
Effectiveness of Preventive Dental Treatments by
Physicians for Young Medicaid Enrollees

WHAT’S KNOWN ON THIS SUBJECT: Mixed evidence exists
regarding the effectiveness of preventive dental services in
medical settings. Physicians and nurses are willing to provide
preventive dental services, parents are satisfied with the services
their children receive, and programs that encourage physician
participation increase access.

WHAT THIS STUDY ADDS: Despite declines in effectiveness since
fluoride treatment and referrals to dentists to treat existing
disease, this study reports that oral health services by non-dental
health care providers for Medicaid preschool-aged children lead
to reductions in caries-related treatments.

abstract
OBJECTIVE: To estimate the effectiveness of a medical office–based
preventive dental program (Into the Mouths of Babes [IMB]), which
included fluoride varnish application, in reducing treatments related
to dental caries.

METHODS: We used longitudinal claims and enrollment data for all
children aged 72 months or younger enrolled in North Carolina Medic-
aid from 2000 through 2006. Regression analyses compared sub-
groups of children who received up to 6 IMB visits at ages 6 to 35
months with children who received no IMB visits. Analyses were ad-
justed for child and area characteristics.

RESULTS: Children enrolled in North Carolina Medicaid with �4 IMB
visits experienced, on average, a 17% reduction in dental-caries–re-
lated treatments up to 6 years of age compared with children with no
IMB visits.When we simulated data for initial IMB visits at 12 and 15
months of age, there was a cumulative 49% reduction in caries-related
treatments at 17 months of age. The cumulative effectiveness declined
because of an increase in treatments from 24 to 36 months, an in-
crease in referrals for dental caries occurred with increasing time
since fluoride application, and emergence of teeth not initially treated
with fluoride.

CONCLUSIONS: North Carolina’s IMB program was effective in reduc-
ing caries-related treatments for children with�4 IMB visits. Multiple
applications of fluoride at the time of primary tooth emergence seem
to be most beneficial. Referrals to dentists for treatment of existing
disease detected by physicians during IMB implementation limited the
cumulative reductions in caries-related treatments, but also contrib-
uted to improved oral health. Pediatrics 2011;127:e682–e689
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Dental caries among children younger
than 5 years (early childhood caries
[ECC]), albeit preventable, remains
highly prevalent in the United States.1

As many as 11% of 2-year-old children
are affected by ECC, and ECC preva-
lence increases rapidly to 44% in
5-year-olds.2 Children with ECC experi-
ence many negative consequences in-
cluding pain, difficulty eating and
sleeping, and diminished quality of
life.3,4 In addition, early onset of the dis-
ease increases children’s risk for den-
tal caries in their permanent teeth.5 A
majority of children with ECC belong to
low-income families and use dental
care infrequently despite eligibility for
these services through public insur-
ance programs.2 These disparities in
the oral health of young children are
particularly concerning because they
are in stark contrast to older children
and adults who experienced improve-
ments in oral health during the 1990s.6

The pediatric primary care setting has
become a popular site to deliver pre-
ventive oral health interventions be-
cause it allows access to preschool
age children before they develop a tra-
jectory of poor oral health.7,8 Although
very young children are unlikely to get
checkups at the dentist, they fre-
quently make well-child visits to their
primary care physician. Increasing ev-
idence indicates that topical fluoride
varnish, which is well suited for use by
nondental providers, is effective in
preventing caries.9 Recent evidence
also supports the use of oral health
counseling by pediatric providers to
reduce ECC.10 Results of at least 2 sur-
veys indicated that physicians were
willing to help ensure that children
maintain good oral health,11,12 and that
caregivers were satisfied with the pre-
ventive dental services their children
received in the medical office.13 Impor-
tantly, such programs increase access
to preventive dental care throughmed-

ical offices without reducing access to
dentists.14,15

Like many other states, North Carolina
has been grappling with rising rates of
ECC within the context of a limited pe-
diatric dental workforce and increas-
ing numbers of children being born
into poverty.16 In North Carolina,�40%
of children enter kindergarten having
already experienced ECC, and in some
counties, 2 of every 3 children have the
disease at that age.17 To address this
public health crisis, North Carolina
Medicaid initiated a program called
Into the Mouths of Babes (IMB) in Jan-
uary 2000 to provide oral health pre-
ventive services in medical offices.16

Physicians participating in the IMB
program provide: (1) screening, risk
assessment, and dental referrals if
needed; (2) parent counseling about
children’s oral health; and (3) applica-
tion of fluoride varnish to children’s
teeth. Details about these program
components are provided in Table 1.
During the period of this study,
Medicaid-enrolled children could re-
ceive up to 6 IMB visits through 35
months of age. By 2006, each of the 100
counties in North Carolina had at least
1 pediatric practice, family medicine
practice, or community clinic partici-
pating in the IMB program.

