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All About L yme
by Carolyn Sax, MD

     With the arrival of spring flowers, green lawns, 
and outdoor play comes the risk of tick and other 
insect bites.  In Massachusetts, Lyme disease is the 
most common arthropod (tick)-borne disease.  It is 
characterized by an expanding red rash, fever, head-
ache, and muscle and joint aches.    No vaccine is 
currently available.  The best way to prevent Lyme 
disease is to avoid tick bites and to remove ticks that 
are attached to the skin as soon as possible.
     You can protect your children from tick bites by 
keeping their skin covered when they are playing in 
areas infested with ticks--in particular, grassy, 
brushy, and wooded areas, where the ticks generally 
cling to leaf litter or to plants near the ground.  The 
ticks climb from the plant material onto people or 
animals that brush against the plants.  If your child is 
playing outside in one of these areas, the best cloth-
ing to wear is lightweight long-sleeved shirts and 
long pants tucked into socks.  Light colors will help 
you spot any tick on clothing before it attaches to the 
skin.  Spraying clothing with a tick repellant contain-
ing permethrin  can add further protection.  Repel-
lants containing DEET can also be applied to the 
skin to help prevent tick bites.  Neither of these re-
pellants should be used on infants.
     When your child comes in from outside, or at 
least before bedtime, check his entire body thor-
oughly for ticks.  Not all kinds of ticks spread Lyme 
disease.  In our area, only deer ticks of the species 
Ixodes scapularis transmit Lyme.  In the spring, 
these ticks are dark brown and can be as small as 1 
millimeter in size.  In the summer, when they reach 

adult size, they can be as large as 4 millimeters and 
have a reddish-brown rim around a dark brown back. 
Ticks tend to attach in places where they are difficult  
to find, such as the scalp, behind the ears, in the un-
derarms, between the toes, and in the groin folds.  
Look carefully and everywhere!
     If you find a tick, remove it immediately.   Using 
fine-point tweezers, grasp the mouthparts of the tick 
firmly and as close to the skin as possible.  Pull 
straight outward with a steady motion.  Do not 
squeeze or twist the tick, and try to remove it in one 
piece.  If the mouthparts are left behind, the tick 
cannot transmit Lyme disease; but these embedded 
pieces can act like a splinter and cause pain and irri-
tation.  You can attempt to remove these with a ster-
ile tweezers or a sterilized needle.  Wash the bite area 
with soap and water, and apply an antibiotic oint-
ment like Bacitracin or Neosporin.
     There is no need to save the tick after you remove 
it, whether it is dead or alive, because there is no 
clinical usefulness in testing it for Lyme.  Simply 
cover it with alcohol and dispose of it safely.
     A tick does not transmit Lyme disease unless it 
has been attached to your childÕs skin for over 36 
hours.   Consequently, a tick that is removed on the 
same day it has attached is very unlikely to cause 
any problems.  You can estimate how long the tick 
has been attached by thinking about when that area 
of skin was last checked, when an exposure was 
likely to have occurred, and the degree of engorge-
ment of the tick.  A tick that appears full of blood is 
engorged and is likely to have been attached for a 
significant amount of time.
     If it appears that your child has acquired a tick 
that has fed for more than 36 hours, you will need to 
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watch carefully for signs of Lyme disease.  For chil-
dren 8 years old or older who have an engorged deer 
tick or a deer tick that has been attached for more 
than 36 hours, a single dose of antibiotic can be pre-
scribed.   This treatment can be very effective in pre-
venting Lyme disease.  Unfortunately, there is no 
preventative antibiotic available for children under 
age 8.
     Any child who has acquired a tick should be ob-
served carefully for signs of Lyme disease.  A rash 
that looks like an expanding area of redness, occa-
sionally with central clearing, can develop at the site 
of the tick bite, though it can occur elsewhere on the 
body.  This rash will usually enlarge to greater than 
two inches in diameter within a day or so.  Watch 
also for fever, headache, muscle aches, and joint 
pains.  These symptoms, along with the rash, can ap-
pear up to a month after the tick bite.  Sore throat, 
cough, diarrhea, and runny nose are NOT symptoms 
of Lyme disease.
    You should call us for the following reasons:

