line 27: I changed the date to January 15th because
the leguslature does not convene until the second Monday 1in
January.



Representative Michael F. Beirne

Page 2
April 1, 1982

I recommend that you consider changing tue January 1st date
in AS 18.09.100 and sec. 3(c). The statistical information
to be included in the report would not be complete for the
calendar year until the end of business December 31lst and
the school district or REAA would then peed time to compile

the data.

Please contact me 1f you have any questions or if I may be
of further assistance on this bill.

EHHr I jb

Enclosure

4 t



PUBLIC POLICY OPTIONS

FOR BETTER DENTAL HEALTH

Report of a Study

Division of Health Care Services

INSTITUTE OF MEDICINE

December 1980

National Academy Press
Washington, D.C.



NOTICE: The project that is the subject of this report was approved
by the Governing Board of the National Research Council, whose members
are drawn from the Councils of the National Academy of Sciences, the
National Academy of Engineering, and the Institute of Medicine. The
nenbers of rhe connittee responsible for the report were chosen for
their special competencies and with regard for appropriate balance.

This report has been reviewed by a group other than the authors
according to procedures approved by a Report Review Committee con—
sisting of members of the National Academy of Sciences, the National
Academy of Engineering, and the Institute of Medicine.

The Institute of Medicine was chartered in 1970 by the National Academy
of Sciences to enlist distinguished nenbers of the appropriate profes—
sions in the examination of p»licy natters pertaining to the health

of the public. In this, the .nstitute acts under both the Academy-”s
1863 Congressional charter responsibility to be an advisor to the
Federal Government, and its own initiative in identifying issues of
medical care, research and education.

This publication is one of a series, "lIssues in Dental Health Policy,*
sponsored by the W. K. Kellogg Foundation, Battle Creek, MI 49016

2101 Constitution Avenue, N.W., Washington, D.C. 20418

Area (202) 389-6178

Publication 10M 80-06
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CHAPTER 1

CONCLUSIONS AND RECOMMENDATIONS

Americans have a substantial unmet need for dental care, as is
Indicated by surveys employing objective professional examinations of
persons to determine their dental health. At rhe same time, proved
methods exist for preventing and reducing denta” diseases, which if
untreited, are important causes of pain, discomfort, and disfigurement
and c.tn contribute to nutritional deficits or impaired social function.
The coexistence of these circumstances provides ai. opportunity
for Improving dental health through direct support of an efficacious
prevention program and implementation of an insurance plan to cover
costs of dental services that can help coutrol dental disease, reduce
the backlog of need for care, and improve the quality of life for
most Americans.

The national program to improve dental health described in this
report proposes that dental care resources b? allocated to meet more
closely the population®s need for dental care, "included a*sVKe’YigKest

AN tictlYy35rs"s. M5P>8ed<-ptiblT<f*pfogranToFjprevehllve *services forTa*—

JIn additloB to this public program gf*preventive services,
priorities- are_fecommended for aVnikionalL program"oriental-in*
leading to the availability of cottptffttensive ~difitaT aerylrjeto aliSsjr
Americans. These priorities are Intended to Introduce a set of in—
centives to Improve the oral health of the population by fostering
an emphasis on prevention and early treatment rather than expensive
dental repair and reconstruction. These priorities should also serve
as a guide for the design of private health insurance plant.

The committee felt that the national goal for dental care should
be the eventual availability of comprehensive dental services to all
Amer cans through a combination of public and private financing



arrangemeriLS and administrative mechanisms that will emerge rver time.
Only if that goal .s met, can the dental health of the nation be maxi—
mized.

The overalUrapproSch proposed implies that an increased investment
in ~rerjrSitiye-,neasures for new generations of Americans will result in a
population that has better dental health and a noticeable improvement in
quality of life. This improvement would result not only from the re—
duction of acute and often disabling incidents of pain and discomfort,
but also from the longer-term beneficial effects— less disfigurement,
clearer speech, improved ability to eat l.ealthfvl food- all of which
can contribute to physical health and social well being.

«ChapteT~contains thei-data xhat”de jcrlbej theninmet®*nVe~d" "Ta?3*
<ientaT-gaTe"in"theUJnltied, .Stateg~-flhiL"1t:7

The existing measures of proved efficacy in preventing and
reducLng the most common dental diseases ire discussed in Chapter 3.

The projected adequacy of supply of dental care personnel, with
or wi hout the inclusion of dental ® nefits in a national health
insurance plan, is discussed in Chapter Also discussed are possible
modifications of the dental care delivery system— Including ajgrAfetarS*
-role for~dental*.h"ygieniS18 and.~thar™air*i; I nry,.p=r«nnn<<l--fn"n tf"
r. m 0 ye.waVfyiSgeSo&taxbajC. particularly in the area of preven—
tion.

The rise of dental care expenditures over the past decade- at a
rate slightly greater than exoendltures for all health care- is de—
scribed in Chapter 5. That section also reviews the experience of private
programs of third-party payment for dental care and publl programs for
direct services, all of which together have accounted for a proportion
of dental care expenditures that rose from about 9 percent to 23 percent
<n the past decade. The i icrease, however, 1is almost all due to the
growth in orlvate Insurance plans; public expenditures have decreased
as a proportion of the total. Still, 75 percent of all expenditures for
dental care are out-of-pocket outlays. In addition. Chapter 5 describes
various approaches to containing the costs of dental care and redirect—
ing limited r"sources toward the goal of better oral health through
better disease control.

The Rationale for Insuring Dental Services

A fundamental question for this study committee was whether health
Insurance, either public or private, should be extended to cover dental
care, either now under existing plans or under an eventual national
health Insurance program.



During the course of this study, the likelihood has decreased that
any national health insurance plan will be enacted in the near future*
Enactment of a broad plan including dental benefits seems even more
unlikely. However, the priorities developed by the committee for den—
tal services should provide guidance to any future actions concerning
dentrl benefits under national health insurance. Meanwhile, the
recommendations should prove useful in assuring that additional funds
commit~ed to the extension of private dental Insurance benefits will
have .. greater impact on oral health.

The issues in dental insurance differ from those in medical in—
surance because the services they cover differ. Hospital care, which
is the biggest item of coverage by medical Insurance, 1is needed by only
a minority of people and at a reasonably predictable rate among a popu—
lation with known characteristics, and is very expensive. Hospitaliza—
tion meets the three major criteria for casualty insurance: the event
or expense insured against (1) is relatively rare for the individual
person but occurs at known rates for groups, (2) is very costly, and
(3) cannot generally be controlled by the Insured.

Dental care typically lacks all three of these characteristics.
Most persons have or need some dental care each year. The services
usually are not as expensive as other types of health care; it usually
is the patient’s decision to use dental services; and the patient"s
desires are an Important factor in determining what kind of dental ser—
vices are received, the dentist"s suggestions notwithstanding. Control
of the use of dental services by patients seems to be borne out by the
experience of existing Insurance plans. For example, when dental
Insurance was extended to a group, a relatively few more people began
using dental services— perhaps an increase in individual utilization
fror 50 percent to 60 percent. However, theta wcs a marked Increase
in expenditures because of increases in the number and expense of
services received by those who were already receiving some services.

These basic differences between dental and other health services
ro".ghit lead traditional Insurers to conclude that dental services
should not be Insured. However, additional factors in dental services
are important to a consideration of their insurability. First, utili—
zation of services is highly correlated with income, education and
occupational status (Chapter 2). Second, much more is known about
» a etiology of dental disease than of many medical diseases, and

.fectlve preventive measures are already developed, proved, and
available (Chapter 3). Third, patterns of current use and provision
of dental services indicate that many consumer are not receiving the
mix of services that could be most cost-effectlve for the Indivllual
and the nation. Fourth, although private dental Insurance 1is growing
rapidly and Includes some preventive services, the committee flnda
that the current pattern of benefit coverage encourages treatment
late in the disease process, such as more expensive reconstructive
services, rather than prevention or early treatment.



If private dental Insurance continues Its present rate of ,."owth
and it6 present patterns in coverage, and If other public programs
to improve dental health remain unchanged, the result may be that
some of the most cost-effective preventive measures to Improve dental
health will be underutilized, while some of the less cost-effective
reconstructive procedures will likely increase in use because they
are covered (Chapter 6). A drift bv much of the population into
an emphasis on reconstructive ever preventive services would parallel
the pattern the country has foiliwed in acute medical care services
and wsuld fall to obtain the maximum in oral health benefits for
the costs Incurred.

The committee concluded that well-designed public and private
dental health Insurance would be useful for achieving important ob—
jectives in dental health and that this advantage outweighs the
Inapplicability of some of the traditional insurance principles to
dental care benefits. Specifically, the committee concluded that
properly designed dental Insurance could (1) permit budgeting of
family dental expenses over time and over differing needs of family
members; (2) a.*Md financial hi;Usnlp; (3) encourage and expand,
by covering under Insurance, those services that clearly are needed
and cost-effectlvft. but that may be under-used without Insurance
coverage; (4) create incentives to restrain growth in expenditures
over time; and (3) improve the effectiveness and accessibility to
various dental care delivery systems.

Reconmendatlons

To help achieve the purposes stated above and thus Improve the
quality of life for Americans, the committee recommends th.»t properly
designed health insurance covering dental care services be considered
an appropriate component of a national health Insurance plan. The
committee also recommenda that these purposes be supported by appro-
prlate design of existing public and private dental 1insurance coverage.

A Basic Public Plan for Preventive Services

A major Issue In the design of Insurance plans for dental ser—
vices 1is whether certain services, primarily preventive, should be pro—
vided thrtugh public financing to the entire population as a foundation
upon which services covered under dental health insurance (public and
private) should be built. Important subsidiary giestlona are how such
baslr preventive services should be delivered, and what relationship
should be established between the basic services tnd the services
covered by public or private Insurance systems.



The evidence in Chapters 2 and 3 Justifies a foundation of communi—
ty fluoridation and preventive care as essential to Improvement of dental
health. The committee further believes that some preventive services
might best be provided in or through the nation®s school systems
based on existing experience described in Chapter 4. The private
dental office vas considered by the committee as an alternative to
school-based settings for delivering the preventive services that
are recommended. Because many preventive services “an be delivered
by auxiliary personnel in a group or classroom setting, there are
many efficiencies and economies to be gained in | school-based setting.
In addition, a school-based setring provides greater access to the
Individual services (e.g., screening examination) for children from

lower Incooe families, who tend to underutillze private office dental
services.

Therefore, because certain basic preventive services are necessary
to Improving the dental health of che nation, the committee recommends
that a basic system assure the delivery of preventive services to all
children, whether or not dental health insurance is Included in national
health insurance or there is continued growth in private dental in—
surance.

The committee suggests further that the most efficient way to
accomplish this objective may be to encourage and enlarge school-based
preventive dentistry services that have oeen initiated in many school
districts throughout the nation, and to initiate such services where
they do not now exist. This program constitutes the committee®s first
priority.

The committee did not recommend the specific details of the financ—
ing and operation of such a program, which would require detailed
consideration of mechanisms for encouraging and funding these services
through schools. Howevei, the following is an outline of how such
a program might work.

Financial support on a capitation basis might be provided to
cover the reasonable full costs of providing a basic set of educational
and preventive services In the schools to all children and adolescents.
All children In the grades covered vou” tecelve two types of services
as part of the school curriculum. The first type would be solely
educational and could be Integrated with the general physical and
health education methods appropriate to each grade level that have been
found to Improve physical awareness and general health behavior most
effectively. The second type would be a set of preventive services
furnished directly to each child, elthtr individual or within class—
room groups, with continuing emphasis on children of greatest need and
the development of personal responsibility of child and family.
Services to be considered for inclusion would be a screening »xaa-
lnation, prophylaxis (cleaning) and, if needed, sealants and topical
fluoride applications. The specific set of services in this second



segment would be modified periodically on the basis of recommenda—
tions from a continuing body of experts established for this purpose.
Targeting of selected preventive procedures would be desirable for

particular age groups and persons with particular dental disease
risks.

The school system might provide the services directly or contract
for their provision, or the school-based services might be provided by
public health agency. Parents and any family dentist identified for
each child would receive a report of the results of the examinations,
including need for fillings or other dental care. Parents would be
allowed to exempt their children from the second type of services.
However, no payment would be providel by public insurance programs
for such services outside the school-based program.*

The committee believes that the particulars of such an approach
deserve fuV discussion as the preferred alternative to including
such servlres under either national health Insurance plans or a com—
prehensive national health policy.

Because children would not be eligible for a school-based pro—
gram before the age of five or six, it is recognized and expected
that children should have earlier encountrrs with professional dental
care from their family dentist, pedodontlst, or community-based
child care program. In order to ease tne financial barrier to this
initial dental care for children of low Income families a recommenda—
tion regarding the priority of this special population group is
under the following outlined Insurance priorities.

Dent 1 Insurance Priorities

With the highest priority given to a school-based preventive
education and services program described above and assus.ng its
adoption whether or not a national health Insurance program is enacted
the committee grouped other dental services into three broad cate—
gories in decreasing order of their long-range cost-effectiveuess
in improving oral health (Chapter 6). If economic or other con—
straints limit an eventual national healrh Insurance program initially
to less than comprehensive medical and dental benefits, the committee
recommends that benefits be phased in according to the priorities
indicated by their long-range cost-effectlveness.

The committee recommends the following priorities for coverage
of dental care under a national health insurance pro-ram:

*See additional comments by committee members. Appendix 2.



Priority One: Prevention for children and adolescents
(to be provided through the basic public plan described above)

a)

Integration of dental health education and plaque control

"TiTto general education program

b)

Screening examination, prophylaxis (age 12-17 years only),
an appropriate type of fluoride application, and sealants
where applicable

Priority Two: Comprehensive services (other than prevention)
for children and adolescents from birth to 17 years

a)
b)
c)
d)
e)
)
9)
h)

Examination

Radiographs

Space maintalners

Extractions

Restorations

Crowns

Endodontic treatment

Treatment of handicapping malocclusion

Priority Three: Prevention for adults - 18 years and over

a)
b)

Screening examination arl prophylaxis
Prophylaxis

Priority Pour: Comprehensive services (other than prevention)
for adults

a)
b)
c)
d)
a)
)
9)
h)

Examination
Radiographs
Extractions
Periodontal treatment
Restorations

Crowns

Endodontic treatment
Replacement services

1. bridges
2. full and partial dentures

If thew*. priorities are fallowed as a basis for phasing in dental
Insurance coverage, some committee members believe that emergency

services for everyone should be Included in Priority One. The rationale

for such inclusion would be the Inappropriateness of any financial

barrier to obtaining services that would relieve the

of dental emergencies. However, It is the Judgment of the majority
of the committee, while appreciating the concern about alleviation of
suffering, that this benefit In the absence of comprehensive benefits

would prove
many dental

unworkable. There would be strong pressures to define
visits as emergencies to make them eligible for insurance

7
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payments. In addition, greater incentive -night be provided to extract
teeth as an emergency procedure, particularly for low income patients,
unless the backup of reconstructive services was available.*

Special Population Group Priority

The committee believes that private dental Insurance can play an
Important role in assuring access to dental care. It also wishes to
stress chat private Insurance is unlikely to lead to the roost cost-
effective dental care for the nation a? a whole. The current patterns
of private Insurance cove age would tend to provide comprehensive cover—
age, including preventive ind basic as well as the less cost-effective
reconstructive procedures, for one segment of the population, primarily
the employed who obtain ins irance coverage through their employment,
but leave large groups of tne population without any coverage of dental
services. If national health insurance with universal coverage for
dental benefits is not enacted, the question remains regarding tne
public role in assuring access to dental care for the poor. As stated
in Chapter A, the present Medicaid program is Inadequate in covering
dental services for the poor. Many states do not cover dental ser—
vices at all; and many of those that do have severe limitations on
coverage. Such unevenness in a ogram funded in substantial part
by federal tax dollars seems to t > committee to be inequitable.
Evidence is presented in Chapter 2 to suggest that the markedly lower
utilisation of these basic services would be expected to persist if
such financial aid were not made available to this special population
group.