Preventive dental programs that in-
clude topical fluoride application are a
recent innovation in the medical set-
ting. Therefore, limited evidence exists
for their effectiveness in reducing
ECC.18 The purpose of this study was to
determine the effectiveness of the IMB
program in reducing the number of
treatments related to dental caries in
children who received IMB services in
North Carolina during 2000–2006. The
net effectiveness of programs such as
IMBwill likely depend on 2 offsetting fac-
tors: (1) a reduction in treatments for
ECC because of improved oral health
among the children (a preventive effect);
and (2) an increase in treatments for

ECC because of detection of existing dis-
ease and subsequent referral by medi-
cal providers (a referral effect). These
combined effects could result in an in-
crease in caries-related treatments if
the referral effectdominates, especially
because IMB was implemented grad-
ually over the study period and
therefore was not available to all
children in our sample at the time of
earliest tooth emergence. We hy-
pothesized that the preventive ef-
fects from improved oral health
should result in an absolute reduc-
tion in ECC as long as young children
are able to receive the full comple-
ment of IMB services during the pe-
riod of primary tooth emergence.

METHODS

Sample and Design

This population-based cohort study in-
cluded children who were enrolled in
the North Carolina Medicaid program
at 6 months old and were continuously
enrolled for at least an additional 12
months during 2000–2006. We fol-
lowed children until they were 72
months old or no longer enrolled in
North Carolina Medicaid, whichever
occurred first. Medicaid claims data
were used to construct a longitudinal
analysis file of monthly observations
per child. We identified IMB visits
and caries-related treatments in the
claims using North Carolina Medic-
aid procedure reimbursement codes
(for a complete list of codes see
Supplemental Appendix 1). Caries-
related treatments (performed in a
dental office or hospital setting) in-
cluded amalgam restorations, com-
posite (tooth-colored) restorations,
extractions, stainless steel crowns,
and nerve-related treatments (pul-
potomies/pulpectomies).

Analytical Strategy

We present descriptive statistics on:
(1) the age (in months) at which IMB
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visits occurred; (2) child characteris-
tics according to the number of IMB
visits; and (3) use of medical and den-
tal services. These descriptive statis-
tics demonstrate the potential for IMB
visits and the rate of IMB and dentist
visits. We estimated 2 regression mod-
els to determine the effect of the num-
ber of IMB visits on caries-related
treatments: 1 regression to estimate
the probability each month that a
child had any caries-related treat-
ment, and a second regression to
estimate the expected number of
caries-related treatments among
children who had caries-related
treatment(s) that month.

The first equation was estimated using
a logit regression model. The second
equation was estimated using a zero
truncated negative binomial regres-
sion model, which is an estimation
technique that is appropriate for dis-

crete count variables such as the
number of treatments (eg, fillings) re-
ceived in a particular month by a child
receiving some treatments.19 Both re-
gressions controlled for:

● dummy variables that indicated the
number for sequential IMB visits
(eg, first, second, third, fourth, or
more);

● interactions of the IMB visit vari-
ables with the age of the child at the
time of the IMB visit (to allow for
differences in treatment effect at
different ages);

● child characteristics (gender, age,
race, and Hispanic ethnicity);

● county-level variables including the
number of general and pediatric
dentists who treat children (not
necessarily Medicaid dental provid-
ers) per 10 000 population, the num-
ber of pediatricians and family phy-

sicians per 10 000 population, the
size of the county’s Medicaid-
eligible population younger than 18
years, the urban status of the child’s
county of residence,20 and a cate-
gorical measure of the percentage
of the county population with ac-
cess to fluoridated public drinking
water21; and

● a time indicator to control for un-
measured changes in socioeco-
nomic conditions and provider sup-
ply during the study period.

