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Meeting Minutes ~ September 27, 2004
I.  Welcome & introductions 
Stacey Auger introduced herself as the oral health campaign coordinator at Health Care For All, welcomed the group, and thanked everyone for coming.  Attendees then introduced themselves.  
Stacey explained that Taskforce meetings would be a combination of information sharing and action steps.  She said that the first part of this meeting would be information sharing and the group would hear from three presenters.
II.  Efforts underway to study the oral health needs and access problems of children and adults 
A.  Office of Oral Health 

Stacey introduced Mary Foley, Director of the Office of Oral Health at the MA Department of Public Health.  Mary announced that DPH had received funding from Health Resources & Services Administration (HRSA) which allowed them to hire three part-time hygienists to expand the activities of the Office of Oral Health.  Each of the three hygienists is assigned to work on one of three issues: children with special health care needs; Head Start; and a sealant project in Boston which is a collaboration between the Office of Oral Health, the Boston Public Health Commission and the MA Coalition for Oral Health.

Mary noted that she had recently learned that the Office of Oral Health had been awarded three more years of HRSA funding in order to continue the work being done by the three hygienists.

Head Start Initiative
This work grew out of work being done around the country as state agencies were being encouraged to become more involved with working with Head Start agencies to meet their performance standards.  Federal Performance Standards mandate that Head Start programs provide oral health screenings to all enrolled children and connect children to ‘dental homes’ for their care and treatment needs.

Because of a host of factors, Head Start children typically have very poor access to oral health care services.  In the fall of 2003, the Office of Oral Health sponsored two Head Start Oral Health Forums to focus on the access issues faced by programs, enrolled children and their families.  After the forums, the Office of Oral Health embarked on a statewide survey of Head Start children.  After screening over 2,600 of the 12,000 Head Start children in MA, they found that 30% of children had untreated dental decay and that 11.5% had urgent needs – both figures are higher than those found in the statewide 3rd grade survey recently completed.  

Using this data, the Office of Oral Health is now focusing its work with Head Start programs on education, prevention and access to care:
Education: together with the six New England states, the Office of Oral Health has developed a video about a child’s first dental visit to be used by Head Start programs with staff and parents.

Prevention: the Office of Oral Health is partnering with the Tufts Community Dental Program to bring portable dental equipment into Head Start programs with limited access to provide screenings and treatment to enrolled children.
Access:  because access to services varies from program to program, the Office of Oral Health is working with programs to identify solutions.  On the South Shore, for instance, the Office of Oral Health has partnered with Dr. Doherty’s mobile dental unit in order to provide follow-up care to children in need of treatment. 

Children with Special Health Care Needs Initiative

Mary explained that children with special health care needs often have substantial oral health needs and often face great difficulty in access services.  She noted that there was a very active special health care needs community in Massachusetts and that the Office of Oral Health was working to pull together some of the people involved to form a Taskforce to work on these children’s oral health issues. 

Workforce Initiative

The Office of Oral Health is also developing a taskforce to look at workforce issues from both public health and education perspectives.  From the public health perspective they have found that the current MA dental workforce is not meeting the current demand and the taskforce will be looking at ways to expand the roles of hygienists and dental assistants.  From the education perspective, MA is witnessing a shortage of faculty at both dental and hygiene schools.  The Office of Oral Health is currently designing a pilot project with Worcester State College and Quinsigamond Community College to stream 25% of Associates degree students into Bachelor degree programs in order to create and expand career ladders.  Additionally, the taskforce is looking into the possibility of creating a ‘mid-level practitioners’ position.