1. Your child is 8 years old or older and has a 
tick that has been attached for more than 24 
hours or appears engorged.  We may pre-
scribe a preventative antibiotic.  However, if 
more than 72 hours have elapsed since the 
tick was removed, there is no value to pre-
ventative antibiotics.  You should call only if 
your child develops a rash, fever, headache, 
or muscle or joint aches.

2. Your child of any age has had a tick removed 
and then develops an expanding red rash or 
fever, headache, or muscle or joint aches 
within a month of the tick bite.

3. Your child of any age with or without a his-
tory of tick bite develops a suspicious rash or 
any of the other symptoms of Lyme disease 
during the spring, summer, or fall.               

Spr ingtime Spor ts a nd Activities
by Debra Simons, PNP

     Spring is a great time to put away the computer 
games, shed winterÕs layers, and get outside to enjoy 
the arrival of warmer weather.  Getting plenty of ex-
ercise is important for the whole familyÕs general 
health.  Why not consider some of the following ac-
tivities in the greater Hyde Park-Milton area to help 
your family swing into spring:

¥! Fly a kite.
¥! Take a walk (try Jamaica Pond).

¥! Ride a bicycle.  Babies one year old and 
older can be placed in a seat on the back of 
an adultÕs bicycle.  Children at about 4 years 
of age can use an Òalley cat,Ó which attaches 
to an adultÕs bicycle.  Their ÒbikeÓ has han-
dlebars and pedals, so they get the benefit of 
good exercise but can rest if they become fa-
tigued without slowing the rest of the family 
down.  And donÕt forget helmets for every-
one!

¥! Take a hikeÑthe Blue Hills Reservation is 
great even for little ones.  And while youÕre 
there, visit the Trailside Museum.

¥! Have an adventure in a park.  Bird Park in 
Walpole has a playground, streams with 
jumping frogs, wooded walking paths, and a 
creek for tossing stones into or for viewing 
baby geese.

¥! Check out Pope John Paul Park in Dorches-
ter, or Lars Andersen Park in Brookline.

¥! Go rollerblading (but donÕt forget the helmet 
and the wrist- and knee-pads!).

¥! Play tag.
¥! Play catch.
¥! Play Frisbee.
¥! Play hop-scotch.
¥! Jump rope.
¥! Get out your Hula Hoop.
¥! Go on a picnic.
¥! Go camping (but bring your insect repel-

lant!).
¥! Go horseback riding.
¥! Go to the zoo.  Try Franklin Park Zoo in 

Dorchester or Roger Williams Zoo in Provi-
dence.

¥! Spend the day walking around Boston or 
Providence.  How about the Freedom Trail on 
PatriotÕs Day?

¥! Go to Castle Island, tour the fort, and watch 
the planes take off from Logan Airport.

¥! Enjoy a day on the Boston Harbor islands.
¥! Go fishing.
¥! Go boating:  rent a canoe, rowboat, or kayak 

(but donÕt forget the lifejackets!).
¥! Take a walk through the Arnold Arboretum.  

The lilacs are usually in bloom on the first 
Sunday in May.