The committee believes that achievement of better equity in access
to Improved dental health status requires that the child from a poor
family who has been found to need such basic preventive, emergency,
and restorative dental services under the school-based program recom—
mended above should have the opportunity to receive these services.
Therefore, the committee recommends that jet"rn-BtmiBnai, and even
If national health Insurance Is not enacted,f»tepr»whoiildrWSgeVen
rt0asirore- 1 hat-the -chil dren-ofrl ow-tncome—famli.ao-ii«v« -scctssab*
the-bcafc-"den-al~eerviccs->dcscribed In Priorities One and TVo above.

Cost Sharing for Dental Benefits

The literature on medical care Includes studies and analysrs
on the effects of cost-sharing by the individual on utilisation,
costs, and accessibility of health care servlres. If dental coverage
Is part of national health Insurance, the cornsittee assumes that the
Sasic decisions on cost-sharing alternatives f«r medical care will
likely apply In the same fashion to dental care benefits.

=S¢ additional commants by committee members, Appendix 2.



The committee considered the positive effects of cost sharing
on containing expenditures as well as the negative consequences re—
sulting fror inhibiting or discouraging the use of services. It
seems especially important in dental care to encourage the individual
to utilize those preventive services essential to future dental health.

Any impediment to the use of appropriate preventive services, financial
or other, should be avoided.

Therefore, the coiunittee recommends that cost-sharinR not be
applied to preventive dontal services.

financing and Delivery Systems

In considering tne types of delive.y systems that should be
covered under a dental component of a national health insurance pro—
gram, a variety of payment methods, reimbursement systers, and practice
setting organizations seem to show some promise. Several such delivery
systems are either in place or could be created and appear to have

the potential for containing expenditures while assuring quality care
(Chapter 4).

Dental practice organizations along the general lines of health
maintenance organizations, or with other risk-sharing characteristics,
reflect certain cost-effective features. The California Dental Service
Corporation administers such an HMO-llke program, along with a number
of private dental Insurance plans. Private dentists of that state
have made arrangements with the corporation to provide dental services
to Medicaid patients under a risk arrangement, which has proved success—
ful in constraining costs of the service benefits provided by Medicaid.
The dentists agree to provide all the covered services at a capitation
rate, and the individual dentists participating in the plan receive
a fee-for-servlce payment for services pr ivlded to Medicaid patients.
Two Important results came out of this experience. First, many more
Medicaid patlerts have had accesp to dencal care, because a very
large proportion of dentists participated in the organization®s plan;
and second, costs were held substantially below what they would have
been had there not been an organized plan to provide the benefits.

A similar experiment is under way in Massachusetts.

Such direct experience with Jental care and the positive results
of a variety of forms o" medical care organizations along the genial
lines of health malnten ce organisations (HMOs) have shown to be
efficient and effective in providing ambulatory health services and
have contributed to a substantial body of experience supporting
development of alternative dental cars delivery systems.

The committee recommends that alternative prepaid iellvery systems
and capitation reimbursement systems be made an Integral part of a den—
tal health program under national health insurance and that a substantial



research ,4rd de-elopnent effort to establish, improve, and refine alter—
native meth?ds of prepaid delivery of dental cire he Included in a
national Vnlth Insurance program.

Dental Auxiliaries in the Recommended Prevention Program

The data and analysis support the finding that dental auxiliaries
are competent to provide a series of preventive services that meet
desirable standards of quality (Chapter 4). The use of dental hygienists
and expanded function dental auxiliaries in providing preventive ser—
vices iIn a school-based preventive program for children and adolescents,
such as that recommended by the committee, would have two important
effect.. First, program expenditures can be better contained because
t're limited scope of services provided by such dental auxiliaries do
not require Che extensive training provided to a dentist and thus
tne le costs of their services are substantially less. Second,
the availability of dental auxiliaries for preventive services would
help assure that an adequate number of dentists will be available
to meet the increasing demand for treatment services as dental in—
surance continues to grow.

Legal constraints on the use of auxiliaries for the direct
provision of preventive services purport to protect the public from
inadequately trained nersonnel. However, the results of many demon—
strations do not support this assertion. Even if dentists are
*available to perform these services, the use of dental auxiliaries
will be more economical and will restrain the cost of a universal
school-based program (Chapter 4).

Therefore, tfeegcmtMaHXWTrecommentisrrharndentst-hy
trad-rienral.Tax aiatAntr~witfa-approprlace~eraining~bc Aised #n-proyjaa
rprcventlve " carc-lalthedconiracndod®atchool-basedfeystem and*that-»eho»ea
tfew state legal”~teatrlcfc4”ns-to»carrring7ont-thie~recamft*nfl*Qjon
Cbe-negated:*

Quality Assurance and Utilization Review

Restorative dental services Include of procedures that range
from thu removal of plaque and maintenance care, to an optimal level
of extensive occlusal reconstruction. Although the decision to seek
dental care 1is predominately determined ty the patient, the kind
of procedures and services actually delivered are heavily influenced
by the dentist. Of Importance, then, is the level (preventive, basic,
or reconstructive) of restorative services that dental Insurance
should cover and that should be delivered to each patient. Therefore,
mechanisms to assure the appropriate fit between provider resources
and patient needs are .lecessary.

10



various kinds of dental services and intended levels of dental
health require different types of review mechanisms in order to assure
the quality of care and the appropriateness of the services provided.
Preventive measures such as topical fluorides, plaque removal, and
teeth sealants will require one type of quality assurance mechanism,
while restorative procedures may require other mechanisms such as
preauthorization and record reviews. However, In order to evaluate
the quality and level of the services actually provided, some svstem
must be instituted so that there is a continuing assurance .at the
insured benefits are being appropriately utilized and delivered.

The committee recommends that sound mechanisms of quality and
utilization review for ambulatory dental care be demonstrated and
analyzed and that an effective system be Included In any national
health insurance system.

Information System

The administration of a national health Insurance plan will
require a population-based information system in order to provide
several kinds of data. For example, it will be necessary to have
accurate current information on the persons enrolled, services
received, provider identification, and resulting treatment patterns.
In addition, program management will require data on expenditures
and uses of various types of resources. Continuing analysis will
be required of the effect of the dental services pro* .ded on the
entire dental care system and the oral health of the nation. Thus,
data are needed to provide information necessary for management of
operations, policy analysis, and overall program evaluation.

The committee recommends that an information system be Insti—
tuted as an initial component of a national health insurance proRram.
Funds to support these management, analysis, and evaluation activities
should be alloc- ted as part of the operating budget of national
health Insurancs as an integral component of annual administrative
expenses.

1
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AJhr*P HOUSE BILLANOA 4172 Y KA M
b [T+'IMK THE LEGISLATURE OF THE STATE  ALASKA
TWELETH LEGISLATURE - FIRST SESSION JU-t+Tuh.!
A BILL
For an Act entitled: "An Act relating to dental disease prevention programs

In schoolsi and proviclng for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:*"

* Section 1. LEGISLATIVE FINDINGS. The legislature finds that an over-
whelming percentage of children In the state have dental disease in the form
of dental carles and periodical disease. Dental disease in childhood can
an.. does result in significant lifetime disability, dental pain, misBing
teeth, and the need for dentures. Poor nutrition in childhood Is a major
contributing factor in lifetime dental disability. The legislature also
finds that dental disease in children end the resultant abnormalities In
adults can be prevented by education and treatment programs for children.
It is the intent of tne legislature in enacting this Act to establish for
children In klIndcrgarton through sixth grade a dental disease prevention
program which will be financed and have standards established at the state
level but which will be operated at the local level.

* Sec. 2. AS 18 Is amended by adding a new chapter to read:

CHAPTER 9. DENTAL DISEAfE PREVENTION PROGRAM FOR CHILDREN.
Sec. 18.09.010. DENTAL DISEASE PREVENTION PROGKAM IN THE SCHOOLS,
(@ A school district or regional educational attendance area may
offer a dental disease prevention program for school children in kinder
garten through sixth grade. The program shall Include
(1) educational programs that promote dental health and are
focused on development of personal practices by pupllsi the educational

programs shall Include the causes and prevention of dental diseases,
A HB 412
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nrtrition and dental health, and the need for * :gular dental examination
with appropriate repair of existing defectsi

(2) preventive services that include plaque control and
supervised application of topical prophylactic agents for carles preven—
tionj services do not include dental restoration, orthodontics, or
extraction of teeth.

(b) An act performed or service provided under this chapter that
constitutes the practice of dentistry shall be performed or provided by
or be subject to the supervision of a dentist licensed in accordance
with the provisions of AS 08.36.

Sec. 18.09.020. ADVISORY BOARD. An advisory board, Including
representatives from education, dental professions, and parent groups
may be established by a school district or regional educational attend—
ance area or an existing health advisory body may be used to advise on
dental health programs under this chapter. An advisory board shall
hold a public meeting at least twice a year so that Interested persons
may provide testimony on the dental health needs of the community.

Sec 18.09.030. STANDARDS. The standards of the dental disease
prevention program shall be determined by the department in accordance
with this chapter.

Sec. 18.09.040. PROCRAM PROPOSALS. The school district or re—
gional educational attendance area in cooperation with a local advisory
board shall submit a proposal for a dental disease prevention program
to the department annually by July ». The proposal shall include the
methods by which the program will be Implemented In the school district

or regional educational attendance area.
Sec. 18.09.050. APPROVAL OP PROGRAM. The department shall review

program proposals submitted under AS 18.09.040 and approve those pro—
grams that meet standards established under AS 18.09.030. The depart-
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ment ihall reimburse a school district or regional educational attend—
ance area with an approved program $3 a year for each participating
child for expenses incurred for the programs and services described in
AS 18.09.010.

Sec. 18.39.060. JOINT PROGRAMS. The school district or regional
educational attendance area may contract with other public and private
nonprofit agencies, as well as with other school districts and regional
educational attendance areas, 1in conducting a dental disease prevention
program.

Sec. 18.09.070. ASSISTANCE FIOM DEPARTMENT OF EDUCATION. The
Department of Education may assist the department and school districts
and regional educational attendance areas in developing in-service
training programs in dental health and dental dlsea&e prevention for
kindergarten through sixth grade teachers. The technical content of
the training programs shall meet standards set by the department under
AS 18.09.030.

Sec. 18.09.080. WITHDRAWAL BY PARENT. The parent or guardian of
a child may give written notice to a school district or regional educa—
tional attendance area withdrawing a child from participation in a
dental disease prevention program. The notice may disapprove the
child®s participation in all or any portion of the program.

Sec. 18.09.090. PARTICIPATION BY PRIVATE SCHOOLS. The standards
established by the department under AS 18.09.030 shall Include proce—
dures under which a child in a private achool in the state may receive
the benefits of the dental disease prevention program.

Sec, 18.09.100. REPORTS. (&) On January 1 of each year the
school district or regional educational attendance area shall submit to
the department a report on a dental disease prc. ntlon program estab—
lished by this chapter. The report shall contain information specified

-3- HB 412



bv the department and shall include the number of participating child—
ren, the number of children examined, the number of children requiring

dental care, the number of children treated, and the number of children

- requiring further treatment.

5 (b) On February 1 of each year the department shall submit to thi
6 legislature a report on all activities under thedental diseasepreven-

| tion program including a summary ofthe informationsubmitted wunder ()
8 of this section.

9 Sec. 18.09.110. DEFINITION. In this chapter, "department™ means
10 the Department of Health and Social Services.

1 * Sec. 3. (a) The initial standards adopted by the Department of Health

12 and Social Services under AS 18.09.030 shall be published inregulation* of
13 the department by March 1, 1982.

14 (b) The initial program proposals of the school districts and regional
16 educational attendance areas under AS 18.09 shall be filed with the Depart—
is ment of Health and Social Services by July 1, 1982.

W (c) The initial reports under AS 18.09.100(a) are due from a school

is districtor regional educational attendance area on January 1, 1983.

19 (d) The initial report from the Department of Health and Social Ser-
2 vices to the legislature under AS 18.09 ™O0(b) 1is due February 1, 1983.

2| * Sec. 4. The Legislative Budget and Audit Committee shall conduct an
2 eva tatlon of the dental disease prevention program provided by AS 18.09 as
23 enacted in sec. 2 of this bill during the fourth year of the program. The
2 1 evaluation shall Include the coat effectiveness of the program and the
n j Impact of the program on state expenditures for medical and dental care.

78 The raport shall be submitted to the legislature on or before January 1,

\V  1987.
n * Sec. *. Sections 1 and 2 of this Act take effect July 1, 1981.
AR
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Achieving Oral Hea

p LNTAL HEALTH EDUCATION
is frequently advocated as a mea-
sure to prevent and control oral diseases.
But this education, as usually provided,
has not been shown to improve oral
health, especially by preventing dental
crries (tooth decay). As commonly prac-
ticed, dental health education is limited
to instructing children—a restricted ap-
proach. considering the potential for
educating a community. Frequently edu-
cational efforts are limited to elementary
school children. Although the goal is to
establish ?ood oral hygiene and dietary
habits for life, junior high and high school
students and adults arc largely ignored.
Often, oral hygiene measures and
instruction on diets arc the sole compo-
nents of education intended to improve
oral health. Many people seem to regard
education as a process similar to inocula-
tion, assum ng that a’oproprlat_e bchnMors
will automatically follow receipt ol infor-

mation. just as immunization follows
inoculation.
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Public health education includes a
wide variety or social processes, including
seeking infoimation, listening, pIanning,
organizing, facilitatin%, informing, lea
ing, and guiding. All these actions help to
encourage individuals and communities
to adopt effective health mearires and
programs. The goal is improved health,
and the processes are those of planned
intervention to achieve the social change
needed to reach that goal. Thus health
education strategies should include, but
should not be limited to, instruction of
school-aﬁe children.

Health professionals can initiate com-
munity action to implement programs
which  scientific evidence has proven
effective. Curicnt approaches to dental
health education have some major limita-
tions. There are alternative educational
strategies with ?reater potential for
bringing oral health to specific groups.
The focus here is on one main strategy,
how to get adult decision makers to recog-
nize the extent and impact of oral healt
ﬁroblems in their communities and how to
elp them organize efforts to obtain

» Community adoption of the most

suitable, effective, and efficient wags
to prevent their oral health pro
lems;

» Comprehensive, effective, school-

based programs for ch™'ircn; and

» Comprehensive, effective, communi-

ty-bated piograms for adults.

