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Dental Home — Contemporary concept for early
primary oral prophylaxis of children up to 3

years old (Literature Review)
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Summary

In recent years, in guidelines published by the American and European pediatric dental associa-
tions, the term Dental Home has emerged, following the example of the Medical Home. The Dental
Home is defined as a continuous relationship between the dental practitioner and the patient that
includes all aspects of oral health assistance and the providing of a continuous, thorough, accessi-
ble, coordinated and family-oriented assistance.

The operational policy of Dental Home was first developed and proposed in 2000 — 2001 by the
AAPD, and in the following years several adaptations, updates and new formulations have been
carried out by various organizations. The last revision was carried out in 2015 and the official
guideline of the AAPD was published in 2018.

Nationwide programs have been created in Europe and America, the aim of which is to improve
the access to practices operating in accordance with the Dental Home principle. The methods and
target groups of these initiatives are different and vary, but their overall goal is to improve access to
regular dental examinations. Another common aspect of the present Dental Home is the immediate
relationship between the pediatric dental practitioner and the child patient. The structure of the
Dental Home varies from program to program — it could be private or public, incorporate dental
doctors and other medical and non-medical teams. This is why in spite of the fact the programs
bear the common name Dental Home, no standard exists as to how to put the concept into practice.

Key words: dental home, policy, concept

Pesrome

B nocneonume coounu 6 eationavinu Ha aAMEPUKAHCKAMA U e8PONEUCKama 0emcKu OeHmaiHu
acoyuayuu ce noseu nowsmuemo Jenmanen dom, no npumepa Ha Meouyuncku oom. /lenmannusim
oom ce Oepunupa, Kamo npoOBANCUMETHA B3AUMOBPBIKA MeAHCOY OCHMATHUA eKap U nayueHma,
BKIIOUBAWLA 6CUUKU ACNEKMU HA OPATHAMA 30PAGHA NOMOW U OCUCYPBAHE HA HEeNpeKbCHAmA,
uzuepnamenta, OOCMvNHA, KOOPOUHUPAHA U DAMUTHO OPUEHMUPAHA NOMOLY.
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THonumuxama 3a paboma ua /[enmanen 0om NbpPEOHAUAIHO e OULA pa3padbomena u npediodHceHd
npe3 2000-2001 2oouna om AAPD, a npe3 cnedsawume 200uHu ca npaseHu HAKOIKO a0anmayuil,
aKmyanuzayuu u Ho8u opmynuposku om paiuynHu opeanusayuu. Ilocieonama pesusus e npes
2015 2, a ogpuyuannus eauonatin Ha AAPD e uzoaoen npesz 2018 e.

B Espona u Amepuxa ca cv30adenu HayuoHAIHU Npocpami ¢ yel no0odpsasane Ha 00CMbRA 00
npakmuku pabomewu Ha npunyuna Ha [enmannua oom. Memooume u yenesume epynu Ha mesu
UHUYUAMUBY CA PA3TUYHU U 8APUPAM, HO MAXHAMA 00ua yei e 0d ce no0odpu 00Cmvna 00 pedosHU
Ooenmanuu npezneou. /[pyeu obwu acnekmu Ha Hacmosiwume J{eHmannu 00Moge ca mekyuid 8pb3Ka
Medncdy Oemcku OeHmaineH nexkap u deme-nayuenm. Cmpykmypama Ha /[enHmanuus 0om eapupa 8
PaznudHume npocpami - Modice 0a 6v0e YacCmHa Ui 0oujecmeend, 0a 8Ku046a OeHMAIHU 1eKapu U
Opye MeOUYUHCKU U HemeOuyuHcku exun. Emo 3awo, évnpexu ue npoepamume u3nonzeam ooujomo

nowsmue ,,/[enmainen 0om “, HAMA CMaHOapm 3a Mosa Kaxk 0a 6voe peanu3upana KOHYenyusma.
Kntouoeu oymu: oenmanen 0om, nonumuxu, KOHyenyus

In recent years, in guidelines published by
the American and European pediatric dental as-
sociations, the term Dental Home has emerged,
following the example of the Medical Home [1].
The Dental Home is defined as a continuous re-
lationship between the dental practitioner and
the patient that includes all aspects oral health
assistance and the providing of a continuous,
thorough, accessible, coordinated and family
oriented assistance [2].

