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Purpose
The American Academy of Pediatric Dentistry (AAPD)  
recognizes that one out of three preschool-age children receives 
care in a child care center.1 The expectation is that this policy 
will provide guidance to the child care centers, pediatric  
dentists, other health care professionals, legislators, and policy 
makers regarding oral health activities and oral health promo- 
tion in out-of-home child care settings.

Methods 
This policy was developed by the Council of Clinical Affairs,  
adopted in 20112, and last revised in 20163. The revision is 
based upon a review of current dental and medical literature,  
including a search of the PubMed®/MEDLINE database using 
the terms: oral health care guidelines in child care centers,  
child daycare centers and dental health, dental guidelines 
and daycare centers, and dental care in child day care centers; 
fields: all; limits: within the last 10 years, humans, English,  
birth through age 18. Thirty-five articles matched these cri- 
teria. Papers for review were chosen from this list and from 
the references within selected articles. When data did not  
appear sufficient or were inconclusive, policies were based  
upon expert and/or consensus opinion by experienced 
researchers and clinicians. Documents of health care and 
public policy organizations, state statutes, and regulations 
relating to the concept of oral health in child care centers  
also were reviewed.  

Background 
In the United States (U.S.) in 2019, 59 percent of children  
ages zero through five who were not enrolled in kindergarten 
received some form of child care arrangement on a regular 
basis from persons other than their parents.1 Fifty-five to 65 
percent of these children attended center-based programs  
which include day care centers, pre-kindergartens, nursery 
schools, Head Start programs, and other early childhood edu- 
cation programs.1 

Parents, directors of child care centers, and health profes-
sionals recognize that enhancing health promotion education  
in child care could improve child health.4 Addressing the oral 
health needs of infants and young children as early as pos- 
sible and as a part of well-child care is critical since dental 
disease is preventable. A majority of states address oral health 
in their child care licensing regulations.5-8 However, states’ 
oral health regulations in early education and child care center 
programs often do not provide comprehensive oral health 

policies and practices.7 Some oral health practices have been 
found to vary between centers serving children of lower 
socioeconomic status and those providing care to higher 
socioeconomic status children.8 Research found non-state- 
funded centers were more inclined to implement oral health 
practices than state-funded facilities.8 A higher percentage  
of state-funded child care centers reported tooth brushing as 
a routine activity in the classroom, whereas more non-state 
funded centers reported implementing numerous oral health 
practices as well as an educational practice focusing on oral 
health.8 A survey of directors of licensed child care centers 
(95 percent not affiliated with Head Start) determined the  
greatest perceived barriers to carrying out oral health promo- 
tion practices were insufficient funding, insufficient staff  
training, and insufficient time.9 

 Effective oral health care requires collaboration between 
families, early care and educational professionals, and health 
care professionals. Collaboration has the potential to improve 
the breadth and effectiveness of health promotion education4 

and enhance the opportunity for a child to have a lifetime  
free from preventable oral disease. Many organizations have 
requirements and recommendations that apply to out-of- 
home child care and can serve as valuable resources regarding  
health promotion in child care centers. These include the 
American Academy of Pediatrics, the American Public Health 
Association, and the National Resource Center for Health 
and Safety in Child Care and Early Education along with 
National Association for the Education of Young Children  
(NAEYC), and Head Start.10-13 

Establishment of a dental home by 12 months of age 
ensures awareness of age-specific oral health issues with long 
term positive effects for the children.14 Caries is a significant 
public health problem affecting preschool children.15 It is the 
most common chronic disease of childhood, affecting 21.4  
percent of children two to five years of age.16 The prevalence 
of total (treated and untreated) caries rises to 50.5 percent 
of children aged six through 11 years old.16  Epidemiologic 
data from a 2015-2016 national survey clearly indicates that  
early childhood caries (ECC) remains highly prevalent in  
poor and near-poor U.S. preschool children.16 Low-income 
children are affected disproportionately, being twice as likely as 
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children from higher-income families to have decay in primary 
teeth.17 In 2019, dental care was reported as the greatest unmet 
healthcare need for children ages two to six years and six to 17 
years.18 

Policy statement 
The AAPD encourages child care centers, early education pro- 
viders, and parents to implement preventive practices that  
can decrease a child’s risk of developing ECC.14 The AAPD  
recognizes that increasing health promotion in out-of-home  
child care settings could improve the oral health of millions  
of preschool-age children. Therefore, the AAPD encourages 
child care centers to:

•	 utilize oral health consultation, preferably by a pediatric 
dentist, at least once a year and as needed. The health 
consultant should review and observe program practices 
regarding oral health and make individualized recom- 
mendations for each program.