LIMITATIONS OF CURRENT
APPROACHES TO DENTAL
HEALTH EDUCATION

Some factors contributing to the inef-
fectiveness of current education to
improve oral health ire:

* Failure .0 involve community and
school leaders in defining community
health problems and developing ap-
propriate solutions based on scien-
tific evidence; o

+ Inadequate program objectives, inad-
equate dissemination of accurate
information, and inadequate evalua-
tion of programs; .

» Inadequate smﬂle presentations ot
information with little or no follow-
through;

» Inadequate Ion?-term supervision
and evaluation ot oral hygiene proce-
dures;

* Inconsistencies between children's
environments and the information
taught about diet, plaque, fluoride,
and the need for routine professional
care;

* Inadequate follow-up of screening
and referral procedures to assure
that children needing treatment ac-
tually are able to obtain it.

Children’s Participation

Once a year, usually during Children's
Dei 'Health Week, professionally spon-
sored messages urge school children to
brush their teeth, avoid sweets, and visit
their dentist (whether or not they have
one). Until recently, a local dental
hygicnist or dentist would visit schools,
stand at the front of a classroom and tell
students how and when to brush. Fortu-
nately, over the past 10 years the sophisti-
cation of educational methods has
improved. Recent concepts of learning no
longer encourage students to look and
listen passively and pcrha *s demonstrate
their knowledge of facts. Today, students
are expected to actively participate in

their educatior
undersU nding
required t0 Id
snacks and |
perform spca
j skills.
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their education by demonstrating their
understanding of Information. They are
required to identify "good” and “bad”
snacks and to show their ability to
pke-r”form specific types of oral hygiene
skills.

K
Brushing and Flossing

However, the major thrust of this
effort advocates plaque removal through
brushing and flossing with the objective
of controlling dental caries and gingivi-
li**5 Regardless of the educational
methr 1 or approach employed, such
efforts have had little demonstrable efTect
on the public’s oral health *15 Although
there is evidence to show that thorough
plaque removal reduces gingival (gum)
inflan..nation, the effectiveness of brush-
ing and flossing in reducing dental caries
is equivocal.,J',, The difference between
brushing and flossing the teeth, and
removing plague must be distinguished.
Unless plaque is removed trequently and
thoroughly, dental caries can develop.
However, the minimum frequency of
plaque removal required to prevent dental
canes has not been established. More-
over. at least in children, both thorough
training and continuous strong supervi-
sion are required if brushing and flossing
arc to reduce inflammation of the gums.

Uir of Fluorides

A major limitat*  of current educa-
tion about dental h ih is that the bene-
fits of fluorides are 1 t stressed. Teaching
“ importance of fluorides to prevent
dental decay is almost totally neglected in
today™ school programs. Most children
ecam nothing about the nature of fluoride
a Nfolc in preventing dental decay.

EFFECTIVE PUBLIC EDUCATION

Although many children and adults may
be aware of the benefits of fluoride denti-
frices (through commercial advertising),
their knowle He of the need for and use of
other more effective fluoride regimens is
grossly inadequate. This deficiency indi-
cates a glaring failure on the part of those
responsible for dental health education,
and it may account for the lack of more
widespread Fub_llc acceptance of commu-
nity water fluoridation. Corrective action
to develop and implement relevant curric-

ula can and must be taken.

Reducing Sugar Consumption

In contrast, the association between
sugar and dental caries has long been
known and taught. However, as Mandel

recently pointed out, *thc sugat-caries .

relationship is generally accepted. Rut the
knowledge has not set us free, at lea it not
caries-free."14 Efforts to teach children to
consume less sugar, alth* gh admirable,
are unrealistic. Such attempts cannot
compete with the persuasive advertising
of certain segments of the food industry
that are supported by vast financial
resources. Children arc exposed early to
countless commercials that extol the
“goodness” of sugared products. Sugar-
laden foods arc given as tokens of love
and affection, and even used as rewards
in some school remedial reading pro-
grams.

It is a waste of time t»try to teach
nutritious snacking habits to children
whose schools have vending machines
filled with sugary products or hold candy
sales to make money for various school
projects. A survey of eating habits of high
school students in Indiana showed that 73
percent of 374 students reported eating
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food from vending machine;— mostly
highly s\ eetenH items—at lost two or
three tims a week.*7Withe jt changes in
currentlL\/lr‘:ces 0! advertl_smg items
laced with rugar, alterations in the types
of foods available in school vending
machines, and effective labeling to
disclose (jaercentages of ingredients of all
P_ackage foods, efforts to reduce the
| equency of consumption of sugary Prod-
ucts on behalf of dental health are futile

eXercises.

Access to Dental Care

A third area of traditional dental
health education emphasizes the impor-
tance of dental visits. Some schools have
screening and referral programs; others
routinely refer all children for annual
dental examinations. Often dental visits
are recommended without considering
whether the child has access to profes-
sional dental care. Many school districts
do not follow up to ensure that children
actually receive needed treatment or even
visit a dentist, which may subtly teach
that seeking care is not really important,
If the need for routine dental visits is
tau?ht as an essential ingredient for good
oral health, then dental services must be
available.

Students and the general public should
not be denied information about thorough
Flaque removal, the need to eat sweets
ess frequently and the desirability of
routine professional care. However, al-
most everyone beyond preschool age
knows that "you should brush your
icclh,” “you should not eat sweets
between meals," and "you should visit
your dentist twice a year." However,

knowing is not doin%. Information alone
docs not change behavior, whether it is
Aremoving  plaque, restricting the fre-
quency of suPar consumption, using fluo-
ride optimally, or.obtaln_mg_approErlate
dental care. Likewise, doing is not know-
ing. For example, implementing a school-
based program of self-applied fluoride
(tablets or rinses) will directly benefit
students’ oral health but may not teach
them what fluorides are and why they are
|m_f)ortant for oral health. Rinsing br rote
will reduce dental caries, but will not
make a more informed consumer ot voter.

+"Ultimately, both protection and under-

standing must be achieved.

HEALTH EDUCATION
PRIORITIES FOR SOCIAL
ACTION

Health professionals have the responsi-
bility of promoting only those procedures
that scientific studies have shown to be
effective. Because many factors operate
together to produce either dental caries or
periodontal disease, concurrent, multiple
actions arc required for prevention; no
single action is sufficient.

_Education for social action in commu-
nity health programs should encompass
activities of all ‘ypcs that lead a commu-
nity to adogt at d maintain the preventive
measures show . in Table I. The following

critical |processes aie integral to commu-

nity oral health programs:

* Inform community leaders, includ-

in? health professionals, about the
relative effectiveness and practicality
of all known preventive measures.
The information should enable them
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TABLE1
Methods IorlPreventmg Oral Diseases
Approx. %
Reduction ia
Concentration Dental Caries
Disease sl PrrtMlitt M riM Of Dosage and Gingjivitis
T J{A.RIES
eathyicmes
Community weter fluoridation 0.7-1) ppm 50-65
School weter fluoridegipn J 45Inesoptaimum - 40

Dietary fluoride supplerments

Drops or tablets (home) Dependsonageof  50-40
child and
— Tsbilets (schoal) fluoride 25-40
umcentration of
Toictweftaty, -
Qrof&ssionally applied topical T%NaF J<MO
fluoride «%SaF,
APF (L.2%F)
Self-applied
Moulhnnscs 005 NaF (daily) 20-50
0.2 NaF (weekly)
Dentifrices 0 40%SnF, 20-50
(toothpaste) 0.76% MFP
0 27%NaF
Sealants Slop pit and
fiasutc decay,
if retained
Control of rariofcrtc foods
Unavailability in school Proportional to
Reduced frequency nf intake recuced
frequency of
intake
Oral hyp cnemcatum
Closely supervised (school)
Mshing Equivocal
| tossing Equivocal
Unsuprrviaed (school and
Brushing Fpnacal
Equivocal

Frequency
and
Duration

Lifetime
arapm
12 years

Birth to at least

ae 14
K-«th grade

Once or twice a
year, depending
on individual's
rate of tooth
decay

At least through
school years
Lifetime

After teeth erupt,
replace as
needed

Lifetime

lifetime
lifetime

lifetime
Lifetime

Gringd
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TABLE 1 (Continued)

Cmw lInltw

Doom ami Premrttr* M-tfcoT

ciNcivms
Oral kyfitM mraturtt
Ctocty tupcrvivorf (kM )
Bruiting and/orhoin]

(-Inaupermed (ackool and home)
Bmhmg and/or Aouing

to make appropriate decisions to
adopt anu maintain worthwhile pro-
grams for their community.

* Inform school children of ell grade
levels and the adults whc influence
children's daily activities about the
relative effectiveness and practicality
or selected Ereventlve.measur_es_ S0
they can make appropriate decisions
and take appropriate actions to
achieve and maintain oral health,

* Inform the adult community, partic-
ularly those most susceptible to a
given oral disease, about the rclati/e
effectiveness of Inown preventive
and treatment procedures so the?;.can
take appropriate actions to achieve
and maintain oral health.

* Involve and stimulate the commu-
nity t0 lake action to obtain effective
program measures.

Each of these tasks involves working with
people in the community and actively
enlisting their help in deciding how to
solve their oral health problems. There
arc no dearcul boundaries between these
tasks and two or more may go on concur-
rently

gffrag °ﬁo
(Mwal

alcir .I»

Effect

= \IMrm

Priorities in Community-Wide Programs

An oral health prop.am should im-
prove the health of community residents.
Moreover, communit' health profession-
als should try to achieve the best possible
oral health outcon es for the available
money. The mast powerful educational
tool for accomplishing these objectives is
a planning process in which community
leaders involve themselves in defining
problems and |dent|f?;|n% and implement-
Ing solutions. * he health professional's
responsibility in this process is twofold to
be well-informed and to help community
leaders lake the most appropriate actions.
Specific educational strategics that maK
interest cotmnvity leaders in oral healt
include the following:

» Forming a group of representatives

from various agencies, civic organi-

sations, and consumers* groups to
esamine oral health problems in the
community;

* Helping consumers conduct surveys
to identify public perceptions of oral

health problems and preferred meth-

ods of resolving these problems;
* Initialing seminars snd workshops to

bring
atten
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Ide Programs

n should Mi-
nify re5|dents
ith profession-
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the available
il educational
e objectives is
0 community
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professionars
lis twofold: to
Ip community
rate actiots,
ch that maK
inoral healt

cpresentativrt
Civic orgam
s groups to
obkim in the

nduct surveys
rptiorn of oral
efcrted meth
rublems.
workshops to

»

bring .oral health problems to the
attryition of community leaders; and
o Assistir health professionals in \ﬁ-
datir , their knowledge about t
ot eﬁectlve ways t0 prevent and
control ora diseases.
. Communi eaders ma or, City man
iger, city council members, su nnten
fent of schoqls, legislator, and ofher dlec-
sion makers) must be irformed of the
falenl and scope of the 0.*| health prob-
em and_ the relative cifectivencss” and
practicality of known preventive mea-
sures. Pub cdeusmn makers have a rlgh
to be fully and accuraely méormed ab u‘
the comparative benefitsand costs of ora
health programs before making policy

Public deeiiioa maken ha** a right la
hrfully and accurately informed
ahaul the comparative heatfits and
cans oforalhealth programs before

making policy decisions....

decisions that involve the expenditure of
puplic funds
Community water fluoridation is the
mast effective public health method for
preventing dental caries and therefore
should be"the cornerstone of all commu
nity oral health programs " Ihe_ intro-
duction of communl water quondatlon
face politkral Sposmon hut com-
muted health professionals should perse-
sere ne reafon that, commumtles
suesutr1n 0 an| quondatlon presstu?enls
ealth professionals ave not fu
informed JJ f about this val«abl%:/
AWk health measure “mA 1977 sur»
"f adults In the t'mled Stales rnrair

o S5O
-

EFFECTIVE PUBLIC EDUCATION

that most peoRIe do not know what flugri-
dation Is or ow It aﬁects oral health,
Blmost onc- OH

elieved that the
I t0 puriy water.
know whether their o

f the  respondents
P |\/Pose of ff grldatlon
eope did not
drinking water

was fluoridated. ZLThe paramount role of

the community health professignal is to
make sure that correct information about
flyorice 15 provided and continuously
reinforced so that future generations
recelve the benefits of tluoride’in 1ts most

cient form.
en_community fluoridation is not
nossiple because there is no central water
supply, alternative methods of providing
emlc fluorides such as fluoridating
sc oo water or prowdlng dietary fluorige
SUAJ plements must be uséd (see Table 1.
erefore the most important planni %
task In nonfluoridatcd communities Ia t
cletermine the best method of administer-
Ing systemic _fluorides to the greatest
nuUmb2r of residents.

Priorities in Comprehensive Preschool
and School-Based Programs

As Eermanent structures in a commu-
hools provige, cs<client sellings for
health related aclivilics. No_other “loca-
tion provides access to a similar number
of children and adults Schools arc one of
society's major instruments for soctali/-

Ideally, school programs shtmld pro-
vide a settingfar the efficient applica-
tion of preventive health services and
should prepare stadralt to make
knowledgeable health decisions ...
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ing and teaching children, explicitly or
imiplicitly, inforniation and behavior that
Society Views as appropriate, Ieg|t|mate
In"1important as preparatlon for respon
sible _community m?m bers J) |déally
scnool program™“should provige a sett|n
Lor ltne efficient appllcatlon of preventlve
ealth services "an repare
students to make know?e eableJ galth
eusmns not only as individuals but also
as future parents, op|n|on leaders, and
community decision makers.

There are several necessary compo-
nents of a comprehensive school-based
oraI heaIth rogram

A written tg)lan of act|0n descnblng
ectives, how to achievi

ogram 0
Phr% and metho sfor program eval-

uation . (sec article by Fra2|er and
Horowitz, this issue);
e Implementation of apPropnate pro-
gramstto prevent dental caries and
Ingivitis;
rovision of an environment consis-
tent with what is taught students
about the prevention and control of
oraI dlseases and how to achieve oral

. A co Prehenswe curriculum  span-

ning all grade levels that |ncIudes
suentlflc nowIedge ahout the
ventlon and control of oral Jiscasc
for the |nd|V|duaI and for the
communi

e Assuran teyof routine dental exami-

nations and access to dental care for
all children.

ratMARV raiventivi measures

An Innovative and |nexpen3|ve method
for admlnlstenn% qu?nde In sch ?
ren 1S the use of self-applied fluorice*

ol chil-

Considerable research on the use of fluo-
ride tableis once a day or flyoride
mouthrinscs once a week “in schoals has
shown their effectiveness and their low
cost.” Moreover, these two regimens arc
easily accepted by students, parents, and
schodl perscr)nnel Fluoride' tablets, used
only in nonfluoridated communities, pro¥
vide systemic_benefits to uncrupted teeth
as Well as topical benefits to teeth aI ready
In the mouth. Fluoride mouth nns?
should ot be swallowed and provie only
local effects to erupted teeth. Fluorice
mouthrinscs may be used in both fluori-
dated and nonfluoridated communities.
Inaddition, everyone should be taught
Importance of usmd an approved flUo-
n e-containing dentit rce
Once aplli)ro’bnate fluorides are belng
used, ora ene rocedures to remov
dental Paques ould be taucih t and rein-
forced throughout the school years in an
attempt fo reduce gingivitis Emphasis.on
these [DI‘OCG ures in gunlor and senior high
schoo u rticularly productive
hecause sudents have _tfie "necessary
dexterity and because soclaI reIatlonsh JJ?
Rrowde an Incentive for goo ora
ygiene Special efforts should be made
t0 “regluce the availability of sweets on

. school premises For example, a school

selling candY t0 underwrite the costs of
extracurncu ar act|V|t|efs »hould substi-
fgsaneort]t;er source of funding or other

instructional ASmTS

In any school prc ram, mathmg infor-
mation” and recommended behavigrs
should be consistent wit smentlflc
%\éldence Instructjonal activities should
organized on the basis of the proce-,
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ed behaviors
ilh scientific
tivities shouM
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durcs shown in Table | and should stress
the contributions of each to the preven-
tion of dental caries and gingivitis. What
is not known should also be clearly indi-
cated. Whenever students participate in a
caries prevention procedure at school,
they, as well as parents, school personnel,
and health professionals should be taught
the reasons for and limitations of the
procedure. _

~The importance of fluorides should be
given tog educational priority. The teach-
Ing of behaviors appropriate to its use
should be the foundation of instruction in
the prevention of dental caries. Health
professionals, teachers, and students need
to learn not only how individuals can
protect themselves but also how an indi-

vidual can contribute to better commu-

nity oral health by advocating and

supporting effective programs for pre-

venting oral diseases.

