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Prevention 

 
“It is easier to build strong children 
than repair broken men and women”  

--Fredrick Douglas 



3 MAIN ORAL 

HEALTH OBJECTIVES 

 Increase the awareness of families for the need of all children 

to be linked to a dental home and engage primary care 

providers to reinforce this message.  

 

 Expand the efforts of the Into the Mouths of Babes (IMB) 

project - dental varnish 

 

 Routine use of an Oral Health Screening tool by primary care 

providers 

 

 

 



EPSDT PRACTICE PROFILE  
CCNC TOTAL RATES FOR DENTAL VISIT AND VARNISHING  



EPSDT PRACTICE PROFILE  
NETWORK RATES FOR DENTAL VISITS AND VARNISHING 



EPSDT PRACTICE PROFILE  

DENTAL VISITS BY AGES 2-10 



EPSDT PRACTICE PROFILE 

DENTAL VISITS BY AGES 7-21 



DENTAL VARNISHING CONTINUED 

Evidence is that children who receive 4 or more 

varnishing treatments do best.  

 

 

 

 

 

 

 

Resources: 

 NC Health Check Billing Guide 

 www.ncdhhs.gov/dph/oralhealth/partners/IMB.htm 

 

http://www.ncdhhs.gov/dph/oralhealth/partners/IMB.htm


DENTAL VARNISHING RATES  



CATEGORY A 

 14 Pediatric QI Specialists, one in each of the 

CCNC Networks 

 QIS are responsible for provider outreach 

 Review quality indicators 

 Assist practices in quality improvement 

 QIS identified varnishing as a top priority for 

improvement and expansion  

 All have been trained on IMB and use of the 

PORRT 

 QIS assist with practice trainings, using the 

IMB/PORRT Toolkit 

 

 



CHIPRA  

One-Pager 



CATEGORY C 
THE NC MEDICAL HOME PROJECT - CHIPRA CONNECT 

 Learning Collaborative Model 

 Main areas of focus:  

 Social/emotional/developmental/behavioral/mental health 

screening, referral and co-management 

 Use of validated screens for ages 0-20 including maternal 

depression screening 

 Oral Health  

 Obesity Prevention 

 Strong focus on building community resources & 

relationships in order to provided comprehensive & 

coordinated care   

 



CHIPRA CONNECT TEAM PROVIDES…  

 Weekly TA to Quality Improvement Coaches 

 Monthly Clinical Content Training and Review of Practice Run Chart 
Data 

 Learning Sessions: 

 AAP Mental Health Toolkit 

 ADHD 

 Foster Care 

 Obesity Prevention 

 Oral Health (Risk Screen, Dental Home and Varnishing) 

 Risk Stratification  

 Maintenance of Certification –Part IV 

 Comprehensive Adolescent Preventive Care  

 Maternal Depression  

 Oral Health 

 



NC Priority Oral Risk Assessment and Referral Tool - PORRT 
 

Today’s date:       ___  ___   /   ___  ___   / ___  ___ Child’s MID# ___  ___  ___ -- ___  ___ -- ___  ___   

Child’s last name: 

 
 

                       

 

Birth date: 
 
___  ___   /   ___  ___   /   ___  ___ 
 month day  year 

Child’s first name: 

 
 

             

 

Child’s middle name: 

 
 

         

 

Parent/Guardian’s relationship to child: 1 Mom     2 Dad     3 Grandparent     4 Other (specify)____________________________________ 

PRACTICE NAME: 

 
 

 
 

                

 

PROVIDER NAME: 

 
 

 
 

                

 

A.  Questions for Parent/Guardian 

 Yes1 No2 Referral Recommendation 

1. Do you brush your child’s teeth at least once a day using toothpaste with fluoride?   
If 3 or more  
risk factors  

(shaded boxes)  
are marked,  
refer to a  
Dentist. 