¥! Play outdoor tennis and basketball.
¥! Play softball or whiffle-ball.
¥! HAVE SOME FRESH-AIR FUN!               
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Seasonal Aller gies
by Olutoyin Fayemi, MD

     Spring has arrived, and soon many adults and 
children will begin suffering from seasonal allergies 
(seasonal allergic rhinitis).   Symptoms include itchy 
and/or runny nose, nasal congestion, and sneezing.  
In addition to these, young children can develop a 
chronic cough, bad breath, recurrent sore throat, re-
current upper respiratory infections, nasal-sounding 
speech, fatigue, and decreased appetite.  Allergic 
rhinitis is the most common form of environmental 
allergy and the most common chronic disease in 
children.  About one child in five develops seasonal 
allergy symptoms by age 3.  Here in New England, 
tree pollen begins affecting susceptible individuals in 
April.  In May, grass pollen causes most of the 
symptoms.  Late in the summer, weed pollen is the 
most common culprit.  
     Untreated allergic rhinitis can trigger a variety of 
other problems like conjunctivitis (pink eye), sinus 
infections, asthma, eczema, ear infections, snoring, 
sleep disturbances, and reduced quality of life.

How to Help
     The first line of treatment is to minimize or elimi-
nate exposure to the allergy-causing agents (aller-
gens).  In addition to pollens, other common aller-
gens include molds, dust mites/insects, and animals.  
To determine which agents cause allergic rhinitis, a 
child may undergo skin or blood testing; however, a 
good history of symptoms can often identify the of-
fending allergen.  
     To minimize exposure to seasonal allergens like 
pollen, 

¥! Keep allergic children inside on high pollen-
count days.  Newspapers and weather broad-
casts regularly report pollen counts.

¥! Keep windows closed, and use air condition-
ers when pollen counts are high.  

¥! On high pollen-count days, give children who 
have been playing outside a shower or bath 
before bedtime to remove pollens from the 
skin and hair.

  
     The following are some suggestions for decreas-
ing household allergens:

¥! Use a HEPA filter or electrostatic air purifier 
to help reduce pet dander andpollens. 

¥! Use a vacuum cleaner with a double filtration 
system to decrease dust and dust mites.

¥! Keep household humidity to less than 50 per-
cent with an air conditioner and dehumidifier 
to help decrease mold and dust mites.

¥! Encase mattresses and pillows in allergen-
proof covers and eliminate carpeting to de-
crease dust-mite exposure.

¥! Wash bedding in the hottest water possible 
every two weeks to kill dust mites.

Medical Treatments
     Children with a history of allergic rhinitis should 
take medication BEFORE their symptoms develop. 
It is much easier to prevent allergy symptoms than to 
relieve them once they've appeared.  For springtime 
allergies, this usually means starting medicines at the 
end of March or in early April.

Nasal Sprays
1. Prescription-strength steroids (Flonase, Rhino-

cort, Nasonex) are the most effective treat-
ment for allergic rhinitis in older children and 
adults; they relieve almost all the symptoms 
associated with seasonal allergies.  These 
medications are used once or twice daily, and 
usually take several days to start working.  
For maximum effect, these medicines must be 
used every day during allergy season.

2. Mast-cell stabilizers (NasalCrom) can also re-
lieve most symptoms of allergic rhinitis but 
are not as effective as nasal-spray steroids.  In 
addition, they must be given four times daily.  
They are available over-the-counter and are 
best used for brief exposures to allergens (e.g., 
cats). 

3. Antihistamines (Azelastine) are useful only for 
nasal itching, sneezing, and runny nose.  They 
donÕt work well for nasal congestion and are 
not recommended for children under 5 years 
of age. 

Medicines Taken by Mouth
1. Antihistamines are the main class of oral medi-

cines used for allergies and are the first choice 
for children under 4 years old.  Oral antihis-
tamines can provide quick relief, but because 
they are absorbed by the entire body, they of-
ten cause side effects like dry mouth, hyperac-
tivity, or drowsiness (sedation). Sedating anti-
histamines include benadryl and brompheni-
ramine; most are available over the counter.   
Non-sedating antihistamines include Claritin, 
Allegra, and Zyrtec.  Claritin is the only non-
sedating antihistamine that is available over 
the counter.
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2. Leukotriene inhibitors such as montelukast 
(Singulair) and omalizumab (Xolair), are pre-
scription medicines that help with allergy 
symptoms as well as asthma symptoms.  They 
are very expensive and are used primarily for 
patients with asthma.  