Priorities in Community Oral Health
Programsfor Adults

~All elements essential for a comprehen-
sive school-based health education pro-
gram should be included in other orga-

nized community programs. Activities

should focus on day care centers, retire-

ment centers, work sites, adult education
ﬁro?rams, and health fairs. Although oral

ealth has not previousIK been emﬁha-

sized in such settings, these sites have

Allelements essentialfor acompre-
hentite school-bated health education
proKram should he included in other
orgnnized community programs.

EFFECTIVE PUBLIC EDUCATION

great potential for teaching, and some
esirable trends are developing. For
exar pie, many large corporations are
beginning to implement health education
programs and preventive practices in an
attempt to improve the health of
employees and their families. Oral health
must be included in these efforts,

The subject matter may vary but
should include the same information
recommended for students. For adults
greater emphasis should be placed on
preventing periodontal diseases, as well as
the importance of self-examination for
early diagnosis of oral cancer—particu-
larly for male smokers over 40 years of

age
PROGRAMS FOR THE ELDERLY

Retirement homes and day care cen-
ters for the elderly arc prime sites for oral
health programs. Visits to dental offices
by the elderly are strongly correlated with
mobility and ability to pay for services.2
Lack of dental care among the elderly is
particularly scrions because half of those
Individuals over 6% years of age lack
natural teeth, and many of these people
lack adequately fitting dentures or have
no dentures at alL Older people who have
some or most of their natural teeth may
benefit from self-applied fluoride pro-

rams such as mouthrinsing Cemcntal
?root) caries maK be frequent in this age
group because their gums have receded
and the flow of saliva may be reduced
naturallﬁ or from use of medicines,
Althou suPportive data on benefits to
the elderly fr

rides arc sparse, older people who are
particularly susceptible toden’al caries in
exposed tooth roots should definitely be

PR/A 157,

om topically applied fluo-
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3iven _toPical_ fluorides. ™ he rinsing can be
one in facilities for the elderly similar to
the way it is done in schools.

ADULT EDUCATION PROGRAMS AND
COMMUNITY HEALTH FAIRS

In addition to access to groups through
work sites cr various institutions, there is
a need to reach parents and other adults
who are not in institutional settings. This
IS important not on(ljy for improving the
oral health of the adults themselves, but
also because adults strongly influence the
_dall%g activities of young children, includ-
ing health practices.

For years, adult education programs
have offered a broad ran%e of courses, but
only recently have health-related courses
become available. Oral health can be
included in these courses. In addition,
communit* health fairs are becomin%
increas_in?y popular. The content of ora
health information should be broader and
more comprehensive. Free oral inspec-
tions, including cancer screening, could
be ofTercd as well as information about
the use of fluorides and assistance in
obtaining dental care.

PRIORITIES IN PROGRAMS IOR MATERNAL
AND INFANT HEALTH

Programs for expectant mothers and
mothers with infants provide exciting
opportunities for oral health activities.
Often these women are strongly inter-
ested in their own health and that of their
offspring and are usually eager to comply
with recommended health practices.
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CONCLUSION

Preventing oral diseases and promoting
oral health rcquirc a broad spectrum of
social processes of planned intervention to
achieve change. Because of the epidemic
proportions of these diseases, their
economic impact and their effects on
health and well-being, the need for wider
use and public understanding of proven
primary preventive methods is essential.

Public health education for oral health
must be broader in scope than merely
teaching elementary school children
about oral hygiene and sugar consump-
tion Although school-based oral health
curricula arc essential, they should be
only one component of a comprehensive
community i ral health program.
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School-Based Fluoride Programs: A

Critique

ALICE M. HOROWITZ, rdh .ma
HERSCHEL S. HOROWITZ, dds.,mph.

ABSTRACT

While community water fluoridation I* the moat effective
public health method of reducing the prevalence of dental
caries, approximately one-half the population of the
United States is without this preventive benefit. In
communities which lack a central water source or which
find It unfeasible to fluoridate, alternative methods to
allow children to receive the benefits of fluoride have been
sought. Methods of applying fluorides which can be
performed In schools are described. Advantages and
disadvantages of individual school water fluoridation, and
school-based programs of professionally administered
topical fluorides and self-administered fluorides are
discussed.

From National Caries Program. National Institute of Dental
Research, National Institutes of Health, Beihesda. Mary
land

Office of the Associate Director fAMMI. Chief. Community
Programs Section (HSHI.

Dental caries is a leading disease of children. It
affects nearly 98% of the population In the United
States. In 1977, the cost of dental care in the
United States was more than 10 billion dollars.
While a significant amount of this care was
undoubtedly to repair carious teeth, much dental
disease goes untreated inasmuch as less than half
of the population receives annual dental treat-
ment.

Because of the epidemic proportions of
dental caries, its economic impact, and its health
sequelae, the need to use proven carlostatic agents
and techniques more extensively is obvious.
Despite interest and research in other methods of
carles prevention, the use of fluorides remains our
most effective measure.

Fluoridation of water supplies Is the most
effective community method of reducing the
prevalence of dental caries. Because It Is a nearly
Ideal public health method, water fluoridation
should be the basis for all organized carles
preventive programs. In the United States, ap-
proximately 50% of the population benefits from
this procedure.* Two-thirds of those who do not
consume fluoridated water live in areas where It Is
possible to fluoridate, but. because of adverse
economic or political factors or becwjse the need
IS not perceived, fluoridation has not been
implemented. The remaining one-third of the
unserved poFuIatlon cannot henefit from commu-
nity water fluoridation because they live In rural
areas without water systems



School-Based Fluoride Programs

Non-fluorldated areas require alternative
methods of delivering Huorldes to reduce the
Incidence cX dentai caries, partlculorlyamong
children™ who, being most susceptible to ihe
disease, willderivg the greatest benefit. Because
nearly'all children-attend grade school and many
children attend various preschools, this environ-
ment provides an excellent setting for oral health
programs, Several methods of appl;(lng fluorides
are practical for use In schools, including school
water fluoridation, professionally administered
ﬁoplqgl fluorides, and supervised self-administered

uorides.

SCHOOL WATER FLUORIDATION

The fluoridation of Individual school water
supplies is similar to_community fluoridation in
that no direct action is required of the individual
other than routine consumption of water. School
fluoridation effectively reduces the prevalence of
dental caries In a student population by about
40%.MO As Is the case for community fluorida-
tion, maximum benefits from school fluoridation
arc not attained for several gears.. After school
fluoridation Is Im_FIemer_]ted, enefits will gradu-
aIIK Increase until maximal carles protection is
achieved after 12 years.'10 This method I
particularly suitable for many rural schools that
consol date kindergarten through grade 12 in the
same or adjacent buildings. These school systems
frequently have independent water supplies that
are eas% to fluoridate. . .

The basic equipment and materials required
(or school fluoridation include suitable storage
containers, feeders, saturators, colorimeters, and
the fluoride. At least one school employee must
be trained to monitor and adjust equipment and
to take samples of water for fluoride analysis.
According to Newbrun, when all costs (supplies,
amortize ec‘mpment, and labor) are Includea, the
annual cost lor school fluoridation to prevent one
decayed »jrface is ahout S1.90." _

Setout fluoridation provides a systemic
benefit ~ unerupted, developing teeth and a
topical eftect to erupted teeth Moreover, the

erure school population will automatically par-

ticipate in the program. This point Is Important
because many school-based fluoride programs are
limited to children in only certain Rrades, such as
elementary grades, kindergarten through 6. Yet,
children in junior and senior high school (graces
7-12) are particularly prone to dental caries

90

A disadvantage of school fluoridation is that
children consume the fluoridated water only on
school days. This limitation, however, is Inherent
In most school-hased fluoride programs In which
frequent application Is desirable. One reason that
higner concentrations of fluoride than those
recommended for community fluoridation In the
same geographlc area (54._5 times) are recom-
mended for school fluoridation is because there is
only part-time exposure. Another dlsadvanta%e to
school water fluoridation and to other school-
based programs of systemic -fluoride administra-
tlohn |s| tha| ij tfg_e tlm]g children bteglln to atteng

ool, calcification of permanent Incisors an
Irst mofar$_ g—complete%l, and ?hGTEI re, these
teeth cannot derive maximal benefits from sys-
temic.exposure tojluorides.

_There Is no simple alternative to .onsuming
fluoridated water once a school's water supply Is
fluoridated; therefore, some antifluorldationists
may be opﬂosed to the Frocedure. Although the
Procedure as the Poten ial for political conflict
here has been little overt opposition to school
fluoridation programs.

PROFESSIONALLY ADMINISTERED
FLUORIDES

An abundance of data shows that profes-
sionally administered topical applications of
solutions of 2% sodium fluoride (NaF), 8%
stannrus fluoride (SnF*), and acidulated phos-
phate fluoride (APF, 1.23% F ion) solution or gel,
when used as directed, reduce the increment of
dental caries about 40% In children In nonfluori-
dated areas.ll

Although professional administration of flu-
orides is suitable to use In clinics or dental offices,
this method of delivering fluorides has serious
cost limitations for school-based programs. In this
country costs of professional services for this
technique at its recommended frequency are
financially prohibitive for mo*t school programs
However, such programs may be feasible In
communities or stales with %raduate or under-
(I]raduate professional personnel whose salaries are
ess than customary professional fees Estimates of
cost-effectiveness by Heifetz indicate that to
prevent one decayed surface the cost of an annual
gel-tray treatment with APF i. $4 40, while a
§$e2r|gsogf applications of NaF solution comes to

Ttwe Journal of Preventive Dentistry



Other disadvantages of professionally ap-
plied fluorides in public health programs include
the need for portable dental equipment, which
must be maintained, repaired, stored, and trans-
ported from site to site. Additionally, the taste and
staining characteristics of one of the agents,
stannous fluoride, has tended to discourage its
wide use. X

Professional application of fluoride provides
only topical benefits to the teeth. It is not known
how long benefits are retained after applications
are stopped, although one study has shown
posttreatment cariostatlc effects for 36 months
K)llIFoyyking 3 years of professional applications of

SUPERVISED SELF ADMINISTERED
FLUORIDES

For the Past several years, much clinical
research has focused on techniques in which
children can administer fluoride to themselves in
school. These procedures reduce the need for
highly trained and paid personnel. Several self-
applied techniques have heen evaluated, Including
1§ toothbrushing with fluoride solutions, gels,
fluoride-containing prophylaxis pastes, or fluoride
dentrifrices; 2) the application A fluoride Pels_ In
mouth trays; 3) mouthrinsi ig with fluoride

solutions; 4) the use of dIeta}/ fluoride supple-
)

ments (tablets), 5) the use » combinations of

fluoride agents.

TOOTHBRUSHING TECHNIQUES

Toothbrushing with Fluoride-Containing
Solutions and Gels

Collective findings of studies that have
tested regimens of toothbrushing with concen-
trated fluoride solutions or gels about five limes a
year show that this method effectively reduces
dental cartes by agproximately 20%." Advocates
of this procedure have claimed that, concomitant
with ~the~Bxnefils oT fluorldelj*arilcipanU..also
learn io bru>fftheir teeth correctly Whether the
group Instruction that accompanies these fluoride
applications imparts beneficial effects has riot
been demonstrated. This method has not been
widely used in this country, possibly because the
materials are expensive, the method it poorly
accepted by participants, and alternative, less
expensive, and better accepted rrgtmens arc
available
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Toothbrushing with Prophylaxis Pastes

In the late 1960's and early 1970's, some
researchers advocated *Brush-In" programs, con-
sisting of toothbrushing with a fluoride-containing
prophylaxis Tpaste once a year. In theory this
Brocedure.of ered the ultimate solution for school-

ased caries prevention. Promised attributes of
this regimen were efficacy, minimal frequency of
application, and treatment of nearly unlimited
numbers of children at one time. Moreover, the
Brush-In was relatively Inexpensive—a cost of
approximately $0.30 per application for materials
was generally cited.4 _ .

Annual brush-Ins were implemented widely
in schools and other locations where the public
con regates, such as shopping centers. This
method Is now used far less frequently, possibly
because children generally dislike the taste of the
stannous fluoride-containing prophylaxis paste
used with this technique* and because some
investigators reported that little or no benefit was
derive b?/ this procedure.7Today this paste is no
longer sold so discussion of benefits from its use is
academic. However, some communities still
schedule infrequent brush-ins with other brands of
fluoride prophylaxis Eastes despite the lack of
clear-cut evidence of their efficacy Continued use
of such procedures, when other proven inexpen-
sive methods of self-application of fluoride are
available, is difficult to jusitifyx Claims that a side
benefit of this procedure Is toothbrushing instruc-
tion also remain unsupported.

Toothbrushing with Dentrifrices

Although toothbrushing with a dentifrice
that contains fluoride is more olten thought of as a
home based rather than a school-based pro-
cedure, it is sometimes used In schools. Substan-
tial data show that ad Ilbllum use of such
dentifrices will reduce the incidence of dental
caries by about 20-25%. Toothbrushing is usually
performed with a dentifrice; because fluoride
dentifrices cost no more than most nonfluoride
dentifrices, a fluoride-containing dentifrice lor
toothbrushing at home is not considered an added
expense Since about 80% of all dentifrices sold
in the United States contain fluoride, the authors
question whether funds should be spent on a
Broduct for a school based program that Is alreary
elnﬁ used by meit children at home. Studerts
should be encouraged to use a therapeutic
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School-Based Fluoride Programs

fluoride containing dentifrice, rather than a
nontherapeutic dentifrice, at home.

