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Purpose
The American Academy of Pediatric Dentistry (AAPD), to  
promote appropriate, quality oral health care for infants and 
children with early childhood caries (ECC), must educate the 
health community and society about the unique challenges  
and treatment options of this disease, including the need for 
advanced preventive, restorative, and behavioral guidance 
techniques. 

Methods 
The proceedings of the Conference on Early Childhood Caries 
held in Bethesda, Maryland, in October 19971 were reviewed. 
The update of this policy used electronic and hand searches 
of English written articles in the dental and medical literature 
within the last 10 years using the search terms “infant oral 
health”, “infant oral health care”, and “early childhood caries”. 
When data did not appear sufficient or were inconclusive, 
recommendations were based upon expert and/or consensus 
opinion by experienced researchers and clinicians.

Background 
ECC is highly prevalent and increasing in poor and near poor 
US preschool children.2 In the US and most other countries, 
this disease is largely untreated in children under age 3.3 Those 
children with caries experience have been shown to have high 
numbers of teeth affected. Consequences of ECC include a 
higher risk of new carious lesions,4,5 increased treatment costs 
and time,6 risk for delayed physical growth and development,7-9 
loss of school days and increased days with restricted activ- 
ity,10,11 diminished ability to learn,12 diminished oral health-
related quality of life,13 and hospitalizations and emergency 
room visits.14-16

	 Because of the aggressive nature of ECC, areas of demin-
eralization and hypoplasia can rapidly develop cavitation. If 
untreated, the disease process can rapidly involve the dental 
pulpal tissue leading to dental infection and possibly life- 

threatening fascial space involvement. Such infections may result 
in a medical emergency requiring hospitalization, antibiotics, 
and extraction of the offending tooth.17

	 Prevention of ECC begins during the pre-natal and peri- 
natal periods.18 Women should be advised to optimize nutri- 
tion during their pregnancy and the infant’s first year, when  
enamel is undergoing maturation. Enamel defects are common  
in children with low birthweight or systemic illness or  
undernutrition during the perinatal period.19,20 
	 Although enamel hypoplasia is a risk factor because the 
teeth are not as well formed, the etiology of ECC is bacterial; 
with mutans streptococci (MS) is the group of microorganisms 
most studied regarding the pathogenesis of ECC.21 Children 
at high caries risk are colonized early by MS22 that is trans-
mitted most frequently from caregiver to child through 
salivary contact. The bacteria also can be transmitted between 
other members of a family or other children.23 In association 
with the microbial etiology, high frequency sugar consump- 
tion is a caries risk factor. Caries-conducive dietary practices, 
including prolonged and/or frequent bottle or training cup 
feeding with sugar-containing drinks and frequent in between 
meal consumption of sugar-containing snacks or drinks (eg, 
juice, formula, soda), increase the risk of caries.24 
	 Those children at risk for ECC should have care provided 
by a practitioner who has the training, experience, and exper-
tise to manage both the child and the disease process. The use 
of anticariogenic agents, especially twice daily brushing with 
fluoridated toothpaste and the frequent application of fluoride 
varnish, may reduce the risk of development and progression 
of caries. A ‘smear’ of fluoridated toothpaste for children less 
than 2 years of age may decrease risk of fluorosis. A ‘pea- 
sized’ amount of toothpaste is appropriate for children aged 2  
through 5 years.17 When determining the risk-benefit of fluo- 
ride, the key issue is mild fluorosis versus preventing devas- 
tating dental disease. Interim therapeutic restorations (ITR), 
using materials such as glass ionomers that release fluoride, are 
efficacious in both preventive and therapeutic approaches.25,26 

Policy on Early Childhood Caries (ECC): Unique  
Challenges and Treatment Options



