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Northern Regional Health Authority                                                                         
(formerly NOR-MAN and Burntwood RHAs) 

 Public health has now successfully started to use the new HSHC “Lift the 
Lip” pamphlet. 

 Services are continuing to clients such as providing toothbrushes and 
toothpaste during presentations and immunizations. In addition, staff 
continuously speak to  moms about the importance of dental hygiene 
during pregnancy as well as postpartum for both mom and baby. 

 Lorraine Laroque, Director of Health Services, and Marion Ellis, Executive 
Director of Clinical Services, met with the Northern Health Region’s Board 
in December 2013 and discussed the barriers and high incidences of 
dental caries in the region as well as the lack of resources available to  
outlying communities. The Board was very supportive with strategizing 
and recognizes that there needs to be greater push to get dentists in 
these high risk areas. This meeting was in response to the recent 
Canadian Institutes of Health Information report on pediatric dental 
surgery in Canada which was circulated by HSHC to all RHAs. 

	

Southern Health / Santé Sud                                               
(formerly RHA-Central Manitoba and South Eastman Health) 

 Teleconference call meeting occurred on October 23rd between Dianna 
Meseyton-Neufeld, Shelley Buchan, HSHC coordinator, Dr. Bob Schroth 
and Dr. Khalida Hai-Santiago to discuss possible ways to incorporate 
oral health screening into other regional activities. 

 Southern Health-Santé Sud continues to incorporate an oral health 
message for parents and pre-schoolers wherever possible. 

 Staff in Public Health and Healthy Living provide information and 
support to communities and Primary Health Care staff working with 
clients in facilities to encourage proper oral health. 

 Staff are offered educational opportunities as needed and encouraged to 
participate in HSHC Telehealth sessions.  



 

 

	

Prairie Mountain Health                                                                                             
(formerly Brandon, Assiniboine & Parkland RHAs)  

 In October, the Public Health Nurse from Ste. Rose did a presentation to 
9 children at the local day care on dental health using the dental health 
puppet. 

 An updated copy of the dentists who participate in the Manitoba Dental 
Association’s Free First Visit program, and the Lift the Lip resource wereas 
sent out to the health promotion team and public health manager. 

 The region’s key contact person participated in the Oral Health During 
Pregnancy dental Telehealth session and sent out the presentation to 
Healthy Baby Coordinator, the dietitian with Family Residency Program, 
an interested dental hygienist, and the public health manager. 

 The Oral Health Care During Pregnancy and Childhood Practice Guidelines 
from New York  were shared with the public health manager. 

 Connection with a dental hygienist looking for volunteer work occurred – 
discussed possible involvement at 3 year old screening fair dental health 
booth. 

	

Interlake-Eastern Regional Health Authority                                                           
(formerly Interlake RHA and North Eastman Health Authority) 

 Informative emails from HSHC continue to be distributed to regional 
partners.  



 

 

	

Winnipeg Regional Health Authority                                      
(Winnipeg & Churchill RHAs have merged)  

 Churchill continues to provide education (Lift the Lip) and HSHC 
resources during well child clinics.  

 Request received from a Winnipeg school teacher for an oral health 
presentation to students in grade three. HSHC provided information on 
who to contact for oral health presentations to elementary schools. 

 Family Medicine resident requested information via HSHC Facebook page 
on how to get bulk purchasing of toothbrushes to hand out during a 
rotation in St. Theresa’s point. 

 Disclaimer added to the Free First Visit resource sheet which informs 
user that the list of participating dentist  are current as of the date listed. 

	
Other Provinces/North America  

 Dr. Bob Schroth presented “Promoting early childhood oral health: the 
Manitoba experience” at the “Improving oral health of young children 
from recent immigrant and refugee families” workshop at the University 
of Alberta on October 10th in Edmonton, Alberta on behalf of the HSHC 
Initiative. 



 

 

	

Provincial HSHC Partnership Activities 

 

 The HSHC coordinator is continuing to work in partnership with the Manitoba 
Dental Hygienists Association (MDHA) to connect local dental hygienists with 
community schools and prenatal and parents of young children groups who 
would like oral health information sessions.   

 Contacts on the Intersectoral Dental Health Promotion Group list whocurrently 
are not invited to meetings, or receiving addition information from the HSHC 
project were surveyed to see if they would like to be included in all mailings. 
This resulted in six new members being added to the list. This provides 
expanded opportunities to support provincial knowledge exchange. 

 The Intersectoral Dental Health Promotion contacts were also surveyed for 
feedback on  potential Telehealth sessions to identify topics for the 6th HSHC 
Presentation series. The top two most requested topics were “Pregnancy & Oral 
Health” and “ Updates to HSHC  Resources & Toolkit”. 

 A presentation was delivered to the Northern Medical Residents regarding oral 
health challenges in the North and available HSHC resources. 

 A PowerPoint  presentation  for the Aboriginal Headstart Programs was provided 
at their annual Provincial training (October 21). The presentation included 
background information on the HSHC Initiative, key messages for moms & 
families and what HSHC resources are available (print and online). 

 The HSHC Partnership with stakeholders input updated the initiative's Logic 
Model  (see Appendix A) that includes three pillars: 1) Community 
Development, 2) Knowledge Exchange, and Research, Quality improvement And 
Evaluation . 

 A proposal was submitted to the Manitoba Child Care Association's Early 
Childhood Education Conference to provide a HSHC presentation to participants. 

 Research and layout/design continues for the pictorial oral health resource for 
Newcomers. Funding for this project comes from MB Health. 