~Students in many communities are par-
ticipating in school in daily toothbrushing pro-
grams without dentifrice, frequently referred to as
"plaque control programs.” If this is the only
preventive regilmen bemg practiced, the olo or-
tunity to apply a fluoride dentifrice should be
provided. However, purchasing fluoride dentifrice
for a school toothbrushing program is expensive.
The cost of materials, the dally time required to
apply it and the facilities needed to rinse the
mouths and brushes of the participants are
distinct disadvantages. Moreover, sanitary storage
(or brushes Is required, which is another disadvan-
tage of any of the methods that use a toothbrush.

APPLICATION OF FLUORIDE GELS IN
MOUTH TRAYS

The dally use of concentrated fluoride ?_els
In custom-made mouth trays is a self-applied
regimen that was found in one study to reduce
new decay by 75 80%, which is among the most
effective results thul **ve been achieved with
topical fluoride procedures * As described by
Englander, this daily procedure requires facilities
for the children to rinse their mouths and trays
after the 6-minute application. This method also
reqluwes adequate storage space for the trays as
well as the fluoride agent. Because the technique
demands much time. 1s complex, and very
expensive, it has not been widely used in schools.

MOUTHRINSING WITH SOLUTIONS OF
FLUORIDES

Research hat shown that dental caries can be
reduced about 35% by rinsing daily or weekly
with dilute solutions of fluoride.12 At present
there are no data to support superior effcc-
tivenessa for cither frequency of rinsing, althouglh
research on this guestlon is in progress. Weekly
rinsing with 0.2% neutral sodium fluoride is
currently used more often 1n schools than a dally
rinse with 0.05% sodium fluoride because less
time and materials are required with the former.

WeeVly fluoride mouthrinsing is the most exten-

sively adopted school-hased self applied fluoride
pr_o?_ram in the United Slates, approximately eight
million children do 1t regularly. o

Mouthtinsing Is generally supervised in
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classrooms or elsewhere in the school by teachers,
teacher aids, health aids, or volunteers. The
recommended regimen Is for students to rtnse for
60 seconds with 10 ml of the solution. Children In
kindergarten generally rinse with 5 ml. The
students next empty their mouths into a paper
cup and wipe their lips with a napkin, which they
then stuff gently into the cup to absorb the
solution. The used cups are either put in a plastic
bag to be discarded with the classroom trash or
are disposed directly Into the classroom waste
can. Weekly fluoride mouthrinsing has the follow-
ing advantages: *

1) The procedure has consistently been
effective in reducing dental caries.

2) Little classroom time is required (about 5
minutes a week).

3) The technique Is easy for school-age
children to learn.

4) Few materials are needed and they are
relatively inexpensive (approximately
$0.50 per child per school year).

5) ."0:.,'ental personnel with minimal traln-
.4 can easily supervise this procedure.

6; The solution and the procedure are
generally well-accepted by the partici-
pants.

Ingestion of fluoride 1s not intended to occur
when doing a rinse and expectorate procedure;
therefore, fluoride mouthrinsing can be used in
both fluoridated and nonfluoridated communities,
although data to support the effectiveness in
communities that are fluoridated are limited.
Radike and his co-wnrkrrs reported that children
in a fluoridated community who rinsed daily in
school with a dilute -iolution of stannous fluoride
derived considerable*enefits. Results showed that
cartes incidence was reduced by approximately
39%.u Because our society is mobile, there are
undo_u.btedlﬁl many children in fluoridated com-
munities who are not life-long residents. Offering
a school-based fluoride mouthrinsing regimen to
students In fluoridated communities 1s @ conve-
nient and Inexpensive way to provi Nt additional
benefits, possibly lo all children, but certainly to
those who have relocated from nonfluoridaled
communities.

Despite the advantages and popularity of
this procedure. It has tome disadvantages. Weekly
fluoride mouthrinscs provide topical benefits only
and, conceivably, the benefits last only as long as
the rinttnp is practiced. In addition, because a
0.2% trJrum fluoride solution is a prescription
ltem, (here It sometimes a problem In Identifying
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a dentist or physician who is willing to assume the
respon3|b|l|tY of ertlnﬂ a prescription. Moreover,
a few school systems have had serious problems
with teacher jnions or Individual teachers who
maintain that supervising a fluoride regimen is not
an educatiora! responsibility. .

There have been a few exceptions but, for
the most part, antlfluoridationists have not
opposed fluoride mouthrinsing programs. This
may be att.Ibuted to the fact that participation is
voluntary, and because the fluoride Is topically
rather than systemlcally, administered.

DIETARY FLUORIDE SUPPLEMENTS
(TABLETS)

The daily consumption ofJa 1-mg fluoride
tablet in school can reduce the incidence of
children's dental caries by about 35%.1J The
results are based on use of the tablet only on
school days. The most frequently recommended
procedure requires that the tablet be chewed for
approximately 30 seconds, the resultant solution
swished hetween the teeth for another 30 seconds,
and then swallowed. Tablets may also be allowed
to dissolve slowly In the mouth. The daily
procedure is usually supervised by classroom
teachers.

Fluoride tablets share most of the advan-
tages cited lor fluoride mouthrinses and have

several additional advantages. They confer sys-

temic benoflts to unerupted teeth In addition to
topical benefits to erupted teeth. Fluoride tabl
art suitable for preschool children; mouthrins'
IS no' because the solution should not u.
swallowed (ifa 0 2% NaF solution is used ot If a

0.05% solution Is used in a fluoridated commu-

nity), and this age group cannot adequately
ontrol their swallowing reflex. Moggover, benefits
from fluoride tablets are retained ~There are no
paper cups, napkins, or other waste products to
dispose of with the use of fluoride tablets,
tlierefore, tablet programs are less expensive than
other self-applied procedures—as low as 10.20
Ber child per school year Nevertheless, school
ased fluortdctablet programs also have some
disadvantages. As with fluoride mouthrinses. the
need for a prescription can hinder implements
lion Schools may be willing to start dietary
fluoride supplement programs, but may be unable
to find anyone to assume the responsibility for
writing a prescription Sometimes a barrier to
Implementation 15 a health professional who
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perceives that the community or school will not
accept a fluoride tablet program because It
encourages the use of “drugs." A ew health
professionals view the use of fluoride tablets in
school as hothersome because the concentration
of fluoride in the students’ drinking water must he
determined before tablets can be recommended.
One obvious disadvantage Is that this daily
procedure should be continued from preschool
(preferably) or kindergarten through at least the
eighth %rade_. Fluoride tablets may be used as a
togmal luoride procedure among children in high
school, but class schedules in high school often
make a daily Erocedure unfeasible. Weekly
mouthrins_in%_wit fluoride solutions is usually
preferred in high school settings. A few teachers
resent heing asked to supervise such a regimen,
and claim It is not their responsibility. The
antifluoridationlsts have not. to any great extent,
opposed fluoride tablet programs, perhaps be-
cause participation requires individual consent

COMBINATION FLUOR1DF. MOUTHRINSE
AND FLUORIDE TABLET PROGRAM

Some school programs are using both
fluoride tablets dally and fluoride mouthrinses
weekly After 6 years In one program, the
prevalence of new dental caries was reduced by
45% among continuous participants. The preva-
lence of dental decay on approximal tooth
surfaces was lowered by 85 percen tu The cost of
such a program can be modest; less than Si OQ
per child per school year. The main disadvantages
arc that tablets must be taken dally and both
fluoride tablets and mouthrinsc solutions are
prescription rtems.

SUMMARY AND CONCLUSIONS

Each school-based fluoride regimen dis-
cussed n this paper has obvious advantages and
disadvantages. Moreover, Individual communities
have unigue characteristics tha: may modify the
stated advantages or disadvantages of each
regimen For examFIe, determining the concen'.ra-
tion of fluoride In the drinking water brfore
Implementing a fluoride tablet program nu <be
considered a disadvantage by one group of
decision makers, but perceived by another group
gs mfetrely a necessary step to achieve a desired
enefi
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The objective of a school-based fluoride
Frogram should be to reduce dental caries for the
argest number of children as much and as
Inexpensively as possible. In determinin% which
school-based fluoride procedure or combination
of procedures is best, one should consider the
ages of the children, the concentration of fluoride
in their drinking water, the known efficacy of the
fluoride regimen under consideration, and Its cost.
Evtdence to date indicates that the best method In
a nonfluoridated community Is fluoride tablets
from preschool or kindergarten through grade 8,
and week_lg fluoride mouthrinsing in grades 9-12.
If a fluoride tablet program is not feasible, Weeklr
fluoride mouthrinses are recommended for all
grades, kindergarten through 12. The main point
IS to_make certain that no child Is denied the
benefits of fluoride. Moreover, the procedure(s)
recommended should be the best currently
available, based upon sound research findings.

References

1 Bmdet. K. Driscoll. WS. and Schuirmannsky. G Cat*
M wmm Suerid* iablei program Cm n Ras 11(Swept lit
11-30. 1978

2 Dnacoll. WS. Heiteu. SB and Brunei!* JA: The Use of
Fluoride TabiaU by School Children Treatment and Boat
Treatment Efforts on Denial Carte* (Abstract) J Dmt Re* St:
Itd. 1474,

J Drtacot WS.HetWti 5B.ond Mom.DC Flaclof ChewoMe
Flumda Tabtars on Oantal Cones M School CM dtn Basalrt
Aiier Sis Yaart of Use J Am (lent Aim* *7: *20 A7« 1478

4 [Inglanrtar. H B . Kaye*. F)( . Gastwtckl M.atal Chrwal anti
Catet effect o *apeared lopacal sodium Bwottda apphcatoa* by
asowlhptsce* J Am Pant Anor 79- AM -644. 1967

9 rW-deiton Cartv* 1473 US DMIW PuWc IW th Server*.
Center ka Ottera Control Atlania. Ga . 1477. I*> 6-10

[=2)

. Gish. C.W., Mercer. V.H.. Stookey. GJ_. et at.: Self application
of fluoride a* e community preventlva measure: rationale,
procedures, and three year results. J Am Deni Assoc 90:
388-397. 1975.

. Guns. G.M.: The affect of self-applied fluoride pasta. J Public
Health Dent 31: >77-181, 1971,

8. Halfats, S.B., Horowitz, H.S.. and Driscoll. WS.: Effect of
School Water Fluoridation on Dental Carlas: Results in
Seagrove. North Carolina. After tight Years. J Am Dant Assoc
97: 193-196, 1978.

9. Hallets. S.B. Cost Effe*ttvenas* of Topically Applied Fluorides
In The Rtlaiive E/hciency ol Methods of Castes Prevention m
Denial Pub'k Health. BA. Burt. Ed. University ol Michigan.
Ann Arbor. 1978, pp. 69-104,

10. Hotourtu. H.S., Hetlets. 58 . and lav. F.L: Effect ol School
Water Fluoridation on Dental Cartas Final Results in Elk Lake.
Pennsylvania, After 12 Years J Am Dent Assoc 84: 832-838.
1972.

11. Horowiu. H.S.. Incresasng the Resistance ol Teeth In Adwncei
tn Carlas Research. American Dental Association. Chicago.
1974. pp v-siH.

12 Horowiu. H5, and Kau. MS.: Retained antKarlas protection
from topically Applied tridultiod phirrfiin fluorklt 30 and 36
month post treatment effects J P a Dent 1:22-27. 1974,

13 Horowiu.H.S.: The preventioni  matcanes by mouthrinsing
with solutions ol neutral sodium fluoride lot Dent J 23:
985 390. 1973.

14 Horowiu . K fl. Hetfeta. SB . Meyers. BA. atal:A program el
self administered fluorides Ina rural achoof system Presented al
a Symposium an Cartas Prevention Technology 57th General
sl TRlBAmEM Y AudhialitN &) fAipial Hodgauih  ege
Otl-ons. 1979

14 Ntwbrvn. 8 CoM-Cflocttwonoaa and Ptacttcaflfy Feoruros In tha
Sytlomatlc Um of Fluoride* In Tha flrinaa firewy of
A'uhadi of Cartee foooewnaii at Denial Public Health. BA
Burt Ed Uruvensty of Michigan. Arm Arbor. 1978. pp 77-48

16 BadAe. aW . Gtsh. CW . Peterson. JK at al Chmecal

evaluation of stannous flwondt aa an anatcanes mouthruwe J

Am Dem Assoc 86: 404-408. 1973

~

UYife foe reprint* to Alice M. Horowiu. RDM . M A .
Office of the Associate Director, National Cartes Program.
National Institute of Dental Research. Nattonal Institutes of
Health. Bethesda. Md 20205

ThaJournal of Pteventlve Dentistry



) W w P

jab)

Similar patterns are seen in this group.

1. The tine scent on diagnosis 1is consistent except for
the CHC.

The CHC is located in a fluoridated area and the
prevalence of caries vas low.

2. Contract dentists scent the least cine on prevention.

The Anchorage service unit spent the greatest amount
of tiae on prevention.

The results indicate that a similar aaoum of tine is spent
on preschool children throughout the IBS programs. However, the
Anchorage prograa spends somewhat more time on preschool children.
This may be due to referrals to the pedodonfit at the Anchorage
facility.

Separate profiles were dc/eieped for each IES service area
prograa for all ages and for children under five in order to refine

the comparison of tine allocation among service categories. Because
service data is not reported for area for contract dentists, it vas
not possible to include them in this comparison. These comparisons

are given on page 35.

There 1is a large variance from area to area. This say be

attributable to the needs of patients and/or adequacy of practitioners

and equipment to address needs. It is also possible that contract
dental activities help to smooth the curve of treatment provided.
The significance of the table is its highlighting different treat—
ment erphases within areas. The greatest variation occurred 1in
prevention, with virtually no prevention (Barrow, Bethel) to a high
of 17-18 percent (Kanakanak, Norton Sound, Prlbilof Islands).
This in itself is difficult to evaluate since the needs of the
population have not been identified. It is significant, however,
when one considers that IHS protocols require an emphasis on preven-
lon. When the emphasis on prevention is very low, it is revealing
to see to which categories the emphasis shifts:

PUCE p?Jvention HIGHEST EMPHASIS
Bethel, adults 0.6 Protthodontics (272)
Barrow, children 00 Surgery (502)
Kanakanak, children 0.3 Surgery (402)
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Diagnosis 23.3 11.2 22.6 24.8 229 20.7 176 175 19.9

Prevention 11.8 3 6 1.6 170 5.0 5.2 165 7.1
Restorative 28.3 451 34.0 43.3 356 464 512 451 455
Prosthodontlcs 7.2 145 256 6.6 29 84 3.9 9.1 5.1
Hndodontics 2.9 6.6 4.7 3.9 29 4.8 7.6 3.3 6.9
Periodontics 5.7 b5 13 2.3 3 1.1 A 2.7 4.5

Or thodon tics .8 2 A4 2 .8 5

Oral Surgery 159 215 10.6 16.9 179 114 10.7 4.4 9.5

Palliative 4.0 4 3 | 14 32 14 1.0
,?21 =

Tabic 11: Percent Tine Spent by Category of Care
for All Ages (IES D."rect Dentists)

é % aé % C e Olé ﬁizi > a
S = PF Z a8 13 1% 9- s
5 > W 5 ” R
rc ~ re
Diagnosis 30.3 20.2 23.5 28.5 21.1 30.8 17.9 28.5 28.5
Prevention 13.8 .3 .3 12.3 7.9 7.1 18.4 12.0
Restorative 43.9 21.2 50.9 29.5 36.4 41.5 52.7 40.0 43.3
Prosthodontics .2 1.2 .9
Endodontic* 4.0 7.5 11.1 .2 12.3 5.6 3.3 2.8 4.5
Periodontics .3
Orthodontics 1.3
Oral Surgery 4.1 49.8 11.6 a.: 14.7 12.5 9.5 3.2 9.C
Palliative 3.7 1.3 1.8 2.5 9.1 17.1 3.0

Table 12: Percent Tlae Spent by Category of Care for
Children Under 5 (IHS Direct Dentists)



Ranked According
to Mortal it
S ilstics

Accidents
Malignant
Neoplasms

Disease* of
(hr Heart

Influenza and
Pneumonia

Dlwnetof Early
In faney

Alcoholism

Vascular Lesions of the
Central Nervous Sytlrm

Sutetrira

Homicides

Tuberculosis

e« TOP TEN IIEALTII PROBLEMS

Ranked According
to Inpatient
Statistic!