To estimate the effect of IMB visits, we
must combine the results from both
regressions. Two factors (the use of
separate regressions for the likeli-
hood and number of caries treat-
ments, and the interactions of the IMB
treatment indicators with age) compli-
cate determination of the effect of the
IMB program directly from the regres-
sion coefficients. Therefore, the re-
gression coefficient estimates (pro-
vided in Supplemental Table 4 and
Supplemental Table 5) were used to
simulate the effectiveness of different
numbers of IMB visits in reducing
caries-related treatments at various
ages. We present these simulation re-
sults 2 ways, as an absolute reduction
by child’s age and as a cumulative re-
duction in caries-related treatments
according to age in months. The simu-
lated absolute reduction provides an
estimate of the benefit of the IMB pro-
gram at a given age. The cumulative
reduction illustrates the net effect of
increasing numbers of IMB visits on
caries-related treatments in children
at any age from 12 to 72 months.

The SEs of the regression coefficients
were adjusted for repeat observations
at the child level. Bootstrapped 95%
confidence intervals were obtained for
the simulated estimates by using 200
iterations. This study was approved by
the institutional review board at the
University of North Carolina at Chapel
Hill.

TABLE 1 Description of North Carolina’s Medical-Office–Based Preventive Dentistry Program, IMB

Intervention
Component

Description/Provisions

Screening, risk
assessment,
and referral
(if needed)

Early caries screening and detection using a dental mirror and directed light
Assess caries risk based on various factors such as:
Child consumes sweetened milk/formula and/or juice in between meals and/
or at night
Lack of tooth brushing, especially at night
Not using fluoridated toothpaste

Report of other notable findings like obvious pathology of hard and soft tissues
Prescription of a fluoride supplement if indicated, per the guidelines of the

American Academy of Pediatrics
Refer child with obvious dental caries or above-mentioned risk factors to the

dentist
Parent counseling Based on results of the screening and risk assessment, preventive oral health and

dietary counseling with the primary caregiver, including development of an
age-appropriate preventive oral health regimen

Fluoride varnish
application

The provider and caregiver sit facing each other in a knee-to-knee position with
the child’s head in the provider’s lap; alternatively, the child may be placed
on an examination table

The provider dries a few teeth at a time and paints a layer of fluoride varnish on
the teeth; fluoride must be applied to all surfaces of all erupted teeth

Caregiver receives verbal and written instructions after varnish application

Services can be delivered by licensed physicians and physician extenders who are enrolled as Medicaid providers. Provider
training is a required condition for participation in the IMB program and is provided in a 2-hour course with continuing
medical education credits provided by the Academy of Family Physicians. From 2000 to 2006, IMB visits were reimbursed for
children from the time of tooth emergence through age 35 months. Up to 6 visits could be reimbursed, with a minimum of
90 days between 2 IMB visits. Since November 1, 2007, IMB benefits have been extended to children through 41months of age,
with a minimum of 60 days between 2 IMB visits. Services can be provided at well-child checkups, during a sick visit, or at
a separately scheduled visit. All components of the intervention must be provided at a visit and reported on the claim form
to receive reimbursement. The fluoride varnish product recommended for use during the study period was Duraphat
(Colgate Oral Pharmaceuticals, New York, NY).
Data source: Division of Medical Assistance. Physician fluoride varnish services: Clinical Coverage Policy No. 1A-23. Available
at: www.ncdhhs.gov/dma/mp/1A23.pdf.
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RESULTS

Figure 1 shows that IMB visits were
most frequent at the recommended
ages for well-child visits for children
aged between 6 and 35 months (9, 12,
15, 18, and 24 months). Figure 2 shows
that both well-child visits, which pro-
vide the best opportunity for IMB visits,
and other physician visits decreased
as the age of children increased, but
were more common for children who
obtained greater numbers of IMB vis-
its. Although medical visits (well-child
or other) far outnumbered dentist of-
fice visits at any age, dentist office vis-
its increasedwith children’s age. Table
2 shows descriptive statistics for the
sample according to total number of
IMB visits received. The number of
months of enrollment from age 6
months onward was roughly the same
across groups, ranging from 42
months for children with no IMB visits
to 38 months for children with only 2
IMB visits.