Allergen Immunotherapy (also known as allergy 
shots) is generally reserved for patients who have 
failed all medications.  Initially, this treatment in-
volves a series of weekly injections of prepared al-
lergens.  As the dose of the allergen increases, the 
body develops tolerance to it.  Subsequently, patients 
undergoing this type of therapy require years of 
monthly maintenance shots.                                     

You are cordially invited to join
Dr . Oluto yin F ayemi

for a presentation on
Childhood Asthma

Tuesday, May 1, 2007, 7 p.m.
Milton Hospital Nangeroni Center

Keeping Kids Sa fe:  A Ca r -seat R evie w
by Kara Ryan, MD

     Car-seats and seatbelts are essential for safe 
travel for you and your children.  The following 
is a brief review of these safety tools, and their 
associated safety rules, from the American Acad-
emy of Pediatrics.

Important Rules
1. ALWAYS use a car-seat or seatbelt according 

to the guidelines for your children.  Be a role 
model and ALWAYS wear a seatbelt yourself.

2. Never place a car-seat in the front seat of any 
vehicle, particularly one that has a passenger 
airbag.

3. Children younger than 13 years are safest in 
the back seat.

4. Every car-seat is different, so use the instruc-
tions that come with your car-seat to be sure 
you are using it correctly.

5. A certified Child Passenger Safety (CPS) 
Technician can help install your car-seat.  You 
may call toll-free 866-732-8243 (866-
SEATCHECK), or visit www.seatcheck.org to 
set up a child safety seat inspection appoint-
ment.

Rear-facing Seats
1. ALL  infants should ride rear-facing until they 

have reached at least one year of age AND 
weigh at least 20 pounds.

2. There are two types of rear-facing seats:  
infant-only seats and convertible seats.

a. Infant-only seats are small, often have 
carrying handles, have built-in har-
nesses, are used from birth up to 22-30 
pounds, depending on the model, and 
may come with a base that can be left 
in the car.

b. Convertible seats are used rear-facing 
for infants and may then be turned 
around once the child is one year old 
and 20 pounds.  They are equipped 
with different harness types:  five-point 
harness, overhead shield, and T-shield.  
Look for models that have more than 
one set of harness slots to allow your 
baby room to grow.  When locked into 
place, the harness should rest at or be-
low your babyÕs shoulders when your 
baby is rear-facing.  For infants, these 
seats should always be used in the re-
clined position.

     Forward-facing Seats
1. Once your child is at least one year old and 

weighs 20 pounds, he or she can ride forward-
facing. Turn the car-seat around according to 
your instruction manual.

2. When changing from rear-facing to forward-
facing, be sure the shoulder harness straps are 
at or above your childÕs shoulders.  You 
should also change the seat from the reclined 
to the upright position.

3. Review the instructions for your car-seat to 
confirm proper installation.

Booster Seats
1. Children should ride in a car-seat with harness 

as long as possible before moving to a booster 
seat.  Your child is ready for a booster seat 
when

a. Your child reaches the top weight or 
height allowed by the car-seat with a 
harness.

b. Your childÕs shoulders are above the 
harness slots.

c. Your childÕs ears have reached the top 
of the seat.
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2. Booster seats are meant to elevate your child 
so that your carÕs lap and shoulder seatbelts fit 
properly.  The lap belt should fit low across 
your childÕs upper thighs, and the shoulder 
belt should cross the middle of your childÕs 
shoulder and chest.

3. High-back and backless booster seats are 
available as well as combination forward-
facing car-seat/booster seats.

Seatbelts
1. Seatbelts are made for adults.  Children are 

generally ready for seatbelts when they are 
four feet and nine inches in height and are be-
tween 8 and 12 years old.