 Dr. Bob Schroth presented on behalf of the HSHC Initiative Early Childhood 
Caries in Manitoba First Nations and Aboriginal children at the Manitoba First 
Nations Child Health and Illness Prevention Workshop on December 9, 2103. 



 

 

	

Provincial HSHC Partnership Activities (con’t) 

 Disseminated the Canadian Institute of Health Information (CIHI) 
Summary sheet findings of Manitoba rates on Treatment of 
Preventable Dental Cavities: A Focus on Day Surgery General 
Anaesthesia to RHAs so that they can have data relating to their 
regions in their possession. 

 Increased participation on 6th Telehealth session by First-Nations 
communities was noted. 

HSHC’s 6th Telehealth Session Summary (December 5, 2013):  

21 sites were booked (including St. Theresa Point & Bloodvein FN). 15 
sites (55 participants) attended. 

Some comments about the presentation included: 

 helped to clarify things 
 will add some oral history questions into their intake form for      

prenatal classes (Brandon) 
 will talk about oral care in upcoming prenatal classes 
 will include dental health assessment regularly when offering 

support to prenatal clients 
 advocate for patients 
 encourage expectant moms to see their dentist 
 assurance of safety of most dental treatment during 

pregnancy 
 

Suggestions for future sessions: 

 The processes of dental surgery for kids and the risks of GA 
 Barriers for dental care in regards to cultural practices 
 Impact of prenatal health on child’s dental health (mom’s 

prenatal nutrition, dental health, etc.) 
 Fluoride; effects on young kids, when kids should use it 
 Any subsidy programs in rural Manitoba for dental care 



 

 

 

	

STEP Student Contributions 

 The two current STEP student positions are supported by Manitoba 
Health. Their acticities focus on: 

 Updating and promoting the HSHC Facebook page; the goal 
is to have weekly messaging and updates. 

 Continuing to  deliver “Pearly Whites” the oral hygiene 
packages to the different wards at the Winnipeg Children’s 
Hospital. 

 Woking on the “Build a Dental Home...Healthy Smiles Need 
An Early Start!” display for the Manitoba Dental Association 
annual dental conference being held on January 24-25, 
2014. 

 Developing a PowerPoint focused on revisions to the HSHC 
Resource & Toolkit. 

 Continuing to work on current focus group papers: Free 
First Visit Dentists Perspectives and Parents Perspectives, 
Telehealth. 



 

 

	

Feedback/Evaluation/Research:  

Journal Publications: 

Published: 

 Schroth RJ, Levi JA, Sellers E, Kliewer E, Friel J, Moffatt MEK. Vitamin D status of 
children with severe early childhood caries: a case-control study. BMC Pediatrics 
2013, 13:174. 

 Schroth RJ, Yaffe AB, Edwards JM, Hai-Santiago K, Ellis M, Manitoba Dental 
Association, Moffatt MEK. Dentists’ views on a province-wide campaign 
promoting early dental visits for young children. J Can Dent Assoc. (See 
Appendix B) 

 In-Press: 

 Prowse S, Schroth RJ, Wilson A, Edwards JM, Sarson J, Moffatt MEK. Diversity 
considerations for early childhood oral health: a pilot study. International Journal 
of Dentistry. 20134 

Submitted and under review: 

 Schroth RJ, Pang J, Levi J, Martens P, Brownell M. Trends in pediatrics dental day 
surgery for Severe Early Childhood Caries in Manitoba, Canada. J Can Dent 
Assoc. 

 Schroth RJ, Boparai G, Boparai M, Zhang L, Svitlica M, Jacob L, Stein L, Lekic C 
on behalf of the Manitoba Dental Association. Tracking Early Visits to the Dentist: 
a look at the first 3 years of the Manitoba Dental Association’s Free First Visit 
Program. J Can Dent Assoc  



 

 

	

Planning for Next Quarter (January—March 2014):  

 Continue to complete the work on the pictorial oral health resource for 
newcomers. 

 Continue to promote HSHC and early childhood oral health through 
Facebook. 

 Continue to work with MBTelehealth and First Nation communities, 
which includes plans  to increase use of Telehealth to rural and remote 
areas to disseminate information, resources and/or training. 

 One of the STEP students is continuing work on a one-pager "Did You 
Know" factsheet that highlights the Free First Visit Survey and focus 
groups findings.  

 Progress work on postal code mapping of dental surgery project with 
WRHA research and evaluation unit. 

 Follow-up with Northern Program Family Medicine residents to provide 
additional information on applying fluoride varnish and a hands-on 
demonstration. 

 Request received for oral health screening and fluoride varnish at the 
Andrews Street Head Start program for 40 children and parents; 
tentative date of event is February 13, 2014. 
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Outcomes: 

ECC = Early Childhood Caries     ECOH = Early Childhood Oral Health     S-ECC = Severe Early Childhood Caries     HSHC = Healthy Smile Happy Child                              
Caregiver = parent, guardian, or caregiver 

Research,  Evaluation, & 
Quality Improvement 

Community Engagement 
& Development 

Knowledge Exchange 

• To enhance and increase 
community understanding of the 
need to prevent ECC in Manitoba  
communities. 

• To build regional & community 
capacity. 

• To develop contacts with local, 
regional, provincial, & national 
stakeholders. 

• To engage & collaborate with local, 
regional, provincial, and national 
stakeholders. 

• To work with existing programs and 
services/providers to support oral 
health promotion for young 
children (0-5), and caregivers. 

• To increase the involvement of the 
dental community. 

• To collaborate with all sectors to 
champion ECOH within the context 
of health equity recognizing the 
impact of health & social 
determinants. 

• To increase caregiver knowledge, 
attitudes and skills. 