Accidents and
[njuries

Chronic Otitis
Media

Influenza and
Pneumonia

Skin Disease*
Toxemia of
Pregnancy

[.ahor and False
Labor

Mental Disorders

Nephritis, Nephrosis

Ahoriiont

Chronic lrnnihlltt

Ranked According
to Outpatient
Statistics

Accidents and
Injuries

Upper Respiratory
Problems

Acute Otitis
Media

Acute Hmnrhitis
Strep Throat
Influenza and

Pneumonia

Infected Femal*
Genitalia

Chmnlr Otitis
Media

Skin Diseases

Hypertensive
Diseases

*e e TrtHai Sprrifli llvailh M«n tyInM -Kuiki'toiii IW U, ax.

Table 4

Ranked According

to Health Aide
Statistics

Upper Respiratory
Pioblems

Skin Diseases
Ear, Nose, Throat
Diseases

Gastrointestinal
Diseases

Accidents and
Injuries

Unease of Musculo-
skeletal System

Diseases of
Circulatory System

Genitourinary/
Gyn Diseases

Eye Diseases

Mise Communicable
Diseases

INTHE YUKON-KtJSKOKWIM DELTA REGION
RANKED BY VARIOUS METHODS

Ranked According to
Consumer Perceptions
(YKIIC Board)

Alcoholism

Accidents

Nutritional

Problems

Dental

Activity limitations

Otitis Media

Gonorrhea

Infant Mortality

Infectious Hepatitis

Mental Ilinraa

Ranked According
to Key Health Care
Providers

Mental Health
Alcoholism/Drugs
Venereal Disease
Accident!
Respiratory
Conditions
Infectious Diseases
D:rtal Cat ea

Diet (lack of
balanced f< oj tntasf)

Otitis Media

Housing (Inadequate) ;
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Table 6
DIRECT AND CONTRACT DENTAL SERVICES
PROVIDED IN THE BETHEL SERVICE UNIT IN FY '78

Direct Contract Composite

Service No. of Services No. of Service Min. No. of Services No. of Service Min. No. of Services No. of Service Mn
Diagnostic 9141 61791 2115 24702 11256 86493
Preventive 254 5384 85 2616 339 8000
Restorative 5187 90120 4374 70740 9561 160860
Kndodontic 700 18843 135 3757 835 22600
Periodontic 191 7000 22 765 213 7765
Kemov. Prost. 135 6210 4 210 139 6420
Fixed Prost. 44 2455 1 20 45 2475
Oral Sursery 1883 31216 764 12160 2647 43376
Orthodontic 33 300 0 0 33 300
Adj. Services 1021 1125 13 1040 1125
Total 18589 224444 7513 114970 26108 339414
Total Costs $165,500 $282,000 $447,500

Cost/Minute $0.74 $2.45 $1.32
Sourr. Ilin IvEidxi. Cno LM Virkox. «ml Vrstc*« Il lot H¥id In(rt Hal. »V H

otft=<ol Ol AMNTIS rme " 7



Percent Distribution by Type of Service Received During last Dental Visit, by Age, for the Y-K Delta and U.S. Populations.
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46-64

Extraction

66 &

1844 46-64

Cleaning <

Examination

65*

Y.K. Prpulallon

U.S. Population

1844 4644

Prosthetics

65*



consider the consumers'denlnl attitudes and practices a problem. Al-
though the most frcqucncly cited problem wns inadequate funding of the
IS progrnni, the second and third most frequent responses were the con-
sumers' lack of motivation in ontaining rare and his/her poor oral hygiene,

respectively.

Please concisely state the major problems with your bush practice.

Providers we.
care program as i

.ed to comment specifically on the I11S incremen
has operated in bush Alaska. llore both PIIS ard J

vate dentists agreed that it had not accomplished its purpose of eslnb

ing an orally healthy core group so that comprehensive care could bo i
tended to adults. The two groups also tended to agree on the reasons

the program’s failure. Tho mr.In reason given was insufficient mniiprn
and funding to accomplish fnt task. The second most common rcasrj
given was that all benefits from the incremental program were lost wi
children left school and were no longer eligible for anything but cmcrgl
cy care. The other frequently cited explanation for the poor success rj

Response % Responding
IMIS
Dentists Private Total

Inadequate program funding 25 41 33
Consumer lack of motivation 46 19 31
Poor oral hygiene 21 22 22
Lack of equipment in villages 29 11 20
Time limitations on trips 25 1 18
Too few dentist* 38 0 18
Inadequate adult and preventive care 17 15 16
Inadequate living and working

facilities 4 19 12
Consumer's lack of knowledge

of dental health 8 15 12
Travel difficulties 17 7 12
Consumer's poor nutrition 8 11 10
Difficulties in transporting

equipment 0 11 6
Too much paperwork 0 1u 6
Delays in payment 4 7 6
Difficulties in arranging follow-up

care 4 7 6

It is worth noting that there were significant differences between the
problems cited by PIIS dentist* and those cited by dentists in private
practice. The problem most often reported by PIIS dentists was inade-
guate manpower to meet the existing demands for treatment. Interesting-
ly, no private dentist considered this a problem. On the other hand, pri-
vate dentists fell the moat important problem waa insufficient program
flj'dil’g while only 25% of PIIS dentists thought this waa to.

wns that poor oral hygiene among the children produced treatment m

faster than the dentist* could meet thorn.

In your opinion, i* the IMS program of increi..ent*.» care accomplishir
its goal of establishing * core group of orally healthy people in bush

Alaska?
Response % Responding
PUS Private
DcntisU Dentists Tota
Yes 25% 26% 261
No 75% 70% 731
Why has the incremental care program failed7
Response % Responding
PIIS Private
DcntisU DentnU Toti
Inadequate staffing and funding 33 29 3
Oral health lost when child
leaves school 29 30 2
Poor oral hygiene 25 15 2
Not enough preventive care 8 11 1
Consumer given no responsibility 4 7
Care given to some children who
are not interested in it and
denied to adults who are 0 4



Providers were naked for their opinions on how thcornl licnllli of (lie
h imputation roulrl hr improved. Moth P1IS m.d private dentist* were
substantial agreement on llirir recommendations. It wj* fell by most
I providing more preventive rnrc imd more denial eomnlion would do
-* to improve the consumers' ornl health status. The second most frc-
.-t recommendation was tl at consumers bo encouraged to lake more
jponsibility for their own dental care. (An equal number of private
lists also felt that treatment should be available to all, regardless of
, but only one PIIS dentist agreed with that.) The third most frequent

cstion wns that program funding be increased.

What means can you suggest for improving the overall oral health of
the bush population?

Response % Responding
Private PIIS
Dentists Dentists Total

Provide more preventive care

and education 37 46 41
Encourage more personal

responsibility for rare 22 26 24
P;o»,de adequate program funding 19 17 18
Provide comprehensive care to all

rtgaidlessof age 29 4 14
Increase dental manpower 0 13 6
li dn dental nurses to work in

villages 11 0 6
Change the delivery system 7 4 6
Esta I«<h village <link s 4 4 4

fmviders were also asked for their opi one on delivery systems. Here
ere differences in opinions Intween PIIS and private dentir.U For

% PIIS dentists comalrrrd a delivery system utilising only PIIS
at “good’* while private dtnlists thought it only "fair.” On the

, PIIS dmlitfs favored systems similar In the current one, with

wticipntion by tho privnto sector. Private denti-its, not unexpec-
tedly, favored systems which increased involvement of the private sector.
The one exception to this disagreement was the system which called for
financial participation by the consumer; this wns rntcd excellent by both
groups.

When providers were asked what would help the*- hush practices the
answers were somewhat different. Tho first choice wns increased funding,
the second was establishment of dental clinics in the villages and the third
was more dental education.

Pie se stale your solutions to the problems you see with your bush
practice.

Response % Responding
PHS Private
Dentists Dentists Total
Increase program funding 29 22 25
Establish village dental clinics 21 26 24
Provide dental health education 25 19 22
Increase the number of dentists 25 0 12
Provide fluoride treats.*nts 8 11 11
Have dentists make more visits 17 4 10
Educate ’ides to provide preventive
rare 4 11 8
Make consumers more responsible
for care 8 4 6
Have consumer contribute to cost
ol care 0 11 6
Improve consumer's nutrition 4 7 6
Improve consumer's oral hygiene 4 4 4
Reduce paperwork burden 0 7 4
Provide more preventive care A 4 4

It is clear from the solutions suggested by PIIS and private denials
that (he two groups have cssrntiai.y different attitudes towards the exist-
ing problems with delivery of care. PIIS dentists want more Hmtists work-
ing in the are* and better living and working tnnditmt». Private dcnlista
would like better conditions loo but they do not want to aee more den-
tists. Their feeling appears to be lhal they can lake care of all demands for



SUMMARY

Consumers in the YK area report n frequency of dental visits similar to
the national average. Types of visits, however, differ substantially. Y K
residents utilize emergency services two to six limes as often as does tho
nution as n whole and other services are correspondingly under utilized,

Tho explanation for this utilization pat'cm can lie found in an analy-
sis of tho barriers consumorN face in seeking dental care. Some of these
barriers result because of inadequacies in the current delivery system:
IS p'Ogrnm funding levels restrict the quantity and typo of services
available, especially for adults. The focus of this chnp.cr has been on other
types cf barriers, those which result from the consumer’s perceptions of
his/her need for care and his/her predisposition to scok care once a need is
recognized.

It wns found that a majority of consumers in the Y K area reported
on interest in optimnl level care—all treatment necessary to keep the
mouth in the most ideal condition possible. However, u sub: nntial num-
ber of these ame people appear to define their needs for care at a some-
what lower el: when asked what level of care they arc likely to seek,
the large majority wanted only emergency or maintenance level care. This
restricted definition of need is perhaps one reason why more than half the
consumers interviewed expressed satisfaction with the level of services
now available, despite the fact that for most adults only emergency ser-
vices arc obtainable.

This study attempted to determine why consumers in this area per-
ceive minimal needs for care. Part of the answer could be found in
people's altitudes and beliefs about dental care. Part of the answer lies in
their prior experience with dental care and their perception of its current
availability.

It is difficult at any time to measure people's attitudes and beliefs
and it is particularly so in cron cultural studies such Hi this one. Conse-
guent!a set of indicators are commonly used as substitutes for the
Ktual altitudes and beliefs. Factors such as age, income and education
luve been found to consistently correspond with certain attitudes and
be'iefs and to accurately indicate probabilities for utilization of dental
services. This proved to be the case in (he Y-K study also: there were
statistically significant correlations between a person’s age, sex, hcome,
education, and location and his/her utilization of services. Tho younger,
better educated, higher income group landed to make more frequent den-
tal visili, be more interested in preventive care, and be less satisfied with
the current level of services. However, this group is in the minority among
the Y-K area population and utilization figures reflect the use pattern of
tho oklcr, KM educated, l0WO0r income groups. This pattern is one of in-
frequent visits to the dentist, greater use of emergency services, and f .-wcr
complaints about the current delivery system.

The second part of the explanation for the minimal definition of need
for care and tho subsequent utilization patterns among Y-K area residents
is tho effect of tho consumer’s perception of the availability of services.
This perception is influenced by the consumer’s prior experience witli
the dental carc system-experience which taught the Y-K nrca resident
that dental enro was often difficult and sometimes impossible to obtain.
Services have increased in recent years hut consumers still perceive many
problems in obtaining them. Tho most common complaint is that services
are simply unavailable when needed: the dentist does not come often
enough to tho village or slay long enough to provide all the services de-
sired. The second most common complaint is the coal, in lime and money,
for obtaining the services elsewhere which were not available in the village.

Consumers were asked to suggest how services could bo improved so
lluil the barriers to aCCESS that they perceive could be removed. Not sur-
prisingly, the must common suggestion was that dentists make more fre-
quent and longer visits. Consumers were also strongly in favor of the es-
tablishment of regional dental clinics; but in most other ways, were fairly
content with the existing dental delivery system. The majority were in
favor of IS continuing to operate the system (as opposed to YKIIC
or the village itself taking over) and they also tended to favor IMIS den-
tists over private dentists.

The providers of dental carc in bush Alaska were surveyed for tlicir
opinions on the problems with the current delivery system and their
suggestions for its improvement. The problems-as described by provi-
der—fall into two categories- inadequacies in the system itse’*, and inade-
guacies in consumers’ utilization of the system.

Providers appear to feel that there are serious problems with the con-
rumer’« perception of his/her need for care. Consumers are considered to
be interested primarily in emergency care, to practice poor nutrition
and oral health habits, and to lack the motivation for obtaining optimal
level cure. Providers also perceive consumers to face serious access prob-
lems because of high costs of carc, the unavailability of services in the
villages, and transportation difficulties. These perceptions of consumers'
problems led providers to underestimate the actual utilization of services
by consumers.

Both the private and PI1IS dentists who wore surveyed were in suhstnn-
tial agreement n this evaluation of the consumer (with the exception
that PIIS dentists tended to have more complaints about the consumer'*
lark of motivation). However, their opinions differed on the problen s
with the system. The major problem seen by private dentists was innde
guate program funding, while PIIS dentists fell it was a shortage of den-
tists. Privuto dentists reported difficulties due to inadequate living uml
working facilities in (lie villages but PIIS dentists were more concerned
about a luck of equipment.

This division of opinions was also evident in their evaluation of al-



m» me current one with limited privalo involvement. Irivnto den*
lists thought that more private involvement was preferable. Both groups
felt that a system which involved tho consumor through a co-paymen|
for services would be most desirable.

Almost three quarters of the dentists surveyed felt that IMSscurrent
system or .ncrcmontal care was Not working as intended. The roasons
suggested Tor this were that 1) there wns inadequate manpower and
funding to deliver the services needed, and 2)once a child left school and
was no longer eligible for comprehensive care, his/her oral health slutus
quickly degenoratcd. Tho suggestions mauv. for improving the oral health
of the bush population were 1) provide more preventive cure and dental
education, z_gencourage consumers to tako moro responsibility for Ilioir
care, and 3) increase program funding.