Jean Connor said that many states across the county had or were developing such ‘mid-level practitioner’ positions and that HRSA had recently published a paper outlining what each state was doing around this issue.  Mary noted that she was aware of this resource and that the taskforce would use this to shape their work.
Scott Mason asked what strategies the workforce taskforce had explored in terms of offering incentives as a way to bring more people into the profession.  Mary said that she had no immediate answer to this question but that it was something the taskforce would be looking into and she encouraged people to share their ideas, suggestions and recommendations with her.
MA State Oral Health Plan

Over the past several years states across the country have begun developing oral health plans to guide them in their activities.  When issued in 2000, the state believed that the report of the Special Legislative Commission on Oral Health was adequate to shape and guide their work but are now finding that they need a more strategic plan.  The Office of Oral Health has begun this process and are doing so in alignment with the five components outlined in the Surgeon General’s Call to Action (see box below).  The Office of Oral Health will use the state plan to both direct its activities in the coming years and also to leverage additional federal funds.

National Call to Action to Promote Oral Health
Office of the Surgeon General ~ May 2003

1. Change perceptions of oral health

2. Overcome barriers by replicating effective programs & proven efforts

3. Build the science base and accelerate science transfer

4. Increase oral health workforce diversity, capacity, and flexibility

5. Increase collaborations

B.  The Access Project

Stacey introduced Carol Pryor, Senior Policy Analyst at The Access Project.  The Access Project works to strengthen community action, promote social change, and improve health, especially for those who are most vulnerable. By supporting local initiatives and community leaders, The Access Project is dedicated to strengthening the voice of underserved communities in the public and private policy discussions that directly affect them.

Carol announced that The Access Project is seeking funding from the Kaiser Foundation to track the impact of the elimination of adult MassHealth dental benefits to both consumers and providers.  They have not received final confirmation but feel confident that funds will be made available to them.  Carol explained that this project would be a combination of both qualitative and quantitative research.  Through this they plan to: collect demographic data on the adults who lost coverage; conduct focus groups with consumers to understand the impact these cuts have had to their health and other related issues such as employment, financial status and self-esteem; conduct interviews with individual providers, dental schools and community health centers to understand the impact these cuts have had on their programs and policies; and to conduct a survey of community health centers and dental schools to document these changes.

Carol noted that once funding had been secured they hoped to have the project completed in 6-8 months and hoped that the Oral Health Advocacy Taskforce could endorse their efforts and support them in their work by helping them connect with consumers, develop questions and questionnaires, etc.  

Stacey asked that Carol keep the Taskforce updated on their progress and to let us know how we can be helpful.

C.  The Forsyth Institute

Stacey introduced Dr. Richard Niederman, Director of the Center for Evidence Based Dentistry at The Forsyth Institute.  Founded in 1910, the Forsyth Institute is a leader in education, research and patient care.  Until the 1960’s Forsyth provided free care onsite to children but has since shifted from providing education and care onsite to providing education and care in various community settings both in the US and abroad.  
Last year The Forsyth Institute’s Center for Evidence-Based Dentistry began a demonstration caries-prevention project with the Lynn and Hyannis public schools, and has expanded this year to also serve children in two Boston public schools (in total serving approximately 600 children). The goal of this project is four-fold: to increase access to care; to demonstrate cost-effectiveness and sustainability; to exceed the goals of Healthy People 2010; and to reduce barriers to education and increase MCAS scores.  (Please see the final page for a more comprehensive overview of this demonstration project.)
Laurie Martinelli asked Dr. Niederman to elaborate on Forsyth’s goal of increasing MCAS scores.  Dr. Niederman explained that when they started doing screenings in Lynn they found that almost 100% of the children had some degree of untreated caries and that approximately 20% of these children had acute absesses.  With class sizes averaging around 25 students, Dr. Niederman urged the group to think about what it would mean to have 1/5 of the students in the classroom in pain and discomfort and the disruption to learning this would cause.  This not only affects the individual child’s ability to learn but also affects the abilities of those other students around them.  Forsyth believes that by eliminating dental caries as well as the pain and discomfort associated with them, barriers to education and learning can be removed.
Dr. Giusy Romano-Clarke asked Mary Foley if the Office of Oral Health was considering training physicians to provide oral health services.  Mary acknowledged that physicians, especially pediatricians, are often the ones who see children first and who are already doing assessments for various things – of which oral health assessments could be added.  She said that the Office of Oral Health was looking into this and was also anxious to learn more about a soon to be announced resolution by the American Dental Association on services which non-dental health professionals could be reimbursed for.

