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ABSTRACT
Introduction: In 2010, the Manitoba Dental Association launched its Free First Visit (FFV) program to provide dental screening for
infants and toddlers. In this article, we review 3 years of FFV data submitted by participating dentists.
Methods: Data from tracking forms were reviewed for children ≤ 36 months of age. These forms include the age of the child at the
time of their FFV, their home postal code and caries status. Descriptive and bivariate analyses were carried out, and postal code
geomapping was completed.
Results: Of the 8396 tracking forms submitted, 51.8% were for boys. The mean age at the time of the first visit was 24.2 ± 7.8
months. Although only 8.5% had an FFV by 12 months, 26.7% had an FFV by 18 months. The average number of FFVs per month
was 231.4 ± 49.7. Postal code mapping revealed that participation was highest for children in the southern half of the province,
including some highneeds neighbourhoods in Winnipeg. Pediatric dentists provided most FFVs and saw significantly younger
children compared with general dentists (23.8 ± 7.8 months of age vs. 25.2 ± 7.7 months, p < 0.001).
Conclusions: Although many Manitoba children have had an FFV, few visit a dentist by 12 months, as recommended by the dental
profession. There is a need to improve the proportion of children visiting a dentist by the recommended age, and general
practitioners should assume a greater role in providing this service.

In 2010 the Canadian Dental Association (CDA) reaffirmed its 2001 position on the recommended age for a child's first dental visit
as part of its Position Statement on Early Childhood Caries.1 The CDA, the Canadian Academy of Pediatric Dentistry and the
American Academy of Pediatric Dentistry recommend a first visit by 12 months of age.1,2 This early visit provides an opportunity to
assess the condition of newly erupted incisors and to identify potential problems, such as caries, before they occur or while they
can be addressed using nonsurgical approaches. In theory, first visits help establish "dental homes" where children's access to
comprehensive and coordinated oral health care and prevention is the central focus and is specifically tailored to meet each child's
needs.3 This strategy may be an effective method to ensure that children remain cavity free, as age is a significant determinant of
early childhood caries (ECC). Canadian evidence reveals that few children have an early visit and that delayed first dental visits
increase a child's risk of developing ECC, particularly if they are from households at a lower socioeconomic level.4,5
A past survey revealed that only 58% of Manitoba dentists were aware of the CDA's recommendation for a first visit no later than 12
months of age.6 Of those who saw preschool children in their practices, less than half (48.6%) were willing to see children before 1
year of age.6 The Manitoba Dental Association (MDA) reviewed the results of that survey and, subsequently, identified the need to
implement a program to promote early visits. In April 2010, the MDA introduced its Free First Visit (FFV) program for a 3year trial
period (2010–2013). This program provides access to dental screenings for infants and toddlers ≤ 36 months of age.
The MDA worked with its FFV committee to promote the new voluntary program and reach young children across the province. The

aim was to improve access to care and develop dental homes for young children, promote good oral health in early childhood and,
ultimately, prevent or reduce the incidence of ECC. These activities were a response to the fact that a significant number of
Manitoba's children suffer from ECC,5,7,8 while the public remains relatively unaware of the recommendation of a first visit by 12
months of age. In Manitoba, over 2500 preschool children undergo dental surgery each year, and the rates appear to have
increased significantly between 1997/98 and 2006/07.9 A recent report from the Canadian Institute for Health Information also
revealed that the average rate of dental surgery in Manitoba is nearly 30 per 1000 children, ranging from 14.1 per 1000 in
Winnipeg to 115.8 per 1000 in northern Manitoba.10
The MDA developed promotional and educational resources for dentists and provided them with regular updates to prepare and
equip them to see young children in their practices. This included tips on how to examine an infant or young child, what to discuss
with parents and caregivers (e.g., anticipatory guidance on dietary practices and oral hygiene), understanding the factors
contributing to ECC and overcoming practitioner reservations and anxiety about caring for young children. Not all of the MDA's
registered dentists are participating, as their offices may not be suited for children. However, all members have been informed of
the new recommendations for a first visit by 12 months of age and have been reminded that, if they have chosen not to participate,
they still have a professional responsibility to ensure that young children are connected with other colleagues who are willing to
open their offices and establish dental homes. To assist with an evaluation and assessment of the program, the MDA implemented
an FFV tracking form system to collect data on each visit.
The purpose of this study was to review FFV tracking form data from the 3 years of the program to determine the number of children
using the program and the proportion visiting a dentist by the recommended age and to map where these children reside and
where participating dental offices are located.