CONCLUSION

The purﬁose of the Dental Feasibility Study, us its name implies,is to
determine the most feasibilc means of improving the oral health of the
Y-K delta population. The first step taken in this process wns a survey of
tho current status of the oral health of a sample of the population. A se-
cond survey was then made to determine current utilization patterns. The
purpose of this second survey wns to find out what kind of services people
wanted, and why. Knowing w! it kind of services people were Iikeli/1 to
demand would allow accurate projections of the type of services which
should be made available. Knowing why people wanted particular types
of services would help providers to understand wliat factors need changing
if the consumers are to make better use or available services.

At present, adult consumers of dental care in the Y-K nrca tend to
utilize emergency services to a greater extent than they do preventive or
restorative services. Part of the explanation of this fact lie,* in the limited
availability of services. Indian Health Service operates within a funding
level which permits only minimal scrvic s for adults, particularly in the
villages. The climate and googrnphy of the area also act to limit access
to care by making its pursuit outside the village expensive and time con-
suming.

Uut even if there wero no limitations on the services available, some
consumers would not take advanta?e of them hecauso of a lack of appre-
ciation of the need for caro. It is only within the lost coupio of generations
that the population of the Y-K area has hud any real need for dental care
(most likely because of changes in the diet? and itisonly during the past
generation that dental caro has been available an nregular basis. It is there-
fore not surprising that a full appreciation for the need for care, and the
possibilities for treatment, does not yet exist. But the situation is chan-
ging. Younger adults who experienced dental health eu ication and regular
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ttmiiu ki Kt-noin were shown by the survey to have a imitlil
concern with tho quantity and quality of the denial care imiilabl
did their parents. As these educated and experienced consumersn
a largor proportion of tho adult population in the years ahead, titi
pallornx Wiﬁ! change accordingly. Therefore, projections of fill
mands for enro must he based on the socio-economic changes imli
in the coming years.

However, 1t is uol necessary to wail fur those changes to see
provoinuiil. in the oral health Status of the population. The cun
and providers og this area have suggested, through the surveys, It
provemenls can be made now.

The first suggestion istliat the quantity and variety of service
able to adults Ire increased.'Providers recommended that this he (
increasing the number of dentists practiciné; in the area or by |
more money available lo the existing private dentists so that they d
vide more services. Another option might ho the use of dental nun
those used in New Zealand who could take care of the denial care r
the younger children, freein% the dentists lo work on adolcscen
adults. A third option miglit be the abandonment of the increment
Flrogram and treatment of everyone -child and adult on a first
irst serve basis.

The second suggestion is that more dental health education he
available to adults as well as children. Consumers need to nppreii.i
connection between nutrition and oral thiene and the state of the
hoalth. They also need to understand tne imFortance of maintai
functional dentition as part of their overall well-being. Finally, cons
need to be educated as to the possibilities for treatment so that 1
take a more active role in treatment decision making.

Dental health care should be made more accessible to village rcsi
Access could be improved by having the dentists make more frequei
longer trips to each village. Another option is lo establish regional
clinics staffed by dentists and/or dental i. irses who could provider
service to the viIIa(];es in their area. The clinics could be cquippo<
X-ray and lab facilities so that more comprehensive services wot
available than is now the case in the villages.

The final suggestion is that consumers take more of the responsi
for their own dental care. There would bo two benefits *rom this I
TT.-1.lhe consumer would develop n greater appreciation for the
available; and second, lie/she would gain some measure of control
those senders. The most direct means of inking responsibility wou
to assume fmnnciul involvement in the treatments. The other option
work through the consumer hoards al YKIIC and ill" Bethel St
Unit to influence the delivery of services.
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Center Enrollment 0 Examined W Examined 0 Examined >H Management Referrals t examined

by DOS VX\?NO Ar{/%g(ge\,\/d - who have | patients N ; w/BBM
i

A._akanuk 30 23 ! 9 5 * 0 6
Chevak 28 I 14** 4 4 1 0 8
Emmonak 27 19 9 8 1 0 6
Fortuna Ledge 16 14 11 4 7 0 rEE
Galena* 21
Cambell 26 i 19 11 8 5 0 14
Hooper Bay 26 22 6 3 5 0 16
Huslia 19 18 5 4 1 0 4
Kvethluk 19 17 10 8 0 10 10
Mt. Village 31 27 U J 14 0 0 5
Napaskiak 17 17 1% 1 14 0 0 12
Savoonga* 19 i -
Stebbins 17 12 10 1 9 1 0 8
Toksook Bay* 21
Unalakleet™ 27 ¢ 1

* no Information to date
** only 4 yr. olds
*** records are inconclusive
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« EXAMINED # EXAMINED H COMPLETING
CENTER ENROLLMENT BY DDS WHO NEEDEO TREATMENT  SREFERRALS COMMENTS
TREATMENT
Alakanuk 27 15 -0- Parents dislike quality of work done
by DDS.
Chevak 26 16 4 2 -0-
Emmonak 28 22 iO < r/; - 5 -0-
Fortuna Ledge* Apfil DDS visit.
Galena 15 12 -
GanibelI* April DDS vislt.
Haines 23 20 -0- -0-
Hooper Bay* March DDS visit.
Huslia 15 15 1 (\7,, -0-
Hydaburg* February DDS visit.
Kake* February DDS visit.
Ketchikan 22 19 7 (Z7) 0 -0-
Kodiak 19 8 4 (*w ) 3 -0- Not all information 1n.
Kwethluk 22 22 12 (i-sS0 2 12
Mt. Village*- > *5 n, (\V' (r 0 April DDS visit.
Napaskiak* March DDS visit.
Savoonga* M 0 April DDS visit.
Stebblns 15 13 8 -0-
Toksook Bay* April DDS visit.
I"nalakleet* March DDS visit.
* No Information to date.
one /epo> Ot//lagE hao'ng
MKR/vh
2/23/82 been eneQ/ co
& °lo OP ch»/dee n
/ (prvif oty

a Sr*Ati-uey ~0 JYfucr*d<i <«*d c'fa&'tagjL



VE h *p < t u M tJ IT

d il u t A p U t& A Z /O

WCUI&UJ mo U/mdilm MooAit,
VA& Mo ali AioUl 11}
DOMIMmu At dtbiMafa dwkity

"ircAjiftll cORf Nt

Ak> £ Aoi ™ Mfrty "to tfUutuA, AAc JGUA&Ir&ij

Mot MMUADNotaA ? K
d & AMtaMmMAM jUaA AAtKO&4 (Ff ..fcAAoou $

m U Jdts M TR i C M M ayh U A U @& U d°L

M jU Jp o , # | o ¢ W L M U ehA ., K o A d §)

MaA. Mm Juioiooyt <y 4%tk J)m#u r

£

JL u L towo A ] M % M a &Zu 11> a A M Iz

dJmajuj b /c U An&uh A



A M uoA L M
lj M 0 M A U 6 / U A d @ Ju oo d M
Q - [ X c m
M U aw b A M m y A t u w o U
A ] u bod oy M u rMm g vixM
A -ti Adda%v)tbtfiAJjuP Jao M ouwoo AAn u J

AMGAIL Al M UNORA
.30 Afa MMM (A AU ~tVAKN.

d A dcd AM 0 um ju fx d A h A kC uA ¢

AA Tt 1~ 10

dtctioyi HFAIQ AS sLtA-
JudouM A/ A U
Ik Ad AkaA
‘I*UEAZ@UJA/UU_N]_,-

AN jvjud, AUNM® N e wiM amo



JIMItkM-FijAy t

M u Jr? 3 -2C/UxtL

i1k dtM M ju, jujiuM 00 $.ib J H 1

APy WM M&KtfifaP M1 JXEm Mot./&i1)

4u d < f JuJi/X£n“yin

J.
% M A M Joh A M al j M U b g A i d A ¢
m

S yu U A boJL JSH M A W g ayi
& ifF)7LjUjLu . t&AA"KA it/) Ilculi A& 6 M4olL

P [
W h J Ipb Moo,
dltu/y /> z U uUlc/Za/ A jyt jtfizZioti tUutCtcy,
itilij/JLIL "3<Uf JjCc/UUut. i/ 1uA,
V)
VUL poooM fi UM K& LUM jM U
MfrlildCjIMiz M z fi/7tffMj L1 4 X



PLEASE NOTE: THE-FOLLOWING PAGES WERE TREATED |
AS A UNIT IN THE ORIGINAL DOCUMENT. |



TO:

ARTHUR S. HANSEN. D O S.
-AMOF I tSIOMAL COMKMAtKM
MI* AMAOMT WAT
TAINFIAXX* AtAtKAWTO I

5. Uni VArrAll
IlrciVUalfr Inn
1711 Cl«cl«r
Jun»AU, M h U






HEALTH EoucAaTioN Divwon M Ashco L.T.D.
looihkrrjwr

|«..Mnk>. AUn WTC*



SOLD to:.

DATE:

Name of Primary Consultant:

“100(ITheeper

denial carc*" system

.PURCHASE ORDER NUMBER:

ASHCO/ LTD,
HEALTH EDUCATION D1VIS
3487 AIRPORT WAY

FAIRBANKS/ ALASKA
SHIP to:

99701

.DELIVERY DATE DESIRED:.

WHEN ORDERING FOR SCHOOL PROGRAMS/ PLEASE COMPLETE THIS PORTION

Name of School

System:,

Address: Name of School Administrator:
Address:
How Long Have You Used This Program?:
Total Number of Classrooms: Total Number of Children: Total Number of Teachers:
UANTITY ITEM UNIT COST TOTAL
PART 1 LEARNING CENTER WITH CASSETTES 00157C $ 65.00
PART 1 LEARNING CENTER WITH RECORDS >4100137K $ 63.00
PART 11 LEARNING UIENTER WITH PLAQUE ERASERS
Ft./ 23 students F4100158 $ 35.00
For 30 stadyita >4100159 $ 43.00
,LKTHE TOOTHK1EPEI Item r lor film >4100143 Sv.0.00
Monthly Itaul >4100110 $110.00
4HOW to BE a iimunkekper” 16mm color fli« >4100144 %193.00
Monthly Rental >4100111 30.00
wiTtS 1 "TO YOU** 14m color fill >4100149 $200.00
Hoothly Rental 4100112 $ 50.00
DENTAL CONSULTANT UNIT (materials for ) >164 $ 26.40
TEACHERS * WORKSHOP UNIT >4100173 '« ’5.40
ERASERS 36 (Unit* of )6 only) <4100180 m 23.80
TOOTHttEm  FLIP CHART <4100179 5 12.50
.00ihkkEPER OEHTAL » >ibH (<u..dt..nt > ' >4100176
OVERHEAD TRANSPARIHCIiS (Set of 3) >e 10070, + >5.30
DISCLOS ING HINTS >00 <410*'| A3 $ 8.23
PLAQUE ERASER FLOSS REPLACEMENTS U>
(Units ol k> only) >4100 $ 11.90
HIWPES (Le arnt<foter* . ((nil* © T, iyl*4l<" 51/..75
TOOTNKCEPER FAMILY KARSIS*, KIT M
(Units «wl only) <4100?IN u
AAION KiM41f LA., IK.MAM FILM P*»e colwf >410015« lo <liy loan
PARENT"" <41001U t KL
TEACHI R*s a* lor. <4100175 1.20
DENIAL atNSDLIAXI* - GUIDC 14100 (M 1.75
ADNIKt sikalor* = UriDI <*|UO|1 1 Ml
UMSULTANIrS St.IDCs Set ol 20) <APMI/ < 15.00
Net K» D*v« ,
Fo.B. lie* K*V4 o ub blal
Add 31 lot 'ehipping 4 IWic. i«» llun IL<IK).>i) hipping 4 lldlg.
11 lor 'blpi'lni 4 lullg. -me* llun 51.000 (/I State Tai
Minimum Shipping 4 »<l«. S7.U0 (Air Mall, Air irtltkl. =ub total
oV Mrlrkt esiral lea* 71 [f pay?ent
Sale* l«i  »d-1*1 wfM<re »[pi | »wlr accompanies order
Ninlmm dltrti >10.00 GRAND TOTAL
lire Efeticllre IrlifiNft I* le*|** I*. 1 1. notice



SAMPLE PROGRAM REQUIREMENTS

For 6.000 Students - 200 Classrooms Unit Total Cost
200 Teachers Cost ISt_Year 2nd vear
200 Part | Learning Center $65.00 $13,000.00
200 Part |l Learning Center - 30 Unit $40.00 8,000.00 $8,000.00
4 Dental Consultant Unit $26.40 105.60
20 Teachers' Workshop Unit $25.40 508.00
/0 "How to be a Toothkeeper" film
rental - one month $50.00 500.00
e | "Toothkeeper" film rental $110.00 110.00
one month
TOTALS (plus 3Z Shipping and Handling) $22.233.60 $8.000.00
ost per child 3.70 " 133
For 900 Students - 30 Classrooms
30 Teachers
30 Part | Learning Center _ $65.00 $ 1,950.00
30 Part Il Learning Center - 30 Unit $40.00 1,200.00 $1,200.00
I Dental Consultant Unit $26.40 26.40
3 Teachers' Workshog Unit $25.40 76.20
*2 "How to be a Toothkeeper" film $50.00 100.00
rental - one smnth
el  "Toothkeeper" film rental $110.00 110.00
one month
TOTALS (plus 3! Shipping and Handling) $3,462.60 $1.200.00
ost per child 3.85 133
For 300 Students - 10 Classrooms
10 Teachers
10 rart 1 Learning Center $65.00 $ 650.00
10 Part 1l Learning Center $40.00 400.00
I Dental Consultant Unit $26.40 26.40
I Teachers' WorkshoE Unit $25.40 25.40
el "How to be a Toothkeeper" film
rental - one month $50.00 50.00
] 'Toothkeeper" film rental one month $110.00 110.00
TOTALS (plus 3! Shipping and Handling) $1,261.80 $400.00
ost per child 4.21 1.3]

*14 an films may be leased or purchased, es desired




10.

Build good public relations.

If you have news, the media will print.

News people want good stories and good pictures!
Go to the editor or publisher.

Have news reporters, TV, wire-service, photographers,
etc. present when news 1is being made.

Have media go into schools to see the activity (obviously
this must, be approved by appropriate school officials).

LEGISLATION

Ary legislation required for funding, etc., should be
written so as not to offend the educators you must deal with.

Be sure Governor knows about program.
Be careful about who introduces the Bill.
Seek state-wide support.

Don"t prepare remarks to a legislator about the votes you
represent.

Learn about legislative process.

Keep tabs on the committee that will be involved.

Don"t 1leave all contact work with paid professionals.
Contact legislators.

Try to solve objections - be ready to improve the Bill.