Jean Connor noted that the MA Dental Hygienists Association was looking at the roles and responsibilities of hygienists as well as what services they can be reimbursed for.  She explained that there are ten states that currently allow hygienists to practice under a physician and that this is something that MA should explore.  She urged the group to think about why there is interest in training physicians and other health professionals when hygienists are already trained and capable of providing these services.
Dr. Stephen Colchamiro suggested that we need to explore all avenues where children are receiving services and reminded the group that WIC (which serves children under the age of five) is a great place to provide education to children and families.  

Dawn Casavant said that staff of the Oral Health Initiative of North Central MA (OHINCM) attends grand rounds for physicians and encourages them to do basic oral assessments in their general visits with patients.  She said that OHINCM staff also attend birthing classes to provide education to expecting parents and have worked with the staff on the maternity wards to include oral health education at exit visits with new parents.

Mary Ann Hardenbergh said that Project Healthy Plus at ABCD does health education with seniors and for the first time has added an oral health component to their heart disease education.  Additionally, because so many are now becoming primary caretakers, Project Healthy Plus is also providing education to grandparents on the oral health needs of their grand children.
Mary Foley said these were all great examples of ways to educate people in different settings and that we need to provide education to as many different ‘providers’ and in as many different ‘points’ as possible.

III.  Update on HCFA v. Romney
Laurie Martinelli, Executive Director of Health Law Advocates (HLA), gave an overview of the lawsuit as well as an update on its progress.  

Since 2000, HLA has pursued a federal class action lawsuit on behalf of Health Care For All and families enrolled in MassHealth, charging state officials with failing to ensure access to dental care for MassHealth members. The lawsuit has four major complaints:  uneven availability of dental care for MassHealth members in different parts of the state; inadequate payment rates to attract and retain dental providers; dental services are not available on a reasonably prompt basis; and violations of the Early Periodic Screening Diagnosis and Treatment (EPSDT) standard for children on MassHealth.  The lawsuit also contains several proposed remedies to the problem of inadequate access.  These include: requiring MassHealth to have a state-of-the-art dental benefits administration consistent with a private insurance plan (Third Party Administrator); providing rate increases to dental providers; implementing regulatory changes to expand the potential base of providers; implementing regulatory changes to cover services based on “evidence-based” dentistry and thereby improve prevention efforts; developing systems for primary care providers to perform oral health screenings and referrals for children; and expansion of school-based dental care.

Laurie said that after years of four and half years of negotiations and study, the trial is now scheduled to be heard before Judge Rya Zobel beginning October 18* and is expected to run for 2-3 weeks.  Laurie reminded the group that this was a very important trial and one that could have tremendous impact on the future of the MassHealth dental program for children.  She said that HLA hoped to have a core group of people (15-20) in the courtroom each day to show Judge Zobel that this is an important issue not only to the plaintiffs represented but also to all Massachusetts residents.  
Laurie said that once the trial got underway HCFA and HLA would be posting regular updates on their websites and that regular email alerts and updates would be sent to members of the Oral Health Advocacy Taskforce.

The trial is expected to be heard starting October 18, 2004* 

and will be held in the courtroom of Judge Rya Zobel

US District Court for the First Circuit

John Joseph Moakley Courthouse

5th Floor #12

Boston, Massachusetts

Directions to the courthouse can be found at www.mad.uscourts.gov/General/Directbos.htm
HCFA/HLA will be coordinating attendance.  If you are interested in attending please contact Janine Bloom at (617) 275-2909 or bloom@hcfama.org

* Please note that at the time of the Taskforce meeting, the trial was expected to begin October 12th but has now been postponed until October 18, 2004.