2. The belt must fit properly:  the shoulder belt 
lies across the middle of the shoulder and 
chest, and the lap belt is low and snug on the 
childÕs thighs.  Your childÕs knees should bend 
comfortably as they sit in the seat.

3. The safest place for children under age 13 
years is in the back seat.

REMEMBER:  Every car-seat and booster seat is 
different.  Always follow the manufacturerÕs instruc-
tions provided with your particular seat for maxi-
mum safety.   And ALWAYS use a seatbelt yourself!

For a more complete discussion on car-seats and 
seatbelts, including more details on installation, have 
a look at the American Academy of Pediatrics web-
site: http://www.aap.org/family/carseatguide.htm.  

So What Õs a Physica n Assista nt Anyw ay?
by Anthony Compagnone, MD

     
   Joy Egbertson, PA-C, who joined the staff of 
Hyde Park Pediatrics last August, is the organiza-
tionÕs first-ever physician assistant.  Joy was born in 
Hartford, CT, and graduated from KingÕs College in 
Wilkes-Barre, PA, in 1998.  She is board-certified as 
a physician assistant by the National Commission of 
Certification of physician assistants and is licensed 
by the Commonwealth of Massachusetts and the 
states of Connecticut and Florida.  She is a Fellow of 
the American Academy of Physician Assistants.  Up-
date thought it might be useful for our families to 
know a bit more about JoyÕs education, training, ex-
perience, and clinical responsibilities.

Update:  So what IS a PA anyway?
Joy:  I am a healthcare provider who works under 
the supervision of a physician.  I perform physical 
examinations, diagnose and treat illnesses, order and 
interpret lab tests, prescribe medications, and pro-
vide patient education and counseling.  I deliver 
medical care similar to that of a physician, thereby 
allowing the physician to be more productive and 
devote greater attention to more complicated patient 
problems.

Update:  What kind of training do PAÕs receive?
Joy:  PA programs begin with a year of medical sci-
ence courses such as chemistry, anatomy and physi-
ology, microbiology, pharmacology, physical diag-
nosis, and several others.  This is followed by the 
clinical phase of training, which includes 15 months 
of rotations in internal medicine, family practice, 
general surgery, pediatrics, emergency medicine, 
psychiatry, and OB/GYN, and six months of addi-
tional training in a specialty of choice.  During this 
phase of my training, I logged over 1000 hours of 
direct patient care.  Upon completing my program of 
study, I had to pass a national board examination to 
become certified.  ThatÕs what the ÒCÓ stands for fol-
lowing my degree letters.

Update:  How is this training different from that of a 
physician or nurse?
Joy:  Nurses and nurse practitioners are trained in 
the nursing-school model, whereas PAÕs are educated 
according to the medical-school model.  The simi-
larities between physician and PA training allow us 
to work together and collaborate as a highly effective 
team.  Unlike a doctor, I did not go through medical 
school or internship/residency training.  I am inde-
pendent in making decisions about a patientÕs care; 
however, I always know when to turn to my super-
vising physician when faced with a more complex 
case.

Update:  Why did you decide to become a PA, and 
how did you choose your program?
Joy:  Many people enter PA programs from other 
healthcare professions, such as nursing or paramedic 
work.  I was a certified nursing assistant for several 
years before starting my PA studies.  I was looking 
for a more challenging and responsible position in 
patient care.  I chose the program at KingÕs College 
because it had been well established for over 25 
years and was recognized as producing successful 
PAÕs with exceptional training and clinical skills.  It 
was also very competitive:  of approximately 300 
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applicants in my year, I was one of only 40 students 
accepted!

Update:  Tell us a bit about your experience before 
coming to Hyde Park
Joy:  I began my PA career in Manchester, Connecti-
cut, where I served three years in a private pediatrics 
practice.  I spent the following year working per 
diem for three different pediatric groups in central 
Connecticut.  I followed that with a four-year stint 
practicing in an underserved population in rural Flor-
ida.  There were five offices in that practice, span-
ning over 80 miles.  We were the only pediatric pro-
viders serving that area of central Florida.