• To increase service provider and 
health professional knowledge, 
attitudes and skills. 

• To inform communities and service 
providers about existing ECOH 
resources and how to incorporate 
them into practice. 

• To foster community based strategies 
in using appropriate and plain 
language promotion and educational 
resources.  

• To disseminate current evidence and 
best practice guidelines. 

• To maximize use of Telehealth, Social 
Media, and other technologies to 
facilitate knowledge exchange.  

• To enable knowledge exchange to 
inform policy and practice that 
recognizes oral health as key to 
overall health & well-being. 

• To determine the impact of ongoing 
ECOH promotion & ECC prevention 
on caregivers and service providers 
knowledge, attitudes, skills, 
acceptance and behaviours. 

• To determine the effectiveness of 
the community-based and 
developed oral health promotion 
strategies and activities on the 
prevalence of S-ECC and pediatric 
dental surgery rates.  

• To determine the efficacy or 
effectiveness of new initiatives and 
activities.  

• To utilize evidence such as postal 
code mapping of pediatric dental 
surgeries to inform provincial, 
regional, and local community 
engagement. 

• To evaluate the dental community’s 
involvement. 

• To support quality improvement in 
the achievement of excellence. 

• Supportive and engaged 
communities with community 
acceptance. 

• Effective and efficient HSHC 
program delivery. 

• Empowered communities able to 
move forward with ECOH 
promotion & ECC prevention 
activities. 

• Supportive and engaged 
stakeholders, professionals, and 
service providers. 

 

 

•  Sustainable and ongoing utilization 
of available ECOH promotion 
resources through community 
building strategies. 

• Knowledgeable and aware caregivers 
and service providers, and decision-
makers. 

• Communities are independently 
using/adopting/embedding resources 
in their programming. 

• Sharing of community developed 
resources. 

• Updating of HSHC resources as 
needed based on community 
suggestions & best practice evidence.  

• Effective use of Telehealth, Social 
Media and other technologies. 

• Influence ECOH policy and decision-
making. 

 

• Evidence of improved caregiver 
and service provider knowledge, 
and attitudes, skills, acceptance 
and behaviours. 

• Improved ECOH status of Manitoba 
children. 

• Evidence of what is and is not 
effective in improving ECOH and 
preventing ECC.  

• Evidence of informed and 
sustained decision-making and 
policy development by relevant 
stakeholders. 

• Public accountability for finances 
expended and funds are achieving 
effective results. 

• Evidence that activities are value 
added. 

 

Community Engagement 
& Development 

Knowledge 
Exchange 

 

Research, Evaluation & 
Quality Improvement   

ECOH Promotion 
& 

ECC Prevention 
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See the listed article attached to the following pages: 

Schroth RJ, Yaffe AB, Edwards JM, Hai-Santiago K, Ellis M, Manitoba Dental Association, Moffatt 
MEK. Dentists’ views on a province-wide campaign promoting early dental visits for young 
children. J Can Dent Assoc. 
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J Can Dent Assoc 2013;79:d138

Abstract
Introduction: The Canadian Dental Association recommends that children have their first visit to a dental professional no later 
than 12 months of age. In 2010, the Manitoba Dental Association launched the Free First Visit (FFV) program to increase access to 
early visits in the province. The purpose of the study reported here was to survey dentists about their views on the FFV program 
and to gain an understanding of their attitudes and practice patterns relating to the oral health of infants and toddlers and first 
dental visits.

Methods: A survey was mailed to registered general and pediatric dentists in Manitoba according to a modified Dillman method-
ology. Dentists were asked about their views on the FFV, their knowledge of early childhood oral health and the timing of first 
dental visits. Descriptive statistics, bivariate analyses and logistic regression analyses were performed. A p value of 0.05 or less 
was considered significant. 

Results: The overall response rate was 63.2% (375 eligible responses out of 593 surveys mailed). The majority of respondents were 
men (255/373 [68.4%]), and most respondents were general dentists (355/372 [95.4%]). A total of 63.5% (231/364) felt that the FFV 
program improved access to care, 64.6% (223/345) believed that public awareness of young children’s oral health has increased, 
and 76.2% (266/349) thought that the FFV initiative should continue past the planned end date of March 31, 2013. On average 
(± standard deviation), respondents thought that the first dental visit should occur at 18.1 ± 10.0 months, but in their practices, 
they actually recommended a slightly older age (18.9 ± 10.4 months). Compared with results from a previous survey, conducted 
in 2005, dentists who responded to this survey recommended that children have their first visit at a significantly younger age. A 
greater proportion of dentists reported seeing children 12–23 months of age in their practices than in the past (81.9% vs. 73.7%).

Conclusions: A majority of dentists who responded to the survey approved of the FFV program and thought it should continue. 
Although these dentists recommended early first dental visits, the average age recommended by respondents was 6 months later 
than the target age of 12 months. It appears that, over time, dentists are becoming more aware of prevention and management 
techniques relating to infants and toddlers.

Dentists’ Views on a Province-Wide 
Campaign Promoting Early Dental Visits 
for Young Children

Robert J. Schroth, DMD, MSc, PhD; Aaron B. Yaffe, BSc; Jeanette M. 
Edwards, BOT, MHA; Khalida Hai-Santiago, DMD; Marion Ellis, BScN, MN; 
Michael E.K. Moffatt, MD, MSc, FRCPC; the Manitoba Dental Association.