             AMERICAN ACADEMY OF PEDIATRIC DENTISTRY

    ORAL HEALTH POLICIES     51

Stainless steel crowns often are indicated to restore teeth with 
large carious lesions and extensive white spot lesions and, at  
this early age, are less likely than other restorations to require 
retreatment.27,28 Low levels of compliance with follow-up care 
and a high rate of children requiring additional treatment also 
can influence a practitioner’s decisions for a more definitive 
restorative management of ECC.29 
	 The extent of the disease process as well as the patient’s 
developmental level and comprehension skills affect the practi-
tioner’s behavior guidance approaches. To perform treatment 
safely, effectively, and efficiently, the practitioner caring for a 
child with ECC often must employ advanced behavior guid- 
ance techniques. These may include protective stabilization  
and/or sedation or general anesthesia. The success of restora-
tions may be influenced by the child’s level of cooperation  
during treatment, and general anesthesia may provide better 
conditions to perform restorative procedures. General anes-
thesia, under certain circumstances, may offer a cost-saving 
alternative to sedation for children with ECC.30

Policy statement 
The AAPD recognizes the unique and virulent nature of ECC. 
Non-dental health care providers who identify ECC should 
either provide therapy or refer the patient to a licensed dentist 
for treatment and establishment of a dental home.31 Imme- 
diate intervention is medically necessary to prevent further 
destruction, as well as more widespread health problems. Be- 
cause children who experience ECC are at greater risk for  
subsequent caries development, preventive and therapeutic  
measures such as optimizing home care, ITR, more frequent  
professional visits with regimented applications of topical fluo-
ride, and full crown coverage often are necessary. The dentist 
must assess the patient’s developmental level and comprehen-
sion skills, as well as the extent of the disease process, to  
determine the need for advanced behavior guidance techniques 
such as protective stabilization, sedation, or general anesthesia.

References 
	 1. 	Proceedings of the Conference on Early Childhood Car-

ies, Bethesda, Md; October 1997. Community Dent Oral 
Epidemiol 1998;26(suppl):1-119.

	 2. 	Dye BA, Tan S, Smith V, et al. Trends in oral health sta-
tus: United States, 1988-1994 and 1999-2004. National  
Center for Health Statistics. Vital Health Stat 11(248). 
Hyattsville, Md; 2007. 

	 3. 	Tinanoff N, Reisine S. Update on early childhood caries 
since the Surgeon General’s Report. Academic Pediatr 
2009;9(6):396-403.

	 4. 	Al-Shalan TA, Erickson PR, Hardie NA. Primary incisor 
decay before age 4 as a risk factor for future dental caries. 
Pediatr Dent 1997;19(1):37-41.

	 5. 	Peretz B, Ram D, Azo E, Efrat Y. Preschool caries as an  
indicator of future caries: A longitudinal study. Pediatr  
Dent 2003;25(2):114-8.

	 6. 	Kanellis MJ, Damiano PC, Monamy ET. Medicaid costs 
associated with the hospitalization of young children for 
restorative dental treatment under general anesthesia. J  
Public Health Dent 2000;60(1):28-32. 

	 7. 	Acs G, Lodolini G, Kaminshy S, Cisneros GJ. Effect of  
nursing caries on body weight in pediatric populations. 
Pediatr Dent 1992;14(5):302-5.

	 8. 	Ayhan H, Suskan E, Yildirim S. The effect of nursing or 
rampant caries on height, body weight, and head circum-
ference. J Clin Pediatr Dent 1996;20(3):209-12.

	 9. 	Sheller B, Churchill SS, Williams BJ, Davidson B. Body 
mass index of children with severe early childhood caries. 
Pediatr Dent 2009;31(3):216-21.

	10. 	Resine ST. Dental health and public policy: The social im-
pact of disease. Am J Public Health 1985;75(1):27-30.

	11. 	Gift HC, Reisine ST, Larach DC. The social impact of  
dental problems and visits. Am J Public Health 1992;82 
(12):1663-8.

	12. 	Blumenshine SL, Vann WF, Gizlice Z, Lee JY. Children’s 
school performance: Impact of general and oral health.  
J Public Health Dent 2008;68(2):82-7.