IV.  Moving Forward ~ Priorities for Advocacy

Stacey reminded members that at the June meeting the group had agreed to the formation of a Steering Committee to help shape the goals and objectives of the Taskforce.  Over the summer Health Care For All had worked with its funders, key allies, and Taskforce members to form the Steering Committee and had been successful in doing so.  

The Steering Committee had held its first meeting on September 23rd and had begun the process of identifying policy priorities for the upcoming year.  To help them in their decision making process, Steering Committee members reviewed a list of recommendations from both the 2000 Special Legislative Commission on Oral Health report as well as the 2004 ‘State of Decay’ report produced by MSPCC.  

( Attendees were given the Slate of Steering Committee members as well as a document describing the formation of the Taskforce and Steering Committee as well as operating assumptions, goals and objectives of each.  For a copy of these materials, please contact Stacey Auger at (617) 275-2935 or auger@hcfama.org
After reviewing this list and then adding an additional set of recommendations, members were asked to chose their top three priorities.  From this list, the Steering Committee developed a list of five proposed priorities for the Taskforce to discuss.  Stacey noted that different Steering Committee members would lead these discussions and encouraged all present to share their comments, suggestions and feedback on these proposals.

Proposed Policy Priorities for the Oral Health Advocacy Taskforce

A. Implement a public awareness / consciousness raising campaign.
B. Implement mandated statewide water fluoridation.
C. Reinstate comprehensive adult dental benefits under MassHealth.
D. Funding for and implementation of a Third Party Administrator for the MassHealth dental program; implementing the ‘caseload cap’ pilot in Worcester County; and increasing reimbursement rates.
E.  Expand dental capacity of safety net providers.
( Attendees were given a document outlining ‘potential policy priorities’ as well as a document outlining and further explaining the five proposed policy priorities.  For a copy of any of these materials, please contact Stacey Auger at (617) 275-2935 or auger@hcfama.org

Implement a public awareness / consciousness raising campaign 
Dr. Michael Monopoli explained that while policy makers and the general public are starting to understand the problems the state is facing around oral health, a coordinated effort needs to be made to make these problems known and to work to develop solutions. Dr. Monopoli said that the goals of a statewide public awareness / consciousness raising campaign would be to: increase the percentage of people who feel that oral health is important; increase the percentage of people who feel that oral health is critical to general health; and increase awareness that lack of access to oral health services is a problem for the community in terms of lost work hours, reduced school performance, etc.  Such a campaign would also include a grassroots component designed to influence the public and policymakers around the issues of access and equity and propose solutions.  

Dr. Monopoli said that the Oral Health Foundation and Dental Services of Massachusetts (DSM) are looking into the possibility of launching such a campaign and that the Taskforce could play a very significant role in making the policy priorities a large focus of such a campaign.

Michael DeChiara asked whether such a campaign would be aimed at the general public, policy-makers, or both and whether or not there would be a different focus for each target group.  Dr. Monopoli explained that the overall campaign to increase awareness of the importance of oral health and the link between oral health and general health would be targeted towards the general public, while the grassroots component which would raise awareness of community problems and community solutions would be geared more towards policy-makers.

Implement mandated statewide water fluoridation
Dr. Niederman explained that water fluoridation has had tremendous impact on reducing the incidence of dental decay and has been cited as one of the top ten public health achievements of the 20th century.  He noted that for every dollar spent on fluoridation an estimated $38 in treatment costs is saved.  Dr. Niederman said that despite volumes of research showing its safety and effectiveness many communities have not yet implemented water fluoridation.  In fact, in Massachusetts 161 cities and towns with a central water supply are not fluoridated.