The operational policy of Dental Home was

first developed and proposed in 2000 — 2001 by
the AAPD, and in the following years several
adaptations, updates and new formulations have
been carried out by various organizations (Ta-
ble 1). The last revision was carried out in 2015
and the official guideline of the AAPD was
published in 2018 [3]. Despite this there is still
no definitively adopted definition on what con-
stitutes a Dental Home, nor any methodology
for measuring the results of applying the Dental
Home principle. Most programs and studies aim

Table 1. Historical development of the Dental Home concept

Year |Main authors, organizations and concepts
Primary policies of the Dental Home (developed by the American Academy of Pediatric Dentistry

2001 (AAPD) in 2001, last revised in 2018 — The Dental Home is defined as a continuous relationship between
the dental practitioner and the patient that includes all aspects oral health assistance and the providing of a
continuous, thorough, accessible, coordinated and family-oriented assistance [2].

2002 | Description of the Dental Home by Nowak and Casamassimo [4].
The American Academy of Pediatrics (AAP) publishes a political declaration, in which it calls for the

2003 .
creation of a Dental Home by the age of one [5].
The American Dental Association (ADA) and AAP support the concept of the Dental Home. The AAP

2006 | calls for cooperation between dental practitioners and pediatricians. ADA adopts the stance of the AAP
that a Dental Home must be established by the time the child is one year old [6].

2006 The program I-Smile is created, initiated by the US Department of Health and Human Services, for the
purpose of coordinating dental services for children in families with low incomes [7], [8].

2008 The Maternal and Child Health Bureau (MCHB, USA) convenes a meeting of experts from federal, national,
state and local leaders, for them to study the concept of the Dental Home [9].

2012 The Association of State and Territorial Dental Directors (ASTDD) of the USA also recommends the
creation of a Dental Home by the age of one [10].

2012 The model of a virtual dental practitioner is presented as an alternative method for the providing of dental
care and services [11].

2012 In Bulgaria, Kabaktchieva and Gateva explore the idea of creating a Dental Home for the pediatric dental

201 3’ practice [12]; In 2013, in Sofia, an international forum for preventive dental medicine is carried out, where
the role of the Dental Home in early caries prevention in early childhood is presented (report).

2018 | Final revision of the definition and policy of the Dental Home, according to AAPD [2].
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Table 2. Features and advantages of the Dental Home, according to Nowak and Casamassimo [4]

CHARAC-
TERISTIC:

DESCRIPTION:

PRACTICAL ADVANTAGES:

Accessible

Care provided in the child’s
community

All insurance accepted and
changes in coverage accom-
modated

Source of care is close to home and accessible to family
Minimal hassle encountered with payment

Office ready for treatment in emergency situations

Office is non-biased in dealing with children with special health
care needs, or CSHCN

Dentist knows community needs and resources (fluoride in water)

Family-
Centered

Recognition of the
teredness of the family
Unbiased complete informa-
tion is shared on an ongoing
basis

cen-

Low parent/child anxiety improves care
Care protocols are comfortable to family (behavior management)
Appropriate role of parents in home care is established

Continuous

Same primary care providers
from infancy through adoles-
cence

Assistance provided with tran-
sitions (for example, to school)

Appropriate recall intervals are based on child’s needs
Continuity of care is better owing to recall system vs. episodic
care. Coordination of complex dental treatment is possible (trau-
matic injury) Liaison with medical providers for CSHCN is im-
proved (congenital heart disease)

Comprehensive

Health care available 24 hours
per day, seven days per week
Preventive, primary, tertiary

Emergency access is ensured
Care manager and primary care dentist are in same place

care provided

Families linked to support,
education and community ser-
vices

Information centralized

Coordinated

Records centralized
School, workshop, therapy linkages established and known (cleft
palate care)

Expressed and demonstrated

Compassionate concern for child and family

Dentist-child relationship is established. Family relationship is
established. Children less anxious owing to familiarity

Culturally
Competent

Cultural background recog-
nized, valued, respected

Mechanism is established for communication for ongoing care
Specialized resources are known and proven if needed
Staff may speak other languages and know dental terminology

to improve the access to dental care for small
children, but the lack of a standardized approach
for determining and measuring the effectiveness
of the program makes any evaluation difficult.

The pace of development for the Dental
Home concept is incredibly fast and is present-
ed in Table 1.