Methods
This evaluation was approved by the MDA and the University of Manitoba's Health Research Ethics Board as part of a larger mixed
methods evaluation of the FFV program.11 This specific study involved analyzing FFV data collected in the program's tracking forms,
which were completed and submitted by dental offices for each participating child. Tracking forms collected information on the age
of the child at the time of their FFV, their home postal code, whether they displayed signs of ECC and whether they had dental
insurance. The form also included information on the dentist and the postal code of the dental office providing the FFV screening.
Tracking form data were entered into an Excel database (Microsoft Corp., Redmond, Wash.) and imported into Number Cruncher
Statistical Software, version 8 (NCSS, Kaysville, Utah). Descriptive statistics included frequencies and means ± standard deviations
(SD). Analysis of variance (ANOVA), t tests and χ2 analyses were also performed. Rates of FFVs were calculated using population
statistics for Manitoba children < 36 months. A p value ≤ 0.05 was significant. Postal code geomapping was carried out by the
Winnipeg Regional Health Authority's Research and Evaluation Unit using ArcGIS, version 10 (Esri, Redlands, Calif.) to locate
participants' area of residence and dental office.

Results
During the 36 months of the program (1 April 2010 to 31 March 2013), 8396 tracking forms were submitted by over 141 dentists (12
pediatric and 129 general dentists); not all dentists provided their name and, thus, were not individually identifiable. The mean age
of the children was 24.2 ± 7.8 months (range 0.25–36.0 months) with an almost even distribution of boys (51.8%) and girls (48.2%).
Participation was high during the first 6 months of the program: 647 in the first three months and 780 during months 4, 5, and 6
(Fig. 1). Monthly FFVs appear to have remained consistently high over time, ranging between141–378 per month. The average
number of FFVs per month was 231.4 ± 49.7. Overall, 33.2% (n = 2786) of visits occurred in the first fiscal year (2010/11), 38.7%
(n = 3248) in the second year and 28.1% (n = 2362) in the third year.
From the tracking form data, it appears that a small minority of children (8.5%) had a first dental visit at or before 12 months of age
(Fig. 2). However, nearly 1 in 4 children had an FFV at or before 18 months of age (26.7%), and 44.5% of children had a visit before
24 months. ANOVA revealed a significant decrease in the mean age of children who received FFVs over the 3 years: 1st year,
24.7 ± 7.5 months; 2nd year, 24.1 ± 7.9 months; 3rd year, 23.6 ±7.9 months; p < 0.001.
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Figure 1: Number of dental visits per month
by children participating in Manitoba's First
Free Visit program.

Figure 2: Age of children at their first dental
visit under Manitoba's First Free Visit program.

The majority (68.2%) of participating children lived in the Winnipeg region (Table 1). Similarly, most of the dentists who submitted
forms were based in Winnipeg (65.6%). However, children residing in rural regions were also receiving FFVs to some extent.
Table 2 reports the rates of FFVs by region of Manitoba determined by the child's postal code of residence. Participation rates in
Winnipeg and the Interlake regional health authorities (RHAs) were higher than the provincial participation rate in each of the 3
study years.

Table 1 Number of dental clinics and children participating in Manitoba's First Free Visit program by regional
health authority.
Regional health authority*

No. dental clinics

No. children (%)
2010/11

2011/12

2012/13

Winnipeg

82

1714 (66.0)

2242 (69.5)

1619 (68.9)

Brandon

9

96 (3.7)

75 (2.3)

43 (1.8)

North Eastman

6

93 (3.6)

100 (3.1)

75 (3.2)

South Eastman

4

156 (6.0)

188 (5.8)

137 (5.8)

Interlake

8

164 (6.3)

205 (6.4)

181 (7.7)

Central

6

146 (5.6)

197 (6.1)

135 (5.7)

Assiniboine

4

58 (2.2)

58 (1.8)

35 (1.5)

Parkland

6

36 (1.4)

45 (1.4)

33 (1.4)

NorMan

5 (0.2)

6 (0.2)

6 (0.3)

Burntwood

24 (0.9)

15 (0.5)

12 (0.5)

Churchill

1 (0.0)

2 (0.1)

Missing postal code

105 (4.0)

92 (2.9)

75 (3.2)

2598 (100)

3225 (100)

2351 (100)

Total

125

*Determined by postal code.

Table 2 Rates of participation by children in Manitoba's First Free Visit (FFV) program by regional health authority.
Regional health authority*

No. FFV participants (per 1000 children)†
2010/11†

2011/12†

2012/13†

Winnipeg

72.1

93.0

67.1

Brandon

44.1

34.1

18.4

North Eastman

59.3

61.5

45.4

South Eastman

47.3

55.4

38.7

Interlake

62.4

77.0

70.1

Central

29.0

38.6

26.3

Assiniboine

24.1

23.0

13.6

Parkland

21.2

27.4

21.2

NorMan

3.5

4.4

4.4

Burntwood

6.2

4.0

3.3

Churchillª

—

—

—

Total

54.2

66.6

48.4

*Determined by postal code.
ªSuppressed due to small cell sizes
†Calculated using population statistics for children < 36 months of age from data provided by Manitoba Health for 2010, 2011 and
2012 respectively.