•	 promote the concept of the dental home by educating  
their personnel, as well as the parents, on the importance  
of oral health and providing assistance with establishment 
of a dental home no later than 12 months of age of the 
child. 

•	 maintain a dental record, starting at age 12 months with 
yearly updates, as part of the child’s health report. It  
should address the child’s oral health needs including  
any special instructions provided to the caregivers.

•	 have written, up-to-date, comprehensive procedures to 
prepare for, report, and respond to medical and dental 
emergencies (including pain/toothache). The source of 
urgent care should be known to caregivers and acceptable 
to parents.

•	 sponsor on-site, age-appropriate oral health education 
programs for the children that will promote good oral 
hygiene and dietary practices, injury prevention, and the 
importance of regularly scheduled dental visits. 

•	 provide in-service training programs for personnel regard-
ing oral hygiene concepts, proper nutrition choices, 
link between diet and tooth decay, prevention of ECC, 
and children’s oral health issues including proper initial  
response to traumatic injuries along with dental conse-
quences. Personnel with an understanding of these  
concepts are at a great advantage in caring for children.

•	 encourage parents to be active partners in their children’s 
health care process and provide an individualized educa- 
tion plan, one that is sensitive to cultural values and  
beliefs, to meet every family’s needs. Written material  
should be available and, at a minimum, address oral  
health promotion and disease prevention and the timing  
of dental visits. 

•	 familiarize parents with the use of and rationale for oral 
health procedures administered through the program and 
obtain advance parental authorization for such procedures.

•	 incorporate an oral health assessment as part of the daily 
health check of each child.

•	 promote supervised or assisted oral hygiene practices at  
least once daily after a meal or a snack. 

•	 provide well-balanced and nutrient-dense diets of low 
caries-risk.19

•	 have clean, optimally-fluoridated drinking water available  
for consumption throughout the day.19 

•	 not permit infants and toddlers to have bottles/sippy cups 
in the crib or to carry them while walking or crawling 
while under the child care center’s supervision.

•	 minimize saliva-sharing activities (e.g., sharing utensils, 
orally cleansing a pacifier) to help decrease an infant’s or 
toddler’s acquisition of cariogenic microbes.20

•	 consider implementation of comprehensive oral health 
practices when legislative regulations are limited or non- 
existent.8

References 
	 1.  	Institute of Education Sciences. National Center for Edu- 

cation Statistics. Fast Facts: Child Care 2019. Available 
at: “https://nces.ed.gov/fastfacts/display.asp?id=4#:~:text 
=What%20are%20the%20most%20prevalent,as%20 
reported%20by%20their%20parents”. Accessed March 
18, 2024.

	 2. 	American Academy of Pediatric Dentistry. Policy on oral 
health in child care centers. Pediatr Dent 2011;33(special 
issue):33-4.

	 3. 	American Academy of Pediatric Dentistry. Policy on 
oral health in child care centers. Pediatr Dent 2016;38 
(special issue):34-6.

	 4. 	Gupta RS, Shuman S, Taveras EM, Kulldorff M,  
Finkelstein JA. Opportunities for health promotion edu-
cation in child care. Pediatrics 2005;116(4):e499-e505. 

	 5. 	Joshi A, Ocanto R, Jacobs RJ, Bhoopathi V. Florida child 
care center directors’ intention to implement oral health 
promotion practices in licensed child care centers. BMC  
Oral Health 2016;22;16(1):100. Available at: “https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC5034571/pdf/ 
12903_2016_Article_298.pdf”. Accessed March 17, 2024.

	 6. 	Kim J, Kaste LM, Fadavi S, Benjamin Neelon SE. Are  
state child care regulations meeting national oral health  
and nutritional standards? Pediatr Dent 2012;34(4): 
317-24. 