The concept of a Dental Home begins at the
start of the year 2000 and its aim is to establish
a relationship between children at a young age
and dental practitioners. Characteristic of this
initial concept is: For the Dental Home to be a
philosophy to be adopted by dental practices,
with its focus being on the risk assessment for
oral diseases and their prevention. This concept
has been adapted, with slight modifications, by
various organizations, but part of the elements
of the Dental Home remain relatively constant:
an immediate relationship between practition-
er and patient; a family-oriented Dental Home;

standard features adopted from the Medical
Home concept, such as thorough, continuous
and coordinated care.

According to Nowak and Casamassimo
(2002) despite the fact that the Dental Home is
most often associated with the physical place for
treatment — the dental office/clinic — the Dental
Home must be thought of as a philosophy, to
be embraced by the dental practice [4]. The two
authors develop a table, presenting the features
of the Dental Home and its practical advantages
(Table 2). According to them, a dental practice
which begins to cater to children early on and
continues to do so periodically for the rest of
their lives is the ideal option for carrying out
this objective. Just as newborn children are tak-
en to their GP or pediatrician soon after birth, so
too the first meeting with the dental practitioner
must be done as early as possible, for the pur-
pose of preventing and slowing down the devel-




56 PROBLEMS OF DENTAL MEDICINE

Vol. 45 « 2019/2

opment of oral diseases.

Nowak and Casamassimo describe all work-
ing advantages of the Dental Home principle in
detail, a majority of which include prophylactic
activities for oral health, such as pre-developed
work manuals, caries risk assessment, timely in-
formation regarding the patient’s diet, fluorine
additives, oral hygiene, proper development of
the teeth and jaws. They believe that only the
Dental Home concept will increase the possibil-
ities for prophylactics and decrease oral diseas-
es [4].

The publication by Nowak and Casamassi-
mo in 2002 [4] is the first which focuses on the
concept of the Dental Home and it received
massive support. The American Dental Associa-
tion (ADA) [13] approves this model and since
then a number of American and non-American
organizations acknowledge the Dental Home
concept.

The American Academy of Pediatrics (AAP)
considers that by taking a child to a dental prac-
titioner with the aim of establishing a Dental
Home (up to six months after the eruption of its
first tooth or by the time the child is one year
old). Thus the possibility for the prevention of
the most frequent oral diseases and the foster-
ing of oral habits that take into consideration the
needs of every child is created [5].

The I-Smile Dental Home program was cre-
ated in the American state of lowa in 2006 [7].
This is a state program, run by the Department
of Public Health of Iowa, which helps children
receive dental care. The program has 23 coordi-
nators, which are responsible for working with
the children and their families, the dentists and
their staff; school nurses, teachers, administra-
tors and others. The program includes various
prophylactic methods and practical tasks, such
as fluorine prophylactics for designated groups
of children, promoting dental health, through
organizing various events, reading of literature
in libraries, organizing health “fairs” and others,
as well as expanding the concept of the Dental
Home. The last report on the effectiveness of the
program was published in February, 2018. Be-
tween 2005 and 2017 the number of children,
who have received dental care from a dental
practitioner, between the ages of 0 and 2 have
increased from 4 901 to 13 955, and those be-
tween the ages of 3 to 5 — from 21 832 to 33

904 [8].

In the definitions for Dental Home of most
associations, basic features such as caries risk
assessment, individual prophylactic programs,
pre-developed protocols and manuals for pre-
vention, treatment of emergencies and nutri-
tional prophylactics are included [4], [10], [14].
Most associations describe dental practitioners
as providers of dental care, while the Depart-
ment of Public Health of Iowa [9] and Iowa
Dental Board [8] place these responsibilities in
the hands of the dental hygienists and specially
trained assistants.

The Maternal and Child Health Bureau of
America (one of the six burcaus within the
framework of the administration of health re-
sources and services in the USA, and an agen-
cy of the US Department of Health and Human
Services — MCHB), as the host of an expert
meeting in 2008, concluded that the concept of
the Dental Home must incorporate a team of
dental hygienists, healthcare specialists in the
field of primary care and health service provid-
ers among the community [9]. As a summary of
this meeting, a document, which describes the
various models of the Dental Home was created:

1. Health Home Model - combined medi-
cal home-dental model;

2. Vertical (High-Rise) Model - most
complicated care would be provided by a
dentist, and lower levels of care would be
provided by a dental hygienist;