Early dental care is an important 
strategy to reduce the incidence of 
early childhood caries (ECC). The 

prevalence of caries among preschool-

aged children appears to be increasing.1 
Severe forms can adversely affect over-
all health and quality of life.2 Provincial 
dental surgery statistics indicate that 

Professional
Issues
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many children are not benefiting from proactive 
early dental care.3,4 Keeping children cavity-free 
can have lifelong benefits, as those with caries at 
an early age are more likely to experience future 
dental problems.5-7 Conversely, good oral health 
care during early life sets the foundation for a life-
time of good dental health. The Canadian Dental 
Association (CDA), the Canadian Academy of 
Pediatric Dentistry and the American Academy of 
Pediatric Dentistry recommend a first dental visit 
corresponding with eruption of the first primary 
tooth and no later than 12 months of age.8-10 The 
rationale for this recommendation is that it estab-
lishes a long-term “dental home” for the child,11 an 
important step in ensuring that children remain 
caries-free.12 However, such guidelines only inform 
behaviour; they do not necessarily lead to behav-
iour change. Past oral health promotion activities 
in Manitoba showed that few dental professionals 
were willing to provide early visits. Concern about 
this situation prompted a 2005 survey of Manitoba 

dentists, which identified a lack of awareness of 
the recommendation on timing of the first dental 
visit.13  At that time, many dentists were not seeing 
very young children, with only half reporting that 
they saw children by the recommended milestone.13 
The Manitoba Dental Association (MDA) was made 
aware of these concerns and reviewed the results of 
the earlier survey. The association determined that 
a program was needed to promote early dental visits 
in the province.

Therefore, on April 1, 2010, the MDA launched 
its Free First Visit (FFV) program, to provide access 
to no-cost dental screenings for children up to 36 
months of age. Participating dentists were asked 
to provide these visits pro bono. The program was 
implemented as a 3-year campaign. The MDA 
developed promotional and educational resources 
to educate the public and provided dentists with 
regular updates to prepare and equip them to see 
young children. These updates included tips on how 
to examine infants and toddlers, a review of the 
factors that contribute to ECC, suggestions about 
anticipatory guidance to provide to parents and 
caregivers, and information to help practitioners to 
overcome their reservations about caring for young 
children. During an FFV, the dentist assesses the 
child’s oral health and risk of caries. The dentist 
then recommends further care if appropriate and 
educates parents on their role in maintaining good 
oral health for their child.

The purpose of the current study was to survey 
dentists about their views on the FFV program and 
to develop an understanding of their attitudes and 
practice patterns relating to oral health and first 
visits among infants and toddlers. 

Methods

Approval for the study was granted by the 
Health Research Ethics Board, University of 
Manitoba, and by the MDA. The study population 
consisted of general and pediatric dentists prac-
tising in the province of Manitoba, Canada, during 
2011. The sampling frame was the MDA member-
ship registry. The survey was designed to deter-
mine what dentists thought of the FFV program 
and whether their awareness of the need for early 
visits and their knowledge, attitudes and practice 
behaviours relating to dental care for young chil-
dren had improved since the previous survey. The 

Table 1 Characteristics of survey respondents

Characteristic
No. (%) of 

respondents

Sex (n = 373)
Male
Female

255 (68.4)
118 (31.6)

Dental training (n = 367)
University of Manitoba
Other Canadian or US university
Internationally trained

310 (84.5)
31 (8.4)
26 (7.1)

Type of licence (n = 372)
General practitioner
Pediatric dentist

355 (95.4)
17 (4.6)

Main practice location (n = 361)
Northern rural
Northern urban
Southern rural
Southern urban

36 (10.0)
41 (11.4)
43 (11.9)

241 (66.8)

Main practice classification (n = 368)
General

Group
Solo

Specialty
Solo
Group

Other
Hospital, community, academic or university clinic
FNIHB contract
Other

203 (55.2)
113 (30.7)

8 (2.2)
8 (2.2)

7 (1.9)
22 (6.0)
7 (1.9)

FNIHB = First Nations and Inuit Health Branch, Health Canada.
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tool was a modified version of the one used in 200x 
to determine Manitoba dentists’ awareness of early 
childhood oral health and early visits.13 The author 
team worked with the MDA to adapt this instru-
ment for the needs of the current evaluation pro-
ject. The survey consisted of questions about the 
FFV program, respondents’ views and knowledge 
of early childhood oral health and first visits, and 
respondents’ demographic characteristics.

A modified Dillman survey methodology 
was followed to improve the response rate.14 In 
November 2011, a cover letter, survey and stamped 
return envelope were mailed to potential partici-
pants. Two weeks later, a reminder letter was sent 
to all participants. In December 2011, one month 
after the initial mailing, a second package was sent 
to nonrespondents, with another reminder letter 
2 weeks later. In mid-January 2012, a third full 
mailing was sent to nonrespondents, and a final 
mailing occurred in February 2012. Data were 
entered into an Excel database (Microsoft Office 
2003) and analyzed using NCSS software (Kaysville, 
UT). Statistical analyses included calculation of 
descriptive statistics (frequencies, means and stan-
dard deviations [SDs]). Bivariate analyses involved 
chi-square analysis, t tests and analysis of variance. 
Logistic regression analysis was also performed to 
determine variables associated with recommending 
a first visit by 12 months of age. A p  value of 0.05 
or less was considered significant. Results from the 
previous survey were used as baseline measures of 
dentists’ awareness of infant oral health and ECC, 
to gauge changes over time.

Results

A total of 593 surveys were mailed to registered 
general and pediatric dentists. Overall, 398 surveys 
were returned, of which 23 were excluded because 
the dentist had moved, was no longer in practice 
or refused to participate. The final sample con-
sisted of 375 dentists (217 [57.9%] who responded 
to the November 2011 mailing, 93 [24.8%] to the 
December 2011 mailing, 27 [7.2%] to the January 
2012 mailing and 38 [10.1%] to the February 2012 
mailing), for an overall response rate of 63.2% 
[375/593].