( Attendees were given a list of the 135 Massachusetts’ communities who have fluoridated water systems. For a copy of this list, please contact Stacey Auger at (617) 275-2935 or auger@hcfama.org
 Dr. Niederman explained that Steering Committee members had recommended that we work with legislators to mandate statewide fluoridation in all communities that have a public water supply.  He noted that this would not be an easy thing to accomplish as there is a very active and vocal opposition.
Brian Rosman noted that state law is currently written so that each community has jurisdiction and decision-making power to implement fluoridation or not.

Dr. Colchamiro said that water fluoridation does not have the impact that it once did as many people are now turning to bottled water for their drinking water.  Dr. Niederman recognized that this was true but said that many people still use tap water for cooking and that it is still the most effective way to pass along the benefits of fluoride.

Dr. Gene Declercq asked how many states currently mandated water fluoridation.  Dr. Jan Yost and Dr. Monopoli said that 12 states had statewide water fluoridation with California and Utah being the two most recent states to do so.

Brian Rosman again noted that implementing a statewide mandate would not be quick or easy. He said that we need to be realistic and figure out whether or not the Governor has a position on this issue because the Administration will be a large factor in this.
Brian Condron wondered if it would be less difficult to mandate fluoride tablets for children.  Lisa Burgess cautioned that there has been a significant slowdown in the production of fluoride tablets and that mandating such a thing might be impossible because of insufficient supply.  Mary Foley said that mandating tablets to only children leaves adults out and fluoride benefits people throughout their lifetime.  She also said that while useful, fluoride tablets are not nearly as cost effective as water fluoridation.

Michael DeChiara suggested that we would need to ‘couple’ the fluoride discussion with another issue in order to get maximum buy-in from the general public.  He said that, especially in Western MA, many communities cannot be fluoridated because they do not have public water supplies but nonetheless these communities need to be engaged in this discussion.  He suggested that in order to do so we would need to attach an issue to this priority which would benefit them.  Dr. Wanda Wright suggested that perhaps we could achieve this buy-in by including a fluoride tablet mandate in communities without public water supply.
Reinstate comprehensive adult dental benefits under MassHealth

Brian Rosman explained that adult dental benefits are considered to be ‘optional services’ under Medicaid and that states are not required to offer them.  Until 2002, Massachusetts had offered dental benefits to adult MassHealth recipients but because of the state’s fiscal crisis eliminated all but emergency services to most (approximately 450,000) adult members.  

Brian noted that a restoration of services would indeed be expensive but that the only rationale given for the cut in 2002 was the state’s fiscal crisis.  He explained that the state is now moving out of that crisis and state revenue exceeded the expected benchmark by $88M in the first two months of this fiscal year alone.  Brian also explained that a subcommittee has preliminarily begun working on an intermediate step of advocating for a restoration of services for pregnant women enrolled in MassHealth and Healthy Start.  He noted that research has shown that approximately 1/5 of all premature/low-birth weight deliveries are attributed to poor oral health of the mother.
Geri Chimera thought that working towards an intermediate restoration of services was a good idea but suggested that the disability community would also be a good subgroup to begin with as they are disproportionately affected by poor oral health and lack of access to services.  Geri said that in her work with disabled adults she often is unable to find services.

Leslie Zide reminded the group that many community health centers have dental clinics and provide care to all residents and suggested Geri look into finding one close by.  Stacey acknowledged the work community health centers do and the services they provide but said that there are many parts of the state (the Metro West area, for instance) without a health center (or one with a dental clinic) close by and that for low-income and/or disabled residents there are many barriers, such as transportation, that prohibit them from getting care.
Miriam Erikson asked if we could get a listing of all the community health centers with dental clinics.  Scott Mason said that the Mass League of Community Health Centers had such a list and that he would make it available to the group.
Michael DeChiara asked what the cost of providing dental benefits to pregnant women would be.  Stacey said that the group had not determined this yet because there were still many unknown variables such as the number of pregnant women enrolled in MassHealth and Healthy Start, the appropriate level of services for pregnant women, etc.

Laurie Martinelli wondered when, if we focused initially on pregnant women or another subgroup, we would advocate for restoration for all adults.  