	13. 	Filstrup SL, Briskie D, daFonseca M, Lawrence L, Wan-
dera A, Inglehart MR. The effects on early childhood 
caries (ECC) and restorative treatment on children’s oral 
health-related quality of life (OHRQOL). Pediatr Dent 
2003;25(5):431-40.

	14. 	Ladrillo TE, Hobdell MH, Caviness C. Increasing preva-
lence of emergency department visits for pediatric dental 
care 1997-2001. J Am Dent Assoc 2006;137(3):379-85.

	15. 	Oliva MG, Kenny DJ, Ratnapalan S. Nontraumatic dental 
complaints in a pediatric emergency department. Pediatr 
Emerg Care 2008;24(11):757-60.

	16. 	Griffin SO, Gooch BF, Beltran E, Sutherland JN, Bars-
ley R. Dental services, costs, and factors associated with 
hospitalization for Medicaid-eligible children, Louisiana  
1996-97. J Public Health Dent 2000;60(3):21-7.

	17. 	Sheller B, Williams BJ, Lombardi SM. Diagnosis and  
treatment of dental caries-related emergencies in a chil- 
dren’s hospital. Pediatr Dent 1997;19(8):470-5. 

	18. 	Ismail AI. Prevention of early childhood caries. Commu- 
nity Dent Oral Epidemiol 1998;26(suppl):49-61. 

	19. 	Davies GN. Early childhood caries: A synopsis. Commu- 
nity Dent Oral Epidemiol 1998;26(suppl):106-16. 

	20. 	Seow WK. Biological mechanisms of early childhood  
caries. Community Dent Oral Epidemiol 1998;26(suppl): 
8-27. 

	21. 	Kanasi E, Johansson J, Lu SC, et al. Microbial risk mark-
ers for childhood caries in pediatrician’s offices. J Dent Res 
2010;89(4):378-83.

	22. 	Karn T, O’Sullivan DA, Tinanoff N. Mutans streptococci 
levels in 8-15 month-old children. J Public Health Dent 
1998;58(3):248-9.

	23. 	Berkowitz RJ. Mutans streptococci: Acquisition and  
transmission. Pediatr Dent 2006;28(2):106-9. 



52    ORAL HEALTH POLICIES 

REFERENCE MANUAL     V 33 /  NO 6     11  /  12

	24. 	Tinanoff NT, Palmer C. Dietary determinants of dental  
caries in preschool children and dietary recommenda- 
tions for preschool children. J Pub Health Dent 2000;60 
(3):197-206.

	25. 	van’t Hof MA, Frencken JE, van Palenstein Helderman  
WH, Holmgren CJ. The atraumatic restorative treatment 
(ART) approach for managing dental caries: A meta- 
analysis. Int Dent J 2006;56(6):345-51. 

	26. 	American Academy of Pediatric Dentistry. Guideline 
on Restorative Dentistry. Pediatr Dent 2010;32(special  
issue):87-93. 

	27. 	Randall RC, Vrijhoef MM, Wilson NH. Efficacy of pre-
formed metal crowns vs amalgam restorations in primary  
molars: A systematic review. J Am Dent Assoc 2000;131 
(3):337-43. 

	28. 	Eidelman E, Faibis S, Peretz B. A comparison of resto-
rations for children with early childhood caries treated  
under general anesthesia or conscious sedation. Pediatr  
Dent 2000;22(1):33-7. 

	29. 	Almeida AG, Roseman MM, Sheff M, Huntington N, 
Hughes CV. Future caries susceptibility in children with 
early childhood caries following treatment under general 
anesthesia. Pediatr Dent 2000;22(4):302-6. 

	30. 	Lee JY, Vann WF, Roberts MW. A cost analysis of treating 
pediatric dental patients using general anesthesia vs con-
scious sedation. Pediatr Dent 2000;22(1):27-32.

	31. 	American Academy of Pediatric Dentistry. Policy on a  
dental home. Pediatr Dent 2011;33(special issue):24-5.