Description of Participants

The majority of respondents were men (255/373 
[68.4%]), and most were general practitioners 
(355/372 [95.4%]) (Table  1). The average age was 
45.7 ±  12.3 years, and the median year of gradu-
ation was 1990. Infants (1–23 months) and pre-
schoolers (24–71 months) accounted for only 2.7% 
± 4.4 % and 6.8% ± 8.9 % of respondents’ practices.

Table 2	 Dentists’ awareness and views of the Free First Visit (FFV) 
program

Variable
No. (%) of 

respondents

Is aware of the FFV program (n = 373)
Yes
No

370 (99.2)
3 (0.8)

Is a registered participant in the FFV program (n = 364) 
Yes
No

235 (64.6)
129 (35.4)

Has examined a child ≤ 36 months of age as part of the FFV 
program (n = 277)

Yes
No

250 (90.3)
27 (9.7)

Fills out the FFV tracking form (n = 253)
Yes
No

107 (42.3)
146 (57.7)

Believes FFV program improves access to oral health care for 
young children (n = 365) 

Strongly agree
Agree
Neither agree nor disagree
Disagree
Strongly disagree

82 (22.5)
149 (40.8)
98 (26.8)
30 (8.2)
6 (1.6)

Believes public awareness of young children’s oral health has 
increased as a result of the FFV program (n = 345)

Yes
No

223 (64.6)
122 (35.4)

Dentist or office has received calls about the FFV program 
(n = 353)

Yes
No

160 (45.3)
193 (54.7)

Feels that he/she is receiving enough progress updates on the 
FFV program (n = 346)

Yes
No

290 (83.8)
56 (16.2)

Thinks that the FFV program should continue past March 31, 
2013 (n = 349)

Yes
No

266 (76.2)
83 (23.8)

Any families with children participating in the FFV program 
who could not afford necessary treatment (n = 358)

Yes
No
Not applicable (not participating in the program)

95 (26.5)
175 (48.9)
88 (24.6)
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Views of the FFV Program
Essentially all respondents (370/373 [99.2%]) 

were aware of the MDA’s FFV program, with nearly 
2 out of every 3 (235/364 [64.6%]) being registered 
in the program. The majority (231/365 [63.3%]) 
agreed that the program improved access to care for 
young children (Table 2). 

A total of 90.3% of respondents (250/277) indi-
cated that they had already examined a child up to 

36 months of age as part of the FFV initiative. The 
mean number of children seen under the program, 
as reported by respondents, was 25.0 ± 53.0 (median 
10.0). However, only 42.3% (107/253) reported rou-
tinely completing the tracking form for the FFV 
program, which the MDA implemented for evalua-
tion purposes.

Overall, 64.6% (223/345) believed that public 
awareness of young children’s oral health had 
increased as a result of the program, and 76.2% 
(266/349) thought the initiative should continue 
past its original end date of March 31, 2013. 

Among those not participating in the program 
(n = 129), key reasons for not participating included 
“few parents requesting FFVs” (55/95 [57.9%]), 
“uncomfortable seeing uncooperative children” 
(31/95 [32.6%]), “too much paperwork to complete 
the tracking forms” (28/89 [31.5%]), “uncomfortable 
seeing crying children” (28/93 [30.1%]) and “too 
busy” (23/91 [25.3%]) (Table 3).

Views on Early Childhood Oral Health and 
Timing of First Dental Visits

Responses to questions about the timing 
of early visits and early childhood oral health 
(Table 4) were contrasted with responses to the 
same questions in the previous survey of Manitoba-
based dentists.13 Participants in the 2 surveys were 
well matched with respect to the type of licence 
(p = 0.40) and sex ratio (p = 0.16).

When asked what age they thought children 
should have their first dental visit, respondents to 
the current survey indicated 18.1 ±  10.0 months 
(range 1–60 months). However, the average age 
actually recommended, as reported by these same 
respondents, was 18.9 ±  10.4 months (range 1–60 
months). Paired t tests revealed that, in practice, 
dentists recommended a significantly older age for 
the first visit than what they thought should be the 
age of the first visit (p = 0.002). Relative to the pre-
vious survey, there were significant improvements 
in these 2 measures in the current survey, with 
respondents thinking and recommending that chil-
dren should have their first dental visit at a signifi-
cantly younger age (Table 4).

There was improvement in most parameters sur-
veyed when compared to the responses to the same 
questions posed in the previous survey, but not all 
were significant (Table 4). In terms of knowledge of 

Table 3	 Reasons for not participating in the Free First Visit (FFV) 
program

Variable
No. (%) of 

respondents

Dental practice is too busy (n = 91)
Yes
No

23 (25.3)
68 (74.7)

Uncomfortable seeing uncooperative children (n = 95)
Yes
No

31 (32.6)
64 (67.4)

Uncomfortable seeing crying children (n = 93)
Yes
No

28 (30.1)
65 (69.9)

No interest in providing dental care to young children (n = 92)
Yes
No

17 (18.5)
75 (81.5)

Few parents requesting the FFV program (n = 95)
Yes
No

55 (57.9)
40 (42.1)

Too much paperwork to complete tracking forms for FFV 
program (n = 89)

Yes
No

28 (31.5)
61 (68.5)

No financial reimbursement for providing FFVs (n = 89)
Yes
No

13 (14.6)
76 (85.4)