Table 3 lists simulated changes in
caries-related treatments thatwegener-
ated by combining estimates from the 2
regression models. The simulations
compare children who had 1, 2, 3, 4 or
�4 IMB visits versus those who never

received IMB services. The greatest re-
duction in estimated caries-related
treatments on average over 6 years was
found among childrenwho had�45 IMB
visits either at ages 9, 12, 15, 18, and 24
months (18.3%) or at ages 12, 15, 18, 24,
and 35 months (17.7%), followed by chil-
dren who had exactly 4 IMB visits at 12,

18, 24, and 35months (10.9%). Estimates
for caries-related treatments among
children with fewer than 4 IMB visits
compared with no IMB visits were not
different at conventional levels of
statistical significance.

The effectiveness of IMB in reducing
caries-related treatments varied with
age. Figure 3 shows that children who
had �4 IMB visits had significant re-
ductions in caries-related treatments
between ages 12 and 17 months and
then again at ages 40 through 72
months. In the simulation of cumula-
tive percentage reduction, in which we
compared 0 vs�4 IMB visits at 12, 15,
18, 24, and 35 months of age, children
had a 49% reduction in caries-related
treatments by age 17 months. The cu-
mulative percentage reduction de-
creased as the child’s age increased
and was statistically insignificant from
age 26 to 48 months (Fig 4). In children
aged 49 months and older, the reduc-
tion was statistically significant and
approached 20% over the entire age
span.

FIGURE 1
IMB frequency according to child’s age.

FIGURE 2
Annual medical and dental utilization for Medicaid-eligible children ages 6 to 72 months.
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DISCUSSION

In this longitudinal population-based
study, we examined the effectiveness
of physician-delivered preventive den-
tal services for Medicaid-enrolled chil-
dren in reducing treatments related to
dental caries. Three important, age-
related findings from this study of chil-
dren who had �4 IMB visits include
evidence for: (1) a preventive effect for
caries-related treatments in children
younger than 2 years; (2) a net referral
effect for children aged 2 to 31⁄2 years;
and (3) a preventive effect for caries-
related treatments for children aged
40 through 72 months. The observed
small net referral effect of an IMB visit
on caries-related treatments in chil-
dren aged 2 to 31⁄2 years most likely
occurred because of increased detec-
tion of disease in teeth of children who
received and benefitted from the pro-

gram. Such dental treatment was con-
sidered to represent an improvement
in oral health status compared with
untreated disease. In total, the reduc-
tion in caries-related treatments from
preventive dental services represents
a substantial improvement in the oral
health of Medicaid-enrolled children,
who historically have had high rates of
dental caries but poor access to care
from dentists.2,22

The IMB program provided an opportu-
nity for Medicaid-enrolled children to
access preventive dental services at a
crucial time when their first teeth
were emerging and when oral health
habits were being established. Previ-
ous research has established the ef-
fectiveness of fluoride varnish, applied
2 to 4 times per year, in preventing
dental caries among children.9 A meta-
analysis of 3 studies found a 33% (95%

confidence interval: 19%–48%) reduc-
tion in decayed, missing and filled
primary-tooth surfaces.9 More re-
cently, in 2 community-randomized
controlled trials conducted among Ab-
original children in Canada and Aus-
tralia, fluoride varnish applied twice
per year and provided in conjunction
with health education was effective in
preventing new caries (prevented
fraction for Canada: 24.5%; for Austra-
lia: 31%).23,24 This evidence suggests
that fluoride varnish is effective in a
variety of clinical and community
settings.

Our finding of a threshold effect
wherein at least 4 visits are required
to obtain a detectable preventive ben-
efit from IMB services is not consistent
with some previous studies on fluoride
varnish use among preschool aged
children. Results of those studies re-
vealed that increasing benefit was in-
curred from every additional fluoride
varnish application beginning with a
single application.23,25 In 1 of these
studies a caries preventive fraction of
53% over 2 years was observed after a
single application of fluoride varnish
in children who were free of caries at
baseline.25 Our longer follow-up time of
6 years, and differences in study de-
sign (observational study versus ran-
domized controlled trial) may account
for the disparate results. Our results,

TABLE 2 Descriptive Statistics for Children Eligible for Medicaid and Aged 6 to 72 Months