3. Dispersion (Low-Rise) Model - the en-
tire community serves as the dental home,
and community resources are integrat-
ed to serve the population’s oral health
needs. Children receive preventive care
(dental sealants and fluoride varnish) at
school, risk assessment and education
from their primary care health profes-
sional, and needed restorative treatment
at a private dental practice;

4. Two-Tiered Model - both vertical and
dispersion models;

In 2011, in Texas, a program for establishing

a Dental Home is carried out for the first time
for children with Medicaid (a joint federal and
state health program of the USA, which helps
cover the medical expenses for people with lim-
ited income and recourses). The program covers
children between 6 and 35 months of age. The
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program provides for the children 10 preventa-
tive and educational visits to a dental practition-
er, who operates in accordance with the Dental
Home principle [15]. The results show that these
prophylactic visits have a positive influence on
the parents in Texas, by increasing their knowl-
edge regarding oral health.

Nationwide programs have been created in
Europe and America, the aim of which is to
improve the access to practices operating in ac-
cordance with the Dental Home principle. The
methods and target groups of these initiatives
are different and vary, but their overall goal is to
improve access to regular dental examinations.
Other common aspects of the present Dental
Homes are an immediate relationship between
the pediatric dental practitioner and the child
patient. The structure of the Dental Home varies
from program to program — it could be private
or public, incorporate dental doctors and other
medical and non-medical teams. This is why in
spite of the fact the programs bear the common
name Dental Home, there exists no standard as
to how to put the concept into practice.

Leading is the Dental Home policy of the
American Academy of Pediatric Dentistry
(AAPD). It supports the concept for creating
a Dental Home for all children, teenagers and
for children with special health needs. The Den-
tal Home incorporates all oral care provided
through collaboration between the patient, the
parents, pediatric dentistry specialists and any
other medical staff in some way related to the
care for the small child (obstetricians, neonatol-
ogists, pediatricians, gynecologists and so on).
A Dental Home 1is created when a contact is
established with this whole team of specialists,
which leads to an increased awareness regard-
ing all matters, relevant to the betterment of the
oral health of the patient. [2] [10]. The estab-
lishing of a Dental Home is a way of providing
comprehensive and high-quality dental care, a
Dental Home is not a place, a physical entity or
an institution [3]. Due to this fact, the interpre-
tations on how to put into practice the basic rec-
ommendations and policies of the Dental Home
are numerous.

According to the AAPD and its concept re-
garding the basic policies of the Dental Home
[3], every practice operating on this principle
must provide:

* A complete, continuous, accessible, fam-
ily-oriented, coordinated, compassionate
and effective care for the child [2], [16];

* Treatment for all oral diseases, emergen-
cy care, periodic prophylactic examina-
tions [17];

* Thorough risk assessment for oral dis-
eases (caries and periodontal diseases)
[18] [19] [20];

* An individual prophylactic program, af-
ter assessment of the oral condition and
caries-risk [17];

* Directions regarding the growth of the
teeth and jaws [18];

* Acute and chronic trauma management
[21];

» Information regarding the proper care for
the teeth, gums and the oral mucosa [22]
[23] [24] [25];

» Nutritional consultations and prophylac-
tics [26];

Since the creation of the Medical and Dental
Home, it has been proven that dental care and
prophylactics methods for home application
presented to the patients are more effective and
cheaper than when they are performed in medi-
cal centers for emergency care or hospitals [27].
There exists clinical evidence for the effec-
tiveness of early, professional dental care, that
adopts the Dental Home policies and is comple-
mented by caries risk assessment and regular
prophylactic examinations [28]. Children at a
pre-school age, included in the Medicaid pro-
gram, exhibit more frequent prophylactic visits
at the dentist’s office and lower dental treatment
expenses [28]. Besides the benefits of improv-
ing the oral health of children, operating on the
Dental Home principle also leads to a decrease
in treatment expenses [29] [30]. The evidence
for the necessity of creating a Dental Home is
abundant. Most significant are the proven re-
duction in caries and the plaque index in chil-
dren, who regularly visit their dental practition-
er [31]. In a study conducted by Nowak et al,
it was proven that children, who have been re-
ceiving dental care before the age of four have
fewer obtruations, dental crowns, pulpotomies
or extracted teeth due to caries, in comparison
with children who have sought dental care at a
later age [29]. The creation of a Dental Home
guarantees that the child will receive adequate
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dental healthcare, and this, in turn, will decrease
the proliferation of certain oral diseases, such as
early childhood caries [22].