Office staff are not supportive or aware of the FFV program 
(n = 86)

Yes
No

15 (17.4)
71 (82.6)

Shortage of support staff in office (n = 89)
Yes
No

13 (14.6)
76 (85.4)

Conceptually don’t approve of the FFV program (n = 91)
Yes
No

14 (15.4)
77 (84.6)

Lack of FFV program promotional materials for use in the 
dental office (n = 88)

Yes 
No

12 (13.6)
76 (86.4)
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Table 4	 Changes over time in dentists’ views about first dental visits and knowledge of early childhood oral health

Variable

No. (%) of respondentsa

p value
Current FFV 

survey 
Previous 
survey13

Sex
Male
Female

255 (68.4)
118 (31.6)

182 (73.7)
65 (26.3)

0.16

Type of licence
General practitioner
Pediatric dentist

355 (95.4)
17 (4.6)

240 (96.8)
8 (3.2)

0.40

Age respondent thinks a child should receive his/her first dental visit (months) 18.1 ± 10.0 22.9 ± 11.3 < 0.001

Age respondent personally recommends first dental check-up in his/her practice 
(months)

18.9 ± 10.4 24.8 ± 10.9 < 0.001

Is aware that dental organizations recommend a first dental visit ≤ 12 months of 
age

Yes
No

316 (86.3)
50 (13.7)

144 (58.3)
103 (41.7)

< 0.001

Is aware that a case definition for ECC exists
Yes
No

270 (75.2)
89 (24.8)

119 (47.8)
130 (52.2)

< 0.001

Has heard of S-ECC
Yes
No

258 (70.7)
107 (29.3)

154 (61.8)
95 (38.2)

0.022

Knows that ECC is defined as the presence of ≥ 1 primary tooth with decay
Yes
No

233 (63.8)
132 (36.2)

80 (32.3)
168 (67.7)

< 0.001

Is comfortable providing prevention and management for ECC
Yes
No

282 (77.7)
81 (22.3)

189 (77.8)
54 (22.2)

0.98

Believes that early examinations are important in preventing ECC
Yes
No

337 (93.1)
25 (6.9)

230 (93.5)
16 (6.5)

0.85

Uses fluoride varnish in prevention and management of ECC
Yes
No

205 (57.4)
152 (42.6)

97 (39.3)
150 (60.7)

< 0.001

Uses sealants in children < 6 years to prevent ECC
Yes
No

136 (38.1)
221 (61.9)

76 (31.0)
169 (69.0)

0.074

Uses knee-to-knee positioning when examining infants and young children
Yes
No
Unfamiliar with the practice

203 (56.1)
123 (34.0)
36 (9.9)

101 (41.7)
83 (34.3)
58 (24.0)

< 0.001

Receives enough current information on prevention and management of ECC
Yes
No

249 (68.2)
116 (31.8)

103 (42.4)
140 (57.6)

< 0.001

Willingness to receive training to prevent ECC
Very willing
Moderately willing
Slightly willing
Not interested

126 (34.5)
126 (34.5)
56 (15.3)
57 (15.6)

85 (35.0)
95 (39.1)
41 (16.9)
22 (9.1)

0.12

Table 4 continued on page 6
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early oral care, there was significant improvement 
in awareness of professional organizations’ recom-
mendations for a first visit (p  < 0.001), awareness 
that a case definition for ECC exists (p < 0.001) and 
awareness of how ECC is defined (p < 0.001).

Respondents appeared to be comfortable pro-
viding prevention and management for ECC 
(282/363 [77.7%]) and believed that early exam-
inations are important in preventing ECC (337/362 
[93.1%]), but these proportions had not changed 
significantly since the previous survey (p = 0.98 and 
p = 0.85, respectively) (Table 4). Relative to the pre-
vious survey, a significantly greater proportion of 
dentists reported seeing children 12–23 months of 
age in their practices (p < 0.018). Although comfort 
level in caring for young children did not change 
over time, far more dentists reported using knee-to-
knee positioning techniques for examinations and 
applying fluoride varnish.

Differences in the recommended age for a 
first visit were analyzed by reviewing responses to 
certain questions posed in the survey (Table  5). 
Those in favour of continuation of the FFV pro-
gram were more likely to recommend earlier first 
visits than those who did not favour continuation 
(p < 0.001). Similarly, the mean recommended age 
for a first visit was significantly younger among 
those who were aware of professional recommen-

dations regarding a first dental visit (p  <  0.001). 
Those who believed that early examinations are 
important in preventing ECC also recommended 
earlier visits (p < 0.001). The recommended age for 
a first visit was significantly younger among female 
respondents than among their male counterparts 
(p < 0.001) and among pediatric dentists relative to 
general dentists (p < 0.001).

Regression Analysis
Variables independently associated with recom-

mending a first visit at or below 12 months of age, 
identified by logistic regression analysis, included 
age of the dentist, type of licence and belief that 
the FFV program should continue (Table  6). 
Specifically, younger dentists and pediatric dentists 
recommended a first visit at a younger age. 

Discussion
This study explored dentists’ views on a prov-

ince-wide program promoting early dental visits, 
with the goal of understanding their knowledge and 
practice habits related to the oral health of infants 
and toddlers. Most respondents to the survey were 
in favour of the program and thought it should 
continue beyond the planned end date of March 
31, 2013.