Geri Chimera suggested that we advocate for restoration of services for all adults now.  Several other members in the group agreed with both Geri and Laurie.

Frank Robinson suggested that one way we could advocate for both pregnant women and all adults would be to frame the issue of offering care to pregnant women as really providing it to infants.  Helene Bednarsh said that she agreed this might work but expressed concern that it would take away from women’s rights.  She suggested that we talk about adult restoration in terms of cost – the amount of federal funds MA looses by not providing benefits, the impact of providing care to the Uncompensated Care Pool, etc.

Brian Condron said that we need to find a balance between doing the right thing and working towards what is achievable.  Janine Bloom agreed but said that by taking interim steps to get subgroups covered we’d be delaying coverage for a very large group of adults who need it most.

Funding for and implementation of a Third Party Administrator for the MassHealth dental program; implementing the ‘caseload cap’ pilot in Worcester County; and increasing reimbursement rates
Dr. Jan Yost began this discussion by reminding the group that 70% of children enrolled in MassHealth have not had a dental visit in the last year due in large part to their lack of access to providers.  She said that without finding solutions to the access problem there would be an even larger access problem if we were to provide coverage to adults again.

Dr. Yost explained that dentists cite three main reasons for not participating in MassHealth: these include: ineffective administration of the program; inability of dentists to restrict their number of MassHealth patients, and low reimbursement rates.  She explained that there were three main ways to remedy these complaints: implementing a Third Party Administrator (TPA) to administer the MassHealth dental program; allowing dentists to cap their caseload; and increasing reimbursement rates.  She explained that movement had already begun on the first two remedies : the FY05 budget included language that requires the state to issue a Request for Proposals (RFP) for a TPA and then complete a cost-benefit analysis.  Additionally, language was passed two years ago that allows for a caseload cap pilot project in Worcester County once a TPA has been implemented.  Dr. Yost said that the cost of a TPA is currently unknown and will be determined through the RFP process.
Dr. Frank Robinson noted that the Springfield Preschool Oral Health Initiative was looking into the feasibility of caseload caps.  The Initiative believes that they would see an increase in participating dentists but continues to have concerns that negative actions and behaviors by front office staff towards patients may enact barriers to them seeking care from these new providers.

Dr. Leslie Zide agreed with this saying that the negative behaviors and actions of front office staff often deter individuals and families from seeking care and that strategies and steps need to be put in place to reduce and eliminate these behaviors.  

Jean Connor noted that education of providers and front office staff is crucial so that the myths and stereotypes surrounding MassHealth patients are reduced and eliminated.
Dr. Monopoli suggested that by implementing a TPA many of the issues raised by the group would be addressed.

Karen Rafeld cautioned that implementing a TPA and allowing for caseload caps alone would not bring new providers into MassHealth and that every effort should be made to increase reimbursement rates.

Dr. Yost agreed with this and explained to the group that we want to acknowledge all the concerns of providers and to advocate for all solutions that would remedy them.
Michael DeChiara suggested that when the caseload cap pilot is implemented it will be very important to monitor it for successes, drawbacks and potential loopholes.

Lisa Burgess asked if there had been any attempts to dental students and mobile vans into underserved areas.  Dr. Mark Doherty noted that he had created a mobile unit and was providing services in many areas.  He said that using mobile units has been successful in many areas and that there are many advantages to using them but that there are also many disadvantages and limitations.  For example most do not have the capacity to provide endodontic or surgical procedures and that reimbursement via MassHealth and/or the Uncompensated Care Pool can be difficult.  