Total IMB Visits

0 1 2 3 �4

No. of children 194 730 55 561 37 353 21 398 13 424
Average No. of months enrolled beyond age 6 mo 42.8 38.9 38.4 39.2 40.5
Demographic characteristics, %
Male 50.7 51.3 50.9 51.8 52.3
Hispanic 12.6 15.1 14.6 15.0 14.7
Distribution according to race, %
White 39.3 39.5 38.7 37.3 35.3
Black 39.0 36.3 37.2 37.7 40.1
Other 21.7 24.3 24.1 25.1 24.6
Special need: blind/disabled, % 2.5 2.4 2.4 2.2 2.2

TABLE 3 Effect of IMB on Expected Dental-Caries–Related Treatments per 1000 Medicaid-Enrolled Children

Treatment
Groups

Child’s Age at
Simulated IMB
Visit, mo

No. of
Children With
IMB Visitsa,b

Estimated
Caries-Related
Treatments
Without IMB, n

Estimated
Caries-Related
Treatments
With IMB, n

Estimated
Change in
Caries-Related
Treatments

95% CI for
Estimated
Change in
Caries-Related
Treatmentsc

Change in
Caries-Related
Treatments, %

0 vs 1 IMB visit 12 55 561 2571 2564 �7 (�85 to 84) �0.3
0 vs 2 IMB visits 12, 24 37 353 2575 2594 19 (�82 to 124) 0.7
0 vs 3 IMB visits 12, 15, 18 21 398 2583 2658 75 (�64 to 188) 2.9

12, 18, 24 21 398 2583 2632 49 (�88 to 163) 1.9
0 vs 4 IMB visits 12, 18, 24, 35 9097 2590 2309 �281 (�469 to�58) �10.9
0 vs�4 IMB Visits 9, 12, 15, 18, 24 13 424 2583 2110 �472 (�693 to�241) �18.3

12, 15, 18, 24, 35 13 424 2583 2125 �458 (�623 to�204) �17.7

CI indicates confidence interval.
a Of the 13 424 children with�4 IMB visits, 4327 had�5 IMB visits.
b Number of children with 0 IMB visits, 194 730.
c Confidence intervals were generated on the basis of 200 bootstrap iterations.

e686 PAHEL et al



however, are consistent with an obser-
vational study that found a 35% reduc-
tion in caries experienced among
American Indian children who re-
ceived�4 (versus no) fluoride varnish
treatments at well-child visits begin-
ning at age 9months, but no effect with
fewer applications.26 The variation in
the benefit from a single fluoride var-
nish application may also be attribut-
able to differences in the rates of ECC
in the underlying population. In addi-
tion, we believe that using caries-
related treatments as the outcome
measure likely leads to underestima-
tion of the benefit of the IMB interven-
tion compared with a dental caries in-
cidence measure. According to the

results of 1 reported study, 31% of
North Carolina Medicaid-enrolled chil-
dren aged �5 years had experienced
dental caries during 2000–2001.22

However, only 23% of these children
received any caries-related treatment
during the same time period.

The initiation of preventive dental ser-
vices early in life and shortly after
tooth emergence seems to be impor-
tant for maintaining good oral health.
IMB benefits ended at the child’s third
birthday and were limited to only 1 ap-
plication of fluoride varnish every 3
months and a maximum of 6 applica-
tions during the time of this study.
Therefore, for children to have all 6

IMB visits they needed to start receiv-
ing IMB services early in life. The ideal
time to counsel caregivers about es-
tablishing good oral hygiene and di-
etary habits as part of daily routines
also occurs early in a child’s life. Our
finding that the effectiveness of the
IMB program in reducing caries-
related treatments varies over time is
not surprising. Soon after a topical flu-
oride is applied to tooth surfaces, the
level of fluoride released in the mouth
is high, but its concentration tends to
diminish over time.27 To maintain the
preventive benefit from the fluoride
varnish, especially among children at
high risk, repeat applications of the
varnish are necessary.28 Thus, we
found a cumulative reduction in
caries-related treatments of 49% at
age 17 months when we simulated IMB
visits at ages 12 and 15 months. Al-
though the results are not directly
comparable, this estimate yielded val-
ues similar to those reported in the
literature for prevented-fraction val-
ues for cavitated and noncavitated car-
ious lesions.23,25