Various Dental Home models, which have
been put into practice, exist in America— I Smile
Dental Home Project, First Smiles — A First 5
Oral Health and Training Program, Klamath
County Early Childhood Cavities Prevention
program, West Virginia University Childhood
Oral Health Project and others. Pediatricians,
family doctors, nurses, dental assistants can be
trained to easily and efficiently carry out a car-
ies risk assessment, to identify the risk factors,
to educate and train people, who care for small
children [5] [32]. One of the primary strategies,
used for early childhood caries prevention, is the
training of pregnant women and mothers/parents
regarding proper nutritional, oral hygiene and
behavioral habits in raising infants and small
children [22]. Every Dental Home operates on
this principle. The Dental Home addresses the
significance of early caries prevention by imple-
menting optimal prevention strategies, chosen
according to the individual risk assessment for
each patient [3]. The Dental Home must main-
tain professional contact with all specialists in
the area of healthcare, who are in contact with
pregnant women, mothers and babies, and who
must participate in the education of parents and
train them in effective methods for early child-
hood caries prevention [30].

Little information regarding the concept of
the Dental Home in Bulgarian scientific liter-
ature exists. Kabaktchieva and Gateva (2012)
are the first to publish an article, introducing the
idea for the creation of a Dental Home in the
pediatric dental practice [12]. Two dental prac-
tices in Sofia began operating, using the Dental
Home principle, with 210 children as partici-
pants in the program. Experience shows that the
idea of creating a Dental Home is well received
by mothers, who cooperate during examinations
and follow the control examination schedule for
their children.

The creation of a Dental Home in Bulgaria
is a major challenge for a majority of the den-
tal practitioners. The concept is not well known
enough also to gynecologists, pediatricians,
pregnant women and young mothers. The con-
cept places the responsibility for the creation of
a Dental Home for each child on the pediatric

dental practitioners, in cooperation with gyne-
cologists and pediatricians.

The authors of this article support the philos-
ophy and the idea behind the Dental Home con-
cept, and believe that a clinical practice operat-
ing on this principle is the best way of assuring
good oral health in children. Oral health is an
important component of the overall health of a
person and good oral health must be maintained
throughout one’s whole life. Care for the oral
health is a multifaceted process and it hinges on
the attitude of medical specialists towards the
health habits of the population.

Education and training in oral care are an
inseparable part of the preventative programs
for reduction of dental caries. Care for the oral
health of the baby must begin as early as the
pregnancy period, and the first examination by a
dental practitioner must be performed once the
first primary tooth of the newborn has erupted
[17]. A survey done by the World Dental Fed-
eration (FDI), in more than 10 countries, shows
that only 13 % of parents take their children to
the dentist before their first year. A study among
pediatricians and GPs in Ohio regarding their
awareness of the Dental Home concept shows
that it is familiar to only 18 % of general prac-
titioners [33]. A survey by the authors of this
article of 41 mothers and small children (2017)
shows the following results: 26 (63.41 %) of the
women surveyed have not been advised by their
gynecologist, during the pregnancy period, to
carry out a prophylactic examination, while the
remaining 15 (36.59 %) have been advised to do
so. Of these 15 women, 12 have followed their
gynecologist’s advice and had a consultation
with a dental practitioner, which was benefi-
cial. Only 8 (19.51 %) of pediatricians (general
practitioners) have advised mothers to take their
children to visit a dental practitioner at an early
age. The remaining 33 (80.48 %) mothers have
received no such advice [34].

Pregnant women, infants and small children
are respectively in constant contact with gy-
necologists and pediatricians long before they
come into contact with dental practitioners [14]
[35]. In order for a Dental Home to be created, it
is necessary for future parents and parents with
small children to be directed towards an early
consultation with a pediatric dental specialist,
who will familiarize them with the prophylactic
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goals and the nature of the Dental Home [36].
Pediatricians are the specialists that can and
should encourage mothers and their youngest
patients to have their first visit to a dental prac-
titioner [37].