Expand dental capacity of safety net providers

Dr. Doherty explained that with recent reductions in funding it is become more and more difficult for community health centers (CHC) to maintain their dental clinics.  He said that it is the mission of CHC’s to serve all patients who come to them seeking care, regardless of their ability to pay.  He explained that while CHC’s are eligible for reimbursement through the Free Care Pool, 90% of the dental clinics are reimbursed only for 60% of their costs.  He said that this, coupled with the fact that they no longer get reimbursement from MassHealth for adult patients, is putting tremendous strain on CHC budgets.  
( Attendees were given a Boston Globe article (9/26/04) featuring Dr. Doherty and detailing the financial strain facing community health centers. For a copy of this list, please contact Stacey Auger at (617) 275-2935 or auger@hcfama.org
Dr. Doherty said that at a time when they were seeing more and more patients, both CHC’s and school-based health centers needed additional funding to remain viable and to be able to properly serve all those that come to the centers for services.

Sarah Kuh reiterated the fact that CHC’s were struggling to adequately fund their dental clinics and noted that her health center, the Martha’s Vineyard CHC, recently closed its dental clinic leaving island residents with even fewer options for care.

Brian Rosman asked Dr. Doherty what the solution was –to provide additional funding through a supplemental state budget or to increase the percentage paid in Free Care Pool reimbursements.  Dr. Doherty said that both of these would be potential solutions and also said that reinstating adult dental benefits through MassHealth would make a significant difference to their financial viability.

Noting that they had reached the end of their time, Stacey again thanked everyone for attending the meeting and for being involved in this important work.  She emphasized that the proposals discussed were still proposals and encouraged attendees to contact her and/or any of the members of the Steering Committee if they had questions, concerns or other priorities they would like to see addressed.  She also reminded attendees that the Steering Committee would be meeting on a monthly basis and that meetings were open to all. 

Demonstration Trial: Elementary School Caries Prevention

A Forsyth Institute, DSM, Lynn and Barnstable Public School System Collaboration

A.  Concept.  This elementary school-based caries prevention program’s goal is four-fold: 1. Increase access to care; 2.  Demonstrate cost-effectiveness and sustainability; 3.  Exceed the goals of Health People 2010; and 4. Reduce barriers to education.  

B.  Impact.  Forsyth modeling suggests that the proposed approach to care (Figure 1), after start-up, will reduce the incidence and prevalence of abscess by >90% and caries by >30%, and reduce the cost of care by >30%.  The modeling also suggests that this delivery system will be financially self-sustaining.  If successful, this model should be exportable, nation-wide.  Finally, we anticipate that in the schools where this approach is implemented, standardized test scores (MCAS in Massachusetts) and pass rates will increase, due to improved learning preparedness.

Figure 1.  Protocols for Intervention Schools


C. Method.  The Forsyth Institute is conducting

     this project in collaboration with DSM and the 

     Lynn and Barnstable Public School systems. 

Grade 1-3 children, with informed consent, at 2 

Lynn and 2 Hyannis elementary schools, will 

receive oral examinations, oral health education, 

toothbrushes and toothpaste twice per year.  Those 

with emergent needs will be referred to the local 

community health center.  In year 1, grade 1 

children receive in-school prevention twice per 

year (Figure 1).  In year 2, grades 1 and 2 receive 

in-school prevention.  In year 3 grades 1 through 

     3 receive in-school prevention.

D.  Background Rationale.  It is our hypothesis that:  1. Caries is an infection that can be more effectively viewed and prevented as a medical problem; 2. School-based prevention programs are more cost-effective than practice-based prevention programs, and 3. Preventing acute oral health problems will remove one barrier to effective education.

All of the identified primary preventives we propose to use have demonstrated effectiveness in well-controlled trials, and/or evidence-based systematic reviews.  Further, they show improved outcomes when used in combination.  The explanation for this is that the proposed preventive measures work by five different mechanisms: Temporary fillings “bury” the pathogenic bacteria; Sealants protect “biting” surface from bacterial attack; Fluoride “hardens” teeth, making them less acid soluble.  Finally, while sealants protect the biting surfaces, fluoride protects both the biting and smooth surfaces.  This multi-surface approach increases the probability that caries will be prevented.  All procedures are within the practice act.  
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