The decrease in simulated effectiveness
in children aged 2 to 31⁄2 years possibly
occurred because of physicians’ refer-
rals for treatment of existing disease. Al-
though the purpose of the fluoride var-
nish is to reduce ECC, the screening and
counseling components of the IMB pro-
gram should result in referrals to den-
tists for follow-up of problems identified
during the IMBvisit. Theanalysis covered
the period when the IMB program was
being implemented statewide, so the
analysis samplemay have had a prepon-
deranceof childrenwhoalreadyhadECC
at the time of their IMB visits. Results of
previous research showed that pediatri-
cians and family physicians, once
trained, are able to detect ECC and pro-
vide referrals to children in need of den-
tal care.29 We believe this referral effect
also likely reduced the estimated pre-
ventive effect for children who received

FIGURE 3
Simulated reduction in caries with IMB treatment at ages 12, 15, 18, 24, and 35 months. CI indicates
confidence interval.

FIGURE 4
Simulated cumulative effect of IMB visits on caries-related treatment at each age based on the
assumption of 0 IMB visits versus visits at ages 12, 15, 18, 24, and 35 months.
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fewer than 4 IMB visits, as well as chil-
drenwhowereolderandhadmany teeth
emerging during the early implementa-
tion phase of the program. For example,
children who received their first and
only IMB visit at age 24 to 35monthsmay
have been more likely to have ECC and
more likely to be referred to a dentist for
treatment than children seen at a
younger age.

Although well-child visits provide a
good opportunity for provision of pre-
ventive oral health services, low-
income families face many challenges
in adhering to the recommended well-
visit schedule.30 Ultimately, the suc-
cessful implementation of a medical
office–based preventive dental pro-
gram will rely heavily on caregivers’
compliance with the well-visit sched-
ule. During the very early stages of IMB
implementation, children who re-
ceived preventive dental services in
medical offices had few repeat IMB vis-
its or well-child visits (mean: 0.9 vs 1.3
visits, respectively), resulting in a rec-
ommendation that strategies to in-
crease oral health visits in the medical
setting would need to be tied to those
directed at improving compliance with
the well-visit schedule.31 In addition,
barriers to implementation of preven-
tive dental programs in primary care
exist and need to be addressed to en-
sure successful implementation. The 2
most common barriers reported by
IMB participants include difficulty in in-
tegrating the intervention into their
practice routines and resistance from
colleagues and staff.32 Policies to en-
hance program implementation have
been instituted in North Carolina. For
example, since November 1, 2007, the

North Carolina Medicaid program has
extended IMB benefits to children
through age 31⁄2 years and decreased
the time interval required between vis-
its. These policy changes have enabled
more flexibility in providing IMB ser-
vices by taking into account irregular
well-child visits.

This study has 3 important limitations.
First, we were unable to control for
possible selection bias wherein physi-
cians may have been more likely to
provide IMB services to children with
existing ECC or those considered at
high risk for ECC. If physicians tended
to select patients who would benefit
most from IMB services, our estimates
of IMB effectiveness might be biased
upward. In preliminary investigations
we used statistical techniques to help
address selection bias in nonrandom-
ized studies.33 Our investigations with
these approaches did not provide evi-
dence for selection bias but greatly re-
duced the precision of our estimates.
We therefore relied on the use of ob-
served control variables to offset the
effects of any selection bias. Second,
part of the analysis period coincided
with the period when IMB was being
implemented throughout North Caro-
lina. Therefore, many children in the
study did not have the opportunity to
receive the full complement of 6 IMB
visits starting at age 6 months. Never-
theless, this study provides estimates
of effect for an entire statewide Medic-
aid population during implementation.
Future studies will need to be per-
formed to examine effects of the IMB
program during its more mature
stages. A third limitation was that we
lacked any information about the

child’s actual clinical status. We there-
fore could measure only differences in
treated disease, and the total reduc-
tions in dental caries could have been
greater than what we estimated from
the use of claims data.

CONCLUSIONS

IMB, North Carolina’s medical office–
based preventive dentistry program
for Medicaid-enrolled children, was
effective in reducing caries-related
treatments for children who had �4
IMB visits. Repeat applications of fluo-
ride varnish and provision of oral
health counseling around the time of
tooth emergence seem to be most
beneficial in reducing caries-related
treatments. Future research should
examine the cost-effectiveness of IMB
services, the effects of these services
on the actual oral health status of chil-
dren, and the quality of life of families.
Researchers also should explore strat-
egies to improve the continuity of pre-
ventive dental services in the medical
setting.
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