Before the program began, the MDA developed 
a strategy to inform members about the concept of 

Reports seeing children of the following age groups in practice

0–11 months
Yes
No

200 (54.9)
164 (45.1)

103 (48.6)
109 (51.4)

0.14

12–23 months
Yes
No

298 (81.9)
66 (18.1)

171 (73.7)
61 (26.3)

0.018

24–35 months
Yes
No

324 (88.8)
41 (11.2)

215 (89.6)
25 (10.4)

0.75

36–47 months
Yes
No

338 (92.6)
27 (7.4)

227 (94.2)
14 (5.8)

0.45

48–72 months
Yes
No

341 (93.4)
24 (6.6)

237 (97.5)
6 (2.5)

0.022

ECC = early childhood caries, S-ECC = severe early childhood caries. 
aExcept where indicated otherwise.

Table 4 continued from page 5
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Table 5	 Dentists’ characteristics and views of early childhood oral health in relation to recommended age for first dental visit

Variable
No. (%) of 

respondents

Recommended 
age (months), 

mean ± SD p valuea

Is a registered participant in FFV program
Yes
No

231
117

18.1 ± 9.7
20.4 ± 11.4

0.067

Examined child ≤ 36 months of age as part of the FFV program
Yes
No

243
24

18.0 ± 9.4
22.1 ± 15.4

0.22

Believes public awareness of young children’s oral health has increased as a result of the 
FFV program 

Yes
No

217
119

17.5 ± 9.8
21.1 ± 10.6

0.002

Thinks that FFV program should continue past March 31, 2013
Yes
No

258
82

17.6 ± 9.7
23.5 ± 11.6

< 0.001

Is aware that dental organization recommend a first dental visit ≤ 12 months
Yes
No

308
47

18.2 ± 10.1
23.5 ± 10.9

0.001

Is aware that a case definition for ECC exists
Yes
No

263
84

18.1 ± 9.9
21.3 ± 11.7

0.024

Knows that ECC is defined as presence of ≥ 1 primary tooth with decay (by 72 months)
Yes
No

227
127

17.4 ± 10.2
21.6 ± 10.2

< 0.001

Believes maternal oral health influences early childhood oral health
Yes
No

339
14

18.5 ± 10.0
27.3 ± 15.0

0.049

Is comfortable providing prevention and management for ECC
Yes
No

277
76

17.3 ± 9.1
24.7 ± 12.6

< 0.001

Believes that early examination is important in preventing ECC
Yes
No

327
25

18.0 ± 9.8
28.3 ± 12.5

< 0.001

Uses fluoride varnish in prevention of and management of ECC
Yes
No

202
147

16.9 ± 9.1
21.6 ± 11.5

< 0.001

Uses sealant in children under 6 years to prevent ECC
Yes
No

134
215

16.8 ± 9.2
20.2 ± 10.9

0.002

Talks to parents about how to prevent ECC
Yes
No

338
16

18.5 ± 10.2
28.6 ± 10.2

< 0.001

Sex
Male
Female

242
115

20.4 ± 11.0
15.9 ± 8.3

< 0.001

Type of licence
General dentist
Pediatric dentist

339
17

19.4 ± 10.4
9.9 ± 3.38

< 0.001

Willing to receive training to prevent ECCb

Very willing
Moderately willing
Slightly willing
Not interested

125
122
55
51

15.2 ± 8.6
19.3 ± 9.6
21.2 ± 11.4
23.9 ± 11.6

< 0.001

aDetermined by t test, except where indicated otherwise.
bAnalysis of variance.
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first visits and the FFV program. This communi-
cations strategy was started more than 1 year in 
advance of program initiation. The MDA sent invi-
tation letters to dentists describing the program 
and published a series of articles in the association’s 
newsletter on the importance of infant oral health, 
the risk factors for ECC, methods of examining an 
infant or toddler, and methods of determining the 
risk of caries. The public campaign included press 
releases and a kick-off at the association’s annual 
convention in January 2010, media spots and adver-
tisements on the back of public transit buses. 

According to data collected in the survey 
reported here, the most important barrier to par-
ticipation was that few parents were requesting the 
FFV for their children. This result is intriguing, 
considering that the MDA spent considerable 
resources to promote the program and given that 
most respondents to the survey believed that the 
program had improved public awareness of infant 
and toddler oral health. Other notable barriers 
involved providers’ aversion to caring for unco-
operative and crying children, barriers that were 
also identified by other researchers.13,15 This aver-
sion may be due to limited clinical experience with 
infant and toddler oral health during training and 

little continuing education on the topic. However, 
all dentists have a professional responsibility to pro-
mote the concept of early first dental visits.10,13

Fortunately, the proportion of dentists seeing 
1-year-old children has improved significantly over 
the past few years, and the findings presented here 
are more favourable than those of 2 recent US sur-
veys, which reported that fewer than half of general 
dentists routinely cared for infants and toddlers.16,17 
In fact, there has been a remarkable shift since the 
2005 survey, with Manitoba dentists recommending 
a first visit around 19 months of age. Although this 
is slightly more than 6 months older than current 
recommendations from the CDA and other organ-
izations, it is a statistically significant reduction 
of nearly 6 months since the earlier survey.13 This 
likely means that there is greater access for young 
children today than there was over 6 years ago. It 
may take another decade before the concept of first 
visits no later than 12 months of age is entrenched 
in practice. However, it is not known whether den-
tists’ recommendations, as indicated by responses 
in the survey, match what they do in practice. The 
degree to which the FFV program has helped to 
inform dentists and to promote these changes in 
practice is unknown, but it is likely considerable. 