Update:  What do you like best about being a pediat-
ric physician assistant?
Joy:  I most enjoy my interactions with the young 
patients and their families.  It is wonderful to know 
that I am making a difference in a childÕs life by 
keeping him or her healthy.  Pediatric care is never 
boring or monotonous because you never know what 
a child will say or do next!

Update:  How have you liked working at Hyde Park 
Pediatrics?
Joy:  I have really enjoyed working here and getting 
to know all the staff.  As the only PA in the group, 
itÕs important to me to have good supervising physi-
cians to work alongside.  Not only are the doctors at 
Hyde Park Pediatrics very talented clinicians, they 
are also very accessible and extremely generous 
when it comes to asking advice about a particular 
patient or when we have to put our heads together to 
solve a more complex case.  After all, the physician-
PA team is all about collaboration in caring for our 
patients in the most effective way possible.            

Nutr itional Notions:
Television V iewing a nd Health

by Elisabeth DiPietro, MD

     At Hyde Park Pediatrics, part of our effort to 
promote healthy weight involves maintaining an ac-
tive lifestyle.  One of the major impediments to this 
goal is the increasingly sedentary habits that have 
become the norm in our society.  Television, com-
puters, and electronic games have markedly in-
creased the amount of time we all spend sitting and 
have dramatically decreased our engagement in 
physical activities.

     The American Academy of Pediatrics recom-
mends limiting a childÕs television viewing to under 
two hours (preferably under one hour) per day, and 
no television at all for children under two years of 
age.  A July, 2004 study in The Lancet supports this 
policy by linking childhood television viewing to 
poor adult health.  Researchers in New Zealand fol-
lowed about 1000 subjects from age 3 through age 
26 years and measured information regarding televi-
sion viewing from childhood through adolescence.  
At age 26, the study authors assessed the subjectsÕ 
adult health, including body mass index (BMI), 
blood pressure, smoking status, cholesterol level, and 
overall fitness level.   They found that television 
viewing over two hours a day in childhood and ado-
lescence was associated with overweight, poor fit-
ness, smoking, and elevated cholesterol in adulthood.
     What can parents do to help prevent poor adult 
health in their children?  First, limit television view-
ing, including other Òscreen timeÓ (i.e., video games, 
Gameboys, and non-homework computer time) to 
two hours (preferably one hour) per day.  Encourage 
healthy (preferably outdoor) activities instead.  Sec-
ond, do not allow any screens, and particularly tele-
visions, in your childÕs bedroom.  Finally, set a good 
example for your child by sticking to these limits 
yourself!

Dr. DiPietroÕs low-fat, high-calcium Fruit Smoothie
(Note:  Amounts are approximate and can be varied, 
depending on your taste.  This recipe will make 
about four one-cup servings.)

1-1/2 cups calcium-fortified orange juice
1/2 cup non-fat plain or vanilla yogurt
1 cup frozen strawberries
1 frozen or fresh banana

Combine in a blender until smooth, adding low-fat or 
skim milk to thin out.  Experiment with different 
kinds of fruits:  blueberries, fresh or frozen peaches, 
or mangoes.  Pour leftover mixture into popsicle 
molds and freeze to create a cool and tasty treat for 
your childrenÑa great replacement for all those 
store-bought sugar-sweetened novelties and confec-
tions.  Enjoy!                                                           
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Ne w a nd Note wor thy 
at Hyde P ar k P ediatr ics