Contact legislators.
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A. PART I - LEARNING CENTER
1 - sound/color filmstrip w/casé&ette or record
1 - oversize dental model (quadrant)

1 - Teacher ™ Guide
1 - Toothkeeper flip chart

36 - mirrors
OPTION: - PART I LEARNING CENTER WITHOUT FILMSTRIP
B. PART II1A - LEARNING CENTER for 25 students
(w/floss in brush handle) 30 students
1 - TK Plaque Eraser per stu. 35 students
1 - Parent®"s Guide per stu.
20 - disclosing mints per stu.
OPTION: I11B LEARNING CENTER (floss separate from br

C. TEACHERS®™ WORKSHOP UNIT (materials for 10 teachers
10 - TK Plaque Erasers

1 - Teacher®s Guide
1 - oversize dental model (quadrant)
10 - mirrors
20 - disclosing mints
D. ORIENTATION FILMS - 16 mm sound/color:
"The Toothkeeper™ - 27 minute
"How to be a Toothkeeper - 10 minute
"lt"s up to You"™ - 6 minute
"East Baton Rouge Parish Model™ - 10 minute
E. DENTAL CONSULTANT TEACHING UNIT (for 5 consultants)
5 - Dental Consultant®s Guides
20 - slides w/script
1 - Consultants® Workshop Outline
5 - Teachers®™ Workshop Outline
T. PRESENTATION SERIES
G. FAMILY LEARN IMG KIT Units of 36
1 - TK Plaque Eraser 72
2 - disclosing mints 144
1 - Home 1information Guide
H. PLAQUE ERASER Units of 36
72
144

1. PLAQUE ERASER TI1.0SS REPLACEMENTS
Units of 36
72
144
OTHER COMPONENTS:

LEARNING CENTER MIRRORS Units of 36
72
144

DISCLOSING MINTS Units of 600
1200

TLIP CHART

OVERSIZE DENTAL MODEL (quadrant)

OVERHEAD TRANSPARENCIES (sat of S)

riLNSTRIP W/RECORD

FILMSTRIP W/CASSETTE

CONSULTANT®"S SLIDES (set of 20)

CONSULTANT®"S GUIDE

PARENT®"S GUIDE

TEACHER®"S GUIDE

ADMINISTRATOR®S GUIDE

Minimum Order $10.00 Den-Tal-Cs
Health Educ
Prices effective 4/15/76 1201 S.C. D

Des Moines ,

CODE HO.

4100157

*¢100199
*¢100158
*¢100159
4100160

ush)
4100173

4100143
4100144
4100149
4100154
4100164

4100238
4100239
4100240

4100180
4100181
4100182

4100203
4100204
4100205

4100168
4100202
4100189
4100185
4100186
4100179
4100176
4100206
4100145
4100146
4100167
4100208
4100114
4100175
4100117
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T 32
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SIX PHASES IN THE TOOTHKEEPER DENTAL CARE SYSTEM

PHASE 1

Obtain guidelines and information about the Toothkeeper dental
care system from Dr. Arthur Hansen, 3487 Airport Way, Fairbanks,
Alaska 99701

PHASE 11

Create interest in the education community for inclusion of
personal dental care as a regular part of the classroonm
curriculum.

a. Form a local Advisory Team which 1includes
necessary school personnel.

b. Discuss Toothkeeper curriculum guidelines with
Advisory Teanm.

C. Review Toothkeeper curriculum by Advisory Tean.

d. Correlate plans for implementation of Toothkeeper

curriculum.

1. Determine program budget.

2. Determine number of classrooms and children
to be included.

3. Obtain board credit for teachers attending

workshop, 1if possible.
Establish date of workshop.
Determine funding sources, etc.

[

PHASE 111
Standardizc dental consultants

A consultants®™ workshop is held to familiarize all volunteer
dental consultants with the Toothkeeper dental care curriculum.

PHASE 1V
Train Teachers

Local volunteer dental professionals to serve 1is consultants

at the teachers®" workshop. This teachers®™ worcshop presentation
should support local classroom objectives and enable correlation
of personal dental care with other classroom sjbjccts.



PHASE V
Train Children

Consistent long term reinforcement of concepts and skill
development by elementary classroom teachers.

PHASE VI
Evaluate and Follow-up

(a) Evaluate as an education program
(b) Evaluate as a dental health program
(c) Additional teacher training and reinforcement.

Arthur S. Hansen, D.D.S.
3487 Airport
Fairbanks, Alaska 99701



TOOTHKEEPER
OUTLINE FOR CONSULTANT*S SLIDE PRESENTATION

SLIDE #1 (HEALTHY MOUTH) "THIS IS A RARE PICTURE, A RELATIVELY
HEALTHY MOUTH. NOTICE THE GUM TISSUE TIGHTLY ATTACHED
TO THE TOOTH. A UNIFORM COLOR - NO REDNESS.™

SLIDE #2 (INITIAL DECAY) "HERE WE ARE SEEING A MOUTH WITH INITIAL
DECAY. DECAY USUALLY STARTS IN BETWEEN TEETH AND AT
THE CUM LINE SPACE, THE AREAS MOST DIFFICULT TO CLEAN."

SLIDE #3 (ADVANCED DECAY) "IF LEFT UNTREATED, THE DECAY PROCESS
WILL ADVANCE TO THE STAGE WHERE REPAIR 1S PRACTICALLY
IMPOSSIBLE."

SLIDE #4 (INITIAL GUM INFLAMMATION) "SHOWN HERE IS ANOTHER SERIOQUS
DISEASE, GUM DISEASE. SOME OP YOU MAY HAVE HEARD IT
REFERRED TO AS GINGIVITIS OR PYORRHEA. YOU WILL NOTICE
THE REDNESS AND PUFFY GUMS. THESE GUMS WILL BLEED EASILY
WHEN BRUSHING AND PERHAPS EVEN WHEN JUST EATING.™

SLIDE (ADVANCED GUM DISEASE) “4F LEFT UNTREATED, JUST LIKF. DECAY,
GUM DISEASE GETS PROGRESSIVELY WORSE. MORE TEETH ARE LOST
FROM GUM DISEASE EACH YEAR THAN FROM DECAY.™

SLIDE N6 (DIAGRAM OF PIAOUK) "HERE IS THE COMMON DENOMINATOR, GERM
PLAQUE. THIS 1S A STICKY. MUCOUS MASS THAT STICKS TO THE
TEETH, ALLOWING BACTERIA TO COLONIZE AND START THE DISEASE
PROCESS.™

SLIDE #7 (TOOT1l DECAY FORMULA) "LET"S EXAMINE THE PROCESS IN FORMULA
FASHION. GERMS PRESENT IN THE MOUTH REACT WITH SUGAR FOODS,
PRODUCING AN ACID WHICH ATTACKS THE TOOHI TO START THE

TOOTH DECAY PROCESS.™



SLIDE #9

SLIDE #9

SLIDE #10

SLIDE #11

SLIDE #12

SLIDE #13

(GUM DISEASE FORMULA) "SIMILARLY, IN CUM DISEASE, THE GERM
PLAQUE PRODUCES A POISON WHICH ATTACKS THE GUMS TO CREATE

GUM DISEASE."

(STATISTICS ON GINGIVITIS IN CHILDREN) ™"™HOW SERIOUS IS THE
PROBLEM? THESE STATISTICS SHOW THAT BY AGE NINE, EIGHTY
PERCENT OF THE CHILDREN HAVE GINGIVITIS OR THE INITIAL
STAGE OF GUM DISEASE. ONE POSITIVE THOUGHT THOUGH, MOST
GUM DISEASE AT THIS AGE IS TOTALLY REVERSIBLE WITH THOROUGH
AND PROPER CLEANING BY THE INDIVIDUAL."

(PLAQUE ON TOOTH) "HERE AGAIN IS THE CULPRIT, PLAQUE.
ONE OF THE REASONS WE HAVE A DIFFICULT TIME ELIMINATING
PLAQUE IS BECAUSE OF ITS ALMOST TRANSPARENT NATURE."™

(PLAQUE DISCLOSED) ™"WHEN WE USE THE DISCLOSING WAFER TO
COLOR THE PLAQUE, IT IS EASILY IDENTIFIABLE. THE PROBLEM
NOW IS SIMPLY "GET THE RED OFPI1*

(CURE) ™"THE TOOLS ARE SIMPLE. A SOFT BRISTLE TOOTHBRUSH,
DENTAL FLOSS AND DISCLOSING WAFERS. WITH PROPER AND
THOROUGH USE ONCE A DAY, THE THREAT OF MAJOR DENTAL DISEASE
CAN BE REDUCED DRASTICALLY.*

(DENTISTS CAN"T DO WHAT PATIENTS WON®"T) "BECAUSE WE At
DENTISTS SEE PATIENTS ONLY ON AN OCCASIONAL BASIS, (AMD
LESS THAN 40% OF THE POPULATION VISITS TIIEIR DENTIST EVERY
YEAR) THE RESPONSIBILITY IS ON THE INDIVIDUAL TO MAINTAIN
A DAILY REGIMEN OP PERSONAL ORAL CARE.*



SLIDE #14 (MANPOWER) ™TO EVEN KEEP UP WITH THE PRESENT HATE OF
DENTAI. DISEASE, WE WOULD NEED MANY MORE DENTISTS THAN WE
HAVE TODAY. WE MUST FIND A MORE LOGICAL SOURCE OF MANPOWER
FOR TEACHING THE ELEMENTS OF PERSONAL DENTAL CARE. AS .YOU
CAN SEE FROM THE CHART, TEN DENTAL CONSULTANTS CAN TRAIN ONE
HUNDRED TEACHERS WHO IN TURN CAN TRAIN THREE THOUSAND STUDENTS.
THIS 1S NOW A LOGICAL AND EFFECTIVE USE OF EXISTING MANPOWER.™

SLIDE #15 (TEACHER IN CLASS) "THIS 1S WHAT WE ARE ASKING OF YOU TODAY.
WITH THE TRAINING YOU ARE ABOUT TO RECEIVE, YOU CAN BE A
QUALIFIED DENTAL HEALTH EDUCATOR. THIS WILL PERHAPS BE ONE
OF THE FEW SUBJECTS THAT YOU TEACH WHERE YOU WILL SEE
IMMEDIATE, POSITIVE RESULTS."

SLIDE #16 (GUIDES) "TO BE EFFECTIVE, YOU NEED SUPPORT MATERIALS.
YOU WILL BE RECEIVING A TEACHER"S GUIDE THAT OUTLINES THE
PROGRAM IN YOUR CLASSROOM. THERE ARE ALSO GUIDES TO BE
SENT HOME TO THE PARENTS TO INFORM THEM ABOUT THE PROGRAM
WITH THE HOPE OF GETTING THEIR SUPPORT."

SLIDE #17 (OVERHEAD TRANSPARENCIES)"OVERHEAD PROJECTOR SETS AND FLIP
CHARTS WILL ENHANCE YOUR CLASSROOM PROGRAMS."

SLIDE #18 (CLASSROOM KIT) "EACH OP YOU WILL HAVE A KIT IN YOUR CLASS—
ROOM. THIS KIT INCLUDES ALL SUPPLIES NEEDED TOR TIIK. PROGRAM,
l.E., TOOTHBRUSHES, DENTAL FLOSS, DISCLOSING WAFERS, MIRRORS,
..ND AN ENLARGED TEACHING MOOEL OF THE MOUTH. IT PROVIDES A
CONVENIENT STORAGE AREA FOR THE SUPPLIES FOLIOWING EACH
CLASSROOM USB. THE USE OF THESE SUPPLIES IS OUTLINE IN
YOUR TEACHER®"S GUIDE."

SLIDE #19 (CLASSROOM SCHEDULE)"AS AN EXAMPLE OF THE TIME REQUIREMENT,
THIS CHART IS PROVIDED IN YOUR TEACHER®"S GUIDE."(DETAIL)



SLIDE #20

FOOTNOTE:

(FILMS)"YOUR PRIMARY SUPPORT MATERIALS ARE THE FILMS SHOWN
HERE. THE LARGER FILM IS USED IN AUDITORIUM SESSION TO
INTRODUCE THE CHILDREN TO THE PROGRAM. YOU WILL SEE THAT
FILM IN A FEW MINUTES. THE SMALL FILM IS THE TECHNIQUE
FILM THAT YOU WILL HAVE FOR USE IN YOUR CLASSROOM AS YQU
FEEL IT 1S NECESSARY TO REINFORCE THE TECHNIQUE."

(SHOW THE LARGE FILM NOW AS PER THE CONSULTANT'S GUIDE.)



THE DENTAL HEALTH EVALUATION PROCEDURE

The Papillary Marginal Gingivitis 1Index (PMCI):
In this evaluation only the right half of the mouth from the second
permanent molar through the central inciBor 1is scored. This provides
four scoring segments:

1. The right maxillary facial.

2. The right maxillary palatal.

3. The right mandibular faciAl.

4. The right aandlbulrr Jlingual.
The marginal gingiva of the designated tooth and the gingival papilla
meslal to the designated tooth are scored.
Initially, any missing teeth atj indicated by an "X" mark. Permanent
teeth arc scored only when at least two-thirds erupted into the mouth
otherwise, they are 1indicated as missing.

In addition to determining whether or not gingivitis 1is present, the

relative severity of Inflammation 1is scored. The scoring scale 1is as
follows:

0 = No inflammation - normal tissue

1 - Mild inflammation - a slight change 1in color;

no change in texture or shape
2 - Moderate inflammation - an obvious change in color;
change 1in texture or shape
(edema, hypertrophy)
3 " Severe inflammation - a marked redness or hypertrophy,

ulceration, spontaneous bleeding



The Dental Health Evaluation Procedure

The arithmetic sum of all of the inflammation scores divided by the
number of areas examined gives the PMCI. (A complete examination
would consist of 56 scored areas. This would include 78 maiglnal
tissue areas and 28 gingivae papilla are s.)
Personal Hygiene Performance Score (PHPS):
Examination of 8 selected tooth surfaces is made after the patient
hasused a dlsclsolng tablet or liquid. Atablet should bethoroughly
chewed and swished for at least one minute while the liquid may be
swished for approximately 30 seconds. |If the tablet Is used, the
mouth should be rinsed prior to the evaluation procedure.
Evaluation of the following 8 tcoth surfaces |i performed:

I. Haxillary right first permanent molat, facial

2. Maxillary right ftrnt permanent molar, palatal

3. Maxillary right permanent or deciduous certral
incianr, facla!l

4. Maxillary right permanent or deciduous central
incisor, palatal

5. Mandibular right first permanent molar, facial
6. Mandibular right first permanent molar, lingual

7. Mandibular right permanent or deciduous central
incisor, facial

8. Mandibular right permanent or deciduous central
Incieor, lingual

Permanent molars ire scored only If two-th.rds erupted into the mouth.
Substitute the second deciduous solar or the second permanent molar if
the first permanent molar la missing or badly broken down. it a sub-

stitute tooth is not Available, place an MX” on the recording chart.



Me Dental Health Evaluation Procedure
«

To assess the stained plaque on each surface, the facial or Ilingual
surface of the tooth must be mentally divided Into five sections.
Longitudinally, It Is divided at the approximate area cf the line
angles, thus creating a larger central area. This central area is
then divided Into thirds horizontally, creating a gingival, middle
and occlusal, or incisal, division.
Each of these five divisions 1is examined for the presence of stained
p!§que and scored as follows:

0 « No plaque

I - Plaque in that particular sectlo.

In all questionable arras, the lesser score of "0" is assigned.

The plaque score for esch tooth surface is determined by adding the

\ lues of each of the subdivisions. The Personal Hygiene Performance
Score (PHPS) is then calculated by dividing the sum of the tooth scores
by the number of surfaces charted. (A complete examination would
consist o( A0 scored areas; R t0oOth surfaces with S scores for each

surface.)