Table 6	 Logistic regression for recommended age of first visit (≤ 12 months vs. > 12 months)

Variable
Regression 

coefficient (b)
Standard 
error (b)

Adjusted OR  
(95% CI) p value

Is a registered participant in the FFV program  
(reference = yes)

–0.13 0.29 0.88 (0.49–1.57) 0.66

Believes that the FFV program should continue  
(reference = yes)

0.79 0.35 2.20 (1.12–4.32) 0.023

Knows that ECC is defined as the presence of ≥ 1 primary 
tooth with decay (reference = yes)

0.54 0.28 1.71 (0.99–2.97) 0.056

Is comfortable providing prevention and management care 
for children with ECC (reference = yes)

0.37 0.37 1.45 (0.70–3.03) 0.32

Believes that early examination is important in preventing 
ECC (reference = yes)

1.27 0.071 3.58 (0.88–14.51) 0.075

Is willing to receive training in ways to help prevent ECC 
(reference = yes)

0.33 0.32 1.39 (0.74– 2.59) 0.30

Sex of dentist (reference = male) 0.0038 0.30 1.00 (0.56–1.80) 0.99

Type of licence (reference = general dentist) –3.28 1.13 0.038 (0.004–0.35) 0.004

Age of dentist (years) 0.066 0.013 1.94 (1.50–2.51) < 0.001

CI = confidence interval, ECC = early childhood caries, FFV = Free First Visit, OR = odds ratio.
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Other reasons for the shift in practice may be the 
reaffirmation of the CDA’s position on ECC and 
early visits, the efforts of the “Healthy Smile, Happy 
Child” initiative in Manitoba and an increase in 
demand from parents.10,18 Whatever has contrib-
uted to these improvements, caution is warranted 
in interpreting these survey results, as this survey 
is only one aspect of the mixed-methods evalua-
tion of the FFV program. Another activity involves 
tracking the number of children seen (by means 
of tracking forms completed in dental offices) and 
using geo-mapping software to map visits on the 
basis of postal codes. If the estimates of respondents 
to the current survey are correct, then we estimate 
that 5,618 children benefited from an FFV during 
the first 20 months of the program. Focus groups 
have also been held with dentists and parents of 
young children. Collectively, this information will 
assist and inform the MDA in determining whether 
the FFV program should be continued and if so, 
how it could be enhanced. In fact, while the 3-year 
trial of the FFV program ended March 31, 2013, the 
MDA is still promoting the FFV program and par-
ticipating dentists have been asked to continue pro-
viding this service.

Various strategies can be used to increase pro-
vider and public knowledge and awareness of pedi-
atric oral health and first dental visits, including 
professional education, articles in journals and 
magazines, and advertising. Community-based 
workshops have improved knowledge among non-
dental service providers (e.g., health care personnel 
and early childhood educators) and community 
members about the importance of the 12-month 
visits, when to start brushing, when to wean chil-
dren from the bottle and the transmissibility of 
cariogenic bacteria.18

Somewhat surprising was the fact that, in con-
trast to the initial hypothesis, those not partici-
pating in the FFV program were not more apt to 
recommend an older age for a first visit. However, 
those who felt that the FFV program should con-
tinue beyond the original 3- year mandate were 
more likely to recommend earlier visits. Other find-
ings were similar to those of the previous survey,13 
as female dentists, pediatric specialists and those 
willing to receive additional training in ECC pre-
vention recommended significantly earlier first 
visits.

Younger dentists were significantly more likely 
to recommend first visits by the 12-month mile-
stone. Recent graduates are more likely to have 
been taught these recommendations in the under-
graduate curriculum.13 However, there is a need to 
survey dental faculties to determine what is being 
taught about infant and toddler oral health and what 
training methods are being employed, including 
whether students receive hands-on training on per-
forming infant dental examinations.

The challenge for dental leaders and researchers 
is how to effectively inform dentists of recommen-
dations for early visits and any new guidelines that 
may arise in the future. Practice change is not easy 
and may take time. The results of the current study 
suggest that dentists’ familiarity with ECC and its 
prevention have improved over time, with greater 
awareness of how ECC is defined, the benefits of 
fluoride varnish and the positioning techniques that 
facilitate early dental examinations. Making den-
tists more comfortable in caring for this population 
will undoubtedly help. However, the profession may 
need to look to innovative knowledge transfer tech-
niques to align clinical practice behaviours with 
current policies and recommendations.13 Another 
consideration warranting attention is how to ensure 
that children at moderate to high risk for caries, 
such as First Nations and economically disadvan-
taged children, benefit from early visits.1,19,20

Public health campaigns developed by health 
professionals to encourage healthy lifestyles, such 
as the FFV program, may have limited impact in 
terms of promoting health.21 Nonetheless, although 
it may not be the most effective route for improving 
dental health, the FFV program is improving 
the awareness of dentists and the public at large, 
thereby leading to greater adoption of early dental 
visits. Other helpful strategies are those that involve 
changing health and social policy and those that 
make healthy choices more affordable and conven-
ient.21 The MDA’s FFV program could be considered 
one such policy change.

Survey-based research like that reported here 
has certain limitations, such as those related to 
response rate. Fortunately, the response rate in 
the current study was relatively good and was 
similar to the baseline survey,13 possibly because 
of repeated attempts to contact nonrespondents. 
Another concern is whether the wording of some 
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questions and their sequencing in the survey might 
have introduced bias. To minimize any influence 
of question sequencing, the order of questions 
used in the current survey was kept the same as 
that in the baseline questionnaire. Another poten-
tial limitation is recall bias, as respondents were 
required to estimate their practice habits and 
behaviours, and response bias, whereby dentists 
may have responded in a specific way to appear 
more knowledgeable. Finally, those responding to 
this survey may have been biased and more likely 
to be concerned about pediatric oral health issues 
and supportive of the FFV program than were 
nonrespondents. a
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