     You may have noticed that our practice has 
adopted a new logo.  Our previous logo was over 20 
years old, and we felt it was looking a little dated.  
We love our playful new Òtrademark,Ó which we feel 
reflects our goal of providing the best possible care 
to children of all ages and abilities and their families.
     You may also have noticed that weÕve recently 
performed a ÒfaceliftÓ on the interior of our Hyde 
Park office.  WeÕve installed wall covering in the 
exam rooms and reupholstered many of the examina-
tion tables.  Our waiting rooms and hallways have 
fresh, new carpeting, and weÕve replaced all exam-
room rugs with wood-grain vinyl flooring that is 
brighter and easier to keep clean.
     And after years of lobbying our landlord for im-
provements to our Hyde Park building, we have fi-
nally convinced him to undertake a complete refur-
bishment of the entryway and hallways.  He informs 
us that these renovations, based on our input, will be 
underway in April.  We believe that the planned 
changes will enhance the common areas of the build-
ing and make these spaces more welcoming for 
every-one.
     We are very happy to announce that in May we 
will open the Hyde Park Pediatrics Newborn 
Lounge in our Hyde Park office.  We have set aside 
this space as a special, separate waiting room/lounge 
for newborns six months old and younger and their 
families.  The lounge will provide a quiet place for 
waiting before appointments, and for breastfeeding 
and diaper-changing.  Older siblings who accompany 
the newborn are welcome to share the lounge; how-
ever, if the sibling is ill, we will ask the family to use 
the regular waiting room.  Toys from our regular 
waiting room will not be permitted in the Newborn 
Lounge.
     Many of our families often ask why we do not 
maintain separate waiting areas for sick and well 
children.  The answer is simply that it is often diffi -
cult to determine who goes where.  Many of our pa-
tients scheduled for well check-ups often arrive with 
colds or other contagious illnesses.  Others who 
come in for sick visits are being seen for conditions 
that are not contagious.  We believe that the creation 
of our Newborn Lounge is an excellent means of 
providing a comfortable, separate waiting area for 
families with very young babies, who are our most 
vulnerable patients.
     Please be assured that we do everything we can  
to keep our general waiting areas as clean and free  
of germs as possible.  We even have a dishwasher 

just for cleaning our waiting-room toys!  And we 
certainly appreciate YOUR cooperation in helping us 
maintain a neat and tidy environment for all.     

Dental P ear ls of  W isdom

     This issueÕs Dental Pearl tackles several issues 
related to tooth brushing, the foundation of good oral 
hygiene.

At what age should a child no longer need paren-
tal assistance with tooth brushing?
     Tooth brushing is very important for removing 
plaque (oral bacteria and bacterial by-products) and 
preventing tooth decay (cavities).  In general, super-
vision is needed until the child has the manual dex-
terity to brush the teeth well and the oral motor skills 
to expectorate (spit out) toothpaste and accumulated 
saliva.  Typically, this occurs at about age 7, the 
same time that a child is able to tie his or her own 
shoelaces.  Parents should be responsible for dis-
pensing fluoridated toothpaste to children younger 
than six years of age, applying a thin smear or pea-
sized dollop onto the brush.

At what age should a child start using fluoridated 
toothpaste?
     Toothpaste containing fluoride is known to be a 
very cost-effective means of preventing tooth decay.  
However, because excess fluoride intake can lead to 
fluoride toxicity (fluorosis), fluoridated toothpaste 
should be used with caution.
     For children at low risk for dental cavities, fluori-
dated toothpaste should not be used until the child is 
two to three years of age.  The child should be taught 
to spit out rather than swallow excess toothpaste.
     For children at high risk of cavities, a thin smear 
of fluoridated toothpaste should be used as soon as 
they have teeth.  After mouth-care for a young child 
who cannot expectorate, excess toothpaste should be 
wiped away with gauze or a clean washcloth.

How about babies without teeth?
     Parents should regularly massage the gum pads 
and palate of infants who have not yet erupted teeth 
with a clean, damp washcloth.  This cleansing of oral 
surfaces decreases plaque and bacterial load, which 
are major risk factors for early tooth decay.  Cleaning 
the gums and palate in this way also serves to desen-
sitize the babyÕs oral cavity.                                    
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