2. Does your child drink fluoridated water?   

3. Does your child drink juice or sweetened drinks between meals or eat sugary snacks?   

4. Have you or anyone in your immediate family had dental problems?   

5. Does your child sleep with a bottle filled with drinks other than water?   

6. Is the child currently being seen by a dentist?     1 Yes     2 No 

 If yes, name of dentist: 

     
 

         

 

Date of last appointment: 
  ___  ___   /   ___  ___   /   ___  ___ 
 month day  year 

B. Questions for Provider Based on Clinical Assessment 

 Yes1 No2 If Yes, Refer to a 

7. Does the child have any special health care needs?   Dentist 

8. Does the child have cavities? (cavitated lesions)   Dentist 

9. Does the child have visible plaque on the teeth?   Consider other risks 

10. Does the child have enamel defects?   Dentist 

11. Does the child have white spot lesions? (non-cavitated lesions)   Dentist 

12. Does the child have any other oral conditions of concern?   Dentist 

13. Please check procedures performed today:     1 Oral evaluation     1 Fluoride Varnish     1 Parent Education 

14. Was the child referred to a dentist?     1 Yes     2 No      

a.  If YES, name of dentist: 

     
 

         

 

Provider Signature: 
 

C. This section is to be completed by the Dental Office and faxed back to the referring physician 

1.  Date of dental appointment 
         ___  ___   /   ___  ___   / ___  ___ 
          month            day             year 

2. Did the patient show up for dental appointment?    1 Yes     2 No 

3. Did patient call to cancel the appointment?    1 Yes     2 No 

a. If yes, what reason was given?   

4. Brief summary of dental findings: 
 

5. Next dental appointment:  Date:    ___  ___   /   ___  ___   / ___  ___        Time:  

Documentation: 

PORRT 



PORRT SECTION A 

QUESTIONS FOR PARENT/GUARDIAN 

 
 

A. Questions for Parent/Guardian 

 Yes1 No2 Referral Recommendation 

1. Do you brush your child’s teeth at least once a day using toothpaste with fluoride?   
If 3 or more  
risk factors  

(shaded boxes)  
are marked,  
refer to a  
Dentist. 

2. Does your child drink fluoridated water?   

3. Does your child drink juice or sweetened drinks between meals or eat sugary snacks?   

4. Have you or anyone in your immediate family had dental problems?   

5. Does your child sleep with a bottle filled with drinks other than water?   

6. Is the child currently being seen by a dentist?     1 Yes     2 No 

 If yes, name of dentist: 

     
 

         

 

Date of last appointment: 
  ___  ___   /   ___  ___   /   ___  ___ 
 month day  year 

 



PORRT SECTION B 
QUESTIONS FOR PROVIDER BASED ON CLINICAL 

ASSESSMENT 

 
 

B. Questions for Provider Based on Clinical Assessment 

 Yes1 No2 If Yes, Refer to a 

1. Does the child have any special health care needs?   Dentist 

2. Does the child have cavities? (cavitated lesions)   Dentist 

3. Does the child have visible plaque on the teeth?   Consider other risks 

4. Does the child have enamel defects?   Dentist 

5. Does the child have white spot lesions? (non-cavitated lesions)   Dentist 

6. Does the child have any other oral conditions of concern?   Dentist 

7. Please check procedures performed today:     1 Oral evaluation     1 Fluoride Varnish     1 Parent Education 

8. Was the child referred to a dentist?     1 Yes     2 No      

a.  If YES, name of dentist: 

     
 

         

 

Provider Signature: 
 

 



PORRT SECTION C  

REFERRAL 

 





OUR GOAL IS TO PUT THE MOUTH BACK IN THE 

HEAD AND PUT THE HEAD BACK ON THE BODY 



NC CATEGORY D – MODEL PEDIATRIC 

ELECTRONIC HEALTH RECORD 

GOALS: 

 Industry-wide increase in understanding and 
knowledge of information technology’s role in child 
health care. 

 

 Improvement in the pediatric content and 
functionality of current and future EHR products. 

 

 Child health care quality improvement. 

 

 Evaluation of the effectiveness of the Model 
Children’s EHR Format in accomplishing goals 1, 2 
and 3. 

 



PEDIATRIC ELECTRONIC HEALTH RECORD EVALUATION  



FOR THESE ARE ALL OUR CHILDREN.  WE WILL ALL 

PROFIT BY OR PAY FOR WHATEVER THEY BECOME 