A Swedish study shows that consultations on
proper nutrition and oral health care can lead
to a 65 % reduction of caries in children, in
comparison to the control group [38]. Another
Swedish study concludes that the proliferation
of caries among children, whose mothers have
been consulted regarding oral health, has been
reduced by 42 % in four years [39]. In a study
done during 2008, based on oral health training
of pregnant women, women with children six
months of age and women with children one
year of age, it was concluded that these early
consultations lead to a significant reduction in
the proliferation of caries in early childhood
[40]. It is known that good oral health persists
in those children after they pass the ages of six
and seven. There exist other studies supporting
education and the promoting of caries preven-
tion. Plutzer K and Spencer AJ traced the effect
of early training of mothers, which could be so
powerful so as to have a lasting influence on car-
ies reduction for many years [41]. In part of the
studies, the education of mothers and pregnant
women was carried out through special health
workshop seminars by health workers and not
dental practitioners [42]. These mothers, the au-
thors conclude, had increased their knowledge
regarding oral health and proper dental care,
and have changed their health habits. A study of
460 mothers with children between the ages of
six to eighteen months was conducted in India,
in 2009. The mothers were divided into three
groups of 160 each — group A and group B were
trained in proper nutrition and oral hygiene,
through various motivational and educational
materials, while group C was the control group.
Eight months later caries were found in 23 %
of the children in group C, and in comparison
only 9 % and 14 % respectively in group A and
B [43].

The educational methods for pregnant wom-
en and mothers of small children may have var-
ied — seminars, lectures, brochures, fliers, vid-
eo materials and others. Lecturers at a Turkish
university compared three different methods
for education in oral hygiene — brochures, vid-

eo materials and special models training. Six
months later they compared the results between
all three groups. The results show that all three
models of training are effective in improving
the oral health of children, with video materials
having the greatest effect [44].

Another study was aimed at comparing the
effectiveness of traditional educational bro-
chures and electronic applications in improving
oral health knowledge and oral hygiene among
students from Damask, Syria. The children that
participated in the study were divided into two
groups — on received educational brochures and
the other received electronic education. The re-
sults show that brochures are more appropriate
and economically effective at improving the
oral health of Syrian children, when compared
to electronic education, and they can be pro-
posed as educational tools in school programs
for health training at school [45]. Regardless
of this, the authors believe that electronic ed-
ucation has its place in school educational pro-
grams.

The computer systems used for online train-
ing are convenient and flexible, according to Ali
et al [46]. Health specialists face a challenge
when it comes to education, and because of this
web based training is an ideal environment ac-
cording to Atack and Rankin [47]. In 2008, Cook
et al conduct a meta-analysis of 201 studies on
the use of the internet by healthcare specialists
for the purpose of training, and established that
regardless of the topic of the training and the
vocation of the trainee (pediatrician, nurse, den-
tist, medical student and so on), all studies show
positive results [48].

Conclusion: Early childhood is considered
the perfect period for the fostering of good oral
habits and the adoption of behavioral models by
children and parents. Any risk behavior related
to nutrition and/or oral hygiene during the first
year of life may persist throughout the whole
childhood period. Pregnant women and mothers
of small children must be targeted as a priori-
ty group for training in relation to early dental
prophylactics. Studies show that the effects of
early training of mothers may be so powerful so
as to have a lasting influence on caries reduction
for many years [41].

In support of the idea for the creation of a
Dental Home, the authors of this article are




60 PROBLEMS OF DENTAL MEDICINE

Vol. 45 « 2019/2

working on the creation of an educational pro-
gram for pregnant women and mothers that
uses a contemporary approach for the popular-
ization and application of medical information
and knowledge through a website. The idea is
through the internet to encompass the maximum
number of mothers and their children, so that
they could receive current information regard-
ing dental care for their children. Parallel to that
a live connection will be established with all
interested and concerned parents, so that they
can be provided with training, monitoring and
treatment for their children at an early age for as
long as they may need it.

In recent years, digital technologies have be-
gun to take over our day-to-day lives at an ever
faster pace. In today’s dynamic life, the interned
is a determining factor for the way we commu-
nicate, shop, travel and manage our resources
overall. This trend offers an opportunity for the
creation of a website for a convenient, fast and
easy way to familiarize mothers and pregnant
women in Bulgaria with the objectives of the
Dental Home, as well as to train them in the
basic steps for fostering their children’s oral
health and well-being. For this reason the au-
thors of this article will create a website, which
will be in Bulgarian and which may help attract
an ever larger group of people, interested in the
improvement of the oral health of their children.
On this internet platform there will be advice,
video-clips, graphs, links to other resources,
news articles and numerous other things, with
the aim of promoting the concept of the Dental
Home and introducing its contents and func-
tions, and as a result of this — increasing the
knowledge of mothers, pregnant women, and
children regarding oral health.
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