	 7. 	Kranz AM, Rozier RG. Oral health content of early edu- 
cation and child care regulations and standards. J Public 
Health Dent 2011;71(2):81-90. 

	 8. 	Scheunemann D, Schwab M, Margaritis V. Oral health 
practices of state and non-state funded licensed child  
care centers in Wisconsin, USA. J Int Soc Prev Commu- 
nity Dent 2015;5(4):296-301. 

	 9. 	Bhoopathi V, Joshi A, Ocanto R, Jacobs RJ. Oral health  
promotion practices: A survey of Florida child care  
center directors. BMC Oral Health 2018;18(1):96. Avail- 
able at: “https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC5984766/”. Accessed March 18, 2024.

References continued on the page.



88          THE REFERENCE MANUAL OF PEDIATRIC DENTISTRY

ORAL HEALTH POLICIES:    ORAL HEALTH IN CHILD CARE CENTERS

 10. 	American Academy of Pediatrics, American Public Health 
Association, National Resource Center for Health and  
Safety in Child Care and Early Education. Caring for  
Our Children: National Health and Safety Performance 
Standards; Guidelines for Early Care and Education 
Programs. 4th ed. Itasca, Ill.: American Academy of  
Pediatrics; 2019. 

 11.	 American Academy of Pediatrics, American Public Health 
Association, and National Resource Center for Health  
and Safety in Child Care and Early Education. CFOC 
Standards Online Database. Aurora, CO; National Re- 
source Center for Health and Safety in Child Care and  
Early Education; 2020. Available at: “https://nrckids.org/
CFOC”. Accessed July 1, 2024. 

	12.  	National Association for the Education of Young Chil- 
dren. NAEYC Early Learning Program Accreditation  
Standards and Assessment Items. Washington, D.C.: Na-
tional Association for the Education of Young Children; 
2019. Available at: “https://www.naeyc.org/sites/default/
files/globally-shared/downloads/PDFs/accreditation/early 
-learning/standards_assessment_2019.pdf ”. Accessed  
March 15, 2024.

	13.  	U.S. Department of Health and Human Services. Head  
Start Program Performance Standards. Available at:  
“https://eclkc.ohs.acf.hhs.gov/policy/45-cfr-chap-xiii”.  
Accessed March 15, 2024.

	14.  	American Academy of Pediatric Dentistry. Policy on the 
dental home. The Reference Manual of Pediatric Dentistry. 
Chicago, Ill.: American Academy of Pediatric Dentistry; 
2024:38-40.

	15.  	American Academy of Pediatric Dentistry. Policy on early 
childhood caries (ECC): Consequences and preventive  
strategies. The Reference Manual of Pediatric Dentistry. 
Chicago, Ill.: American Academy of Pediatric Dentistry; 
2024:89-92.

	16.  	Fleming E, Afful J. Prevalence of Total and Untreated  
Dental Caries Among Youth: United States, 2015–2016. 
Available at: “https://www.cdc.gov/nchs/data/databriefs/
db307.pdf”. Accessed March 15, 2024.

	17.  	National Institute of Dental and Craniofacial Research.  
Dental Caries (Tooth Decay) in Children Ages 2 to 11  
Years. Last reviewed 2022. Available at: “https://www.
nidcr.nih.gov/research/data-statistics/dental-caries/
children#dental-caries-in-the-primary-baby-teeth-children 
-ages-2-to-5-years”. Accessed March 18, 2024. 

	18.  	National Center for Health Statistics. Health, United  
States, 2020-2021: Table UnmtNd. Delay or nonreceipt 
of needed medical care, nonreceipt of needed prescrip- 
tion drugs, and nonreceipt of needed dental care during 
the past 12 months due to cost, by selected characteristics: 
United States, selected years 1997–2019. Hyattsville, Md. 
Available at: “https://www.cdc.gov/nchs/hus/data-finder.
htm”. Accessed March 18, 2024.

	19.  	American Academy of Pediatric Dentistry. Policy on  
dietary recommendations for infants, children, and adol- 
escents. The Reference Manual of Pediatric Dentistry. 
Chicago, Ill.: American Academy of Pediatric Dentistry; 
2024:109-13.

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