Geomapping based on postal code data highlighted regional differences in the participation of children and dental offices. Although
Winnipeg appeared to be a hub where many children obtain this service, the provincial map suggests that many children residing
throughout the southern half of Manitoba have had an FFV (Fig. 3). Tracking form data suggest that children do not necessarily
receive their FFV in the RHA in which they reside; many obtain this service elsewhere. However, it appears that various dental
clinics interspersed in rural RHAs are also participating in the program. The map of Winnipeg (Fig. 4) reveals that even children in
some of the highest needs community areas (such as Downtown, Point Douglas and Inkster) have received FFVs.
NOTE: Click to enlarge images

Figure
3:
Provincewide
distribution of children and
dental offices participating in
Manitoba's Free First Visit
program, 2010–13.

Figure 4:
Distribution of
children and dental offices
participating in Manitoba's Free
First Visit program, 2010–13, in
metropolitan Winnipeg.

For tracking forms that included the name of the dentist, we were able to determine the proportion of FFVs completed by general
versus pediatric dentists. Overall, 78.6% (6409 of 8155) of FFVs were provided by pediatric dentists. Children seen by pediatric
dentists were significantly younger than those seen by general dentists (23.8 ± 7.8 months vs. 25.2 ± 7.7 months, p < 0.001).

Surprisingly, most children (81.2%) receiving a FFV had some form of dental insurance. There was no association between the
presence of dental benefits and the mean age at the time of the FFV (p = 0.39). Based on submitted forms, 18.0% of children had
ECC (1486 of 8238). Those identified with ECC at the FFV were significantly older than those who were reported not to have ECC
(26.4 ± 6.5 months vs. 23.7 ± 8.0 months, p < 0.001). Pediatric dentists saw significantly more children with ECC than general
dentists (20.4% vs. 10.2%, p < 0.001). Children with dental benefits were significantly more likely to have ECC (18.8% vs. 14.4%, p
< 0.001).

Discussion
Analysis of FFV tracking form data over 36 months revealed that nearly 9000 infants and toddlers had participated in this program.
Considering that some dentists may be providing this service, but are not completing the MDA's tracking form,11 our findings likely
underestimate the true number. Based on responses to a recent survey of Manitoba dentists, as many as 5618 FFVs may have
been conducted during the first 20 months of the program.11 The data also suggest that the volume of FFVs has stabilized over time.
Despite the encouraging findings, this evaluation reveals that the MDA's program requires modifications to ensure that the
recommendation of a first visit no later than 12 months of age becomes common practice. The proportion of children receiving an
FFV by 12 months is disappointing. However, the FFV program is a first step in an ongoing process. Despite the small proportion of
children who were 6–12 months of age and 12–18 months at the FFV, this is likely still an improvement over the number of children
in those age groups who had their first dental visit in the past decade when these recommendations were not well known. We are
unsure how many children who had an FFV would have had an early visit if the FFV program had not been implemented. However,
the program has likely had a positive impact in terms of disseminating the importance of early visits. Our data provide a baseline
from which to measure future advancements in promoting this concept.
Changing the practice patterns of dentists takes time. First making dentists comfortable with young toddlers may be a useful
strategy to prepare them and their offices for eventually becoming dental homes for infants up to 12 months of age.6,11,12 Over time,
we hope that the proportion of children seen by 12 months increases. Our data suggest that there has been a modest, yet
significant, reduction in the mean age at first visit in each of the 3 years examined.
Another challenge that remains is how to ensure that infants and toddlers in all regions of the province find dental homes. FFV
activities are more concentrated in southern regions of Manitoba and urban areas, reflecting the location of most dentists and a
majority of the general population. The MDA should work with dentists in rural and northern regions to encourage their participation
and promote the "come by 1" concept.
If the profession is committed to early visits, the next step will be to increase participation in northern regions where the incidence
and severity of ECC are often greatest. However, interagency cooperation will be needed, especially to reach First Nations children
living on reserve. We have no available data from Health Canada on the number of these children who have had an early visit
outside the FFV program. The hope is that some are benefiting from the Children's Oral Health Initiative. However, considering the
ongoing high rates of pediatric dental surgery in these communities,9,10 there remains a significant uphill climb to curb the epidemic
of ECC.
Our data reveal that most FFVs were performed by pediatric dentists even though the intent was to increase involvement of
generalists. Although pediatric dentists are specially trained to screen infants in their practices, their small numbers cannot meet the
demand for dental homes of the entire preschool population of Manitoba. Therefore, we need to ensure that general dentists
become part of the solution. The MDA tried to emphasize the need for general dentists to participate in the FFV program. Obviously,
additional work is required. Mentorship and refresher courses with handson experiences in performing infant dental exams would
be useful.13
Despite the fact that generalists may not have seen a large number of infants and toddlers, 129 still reported their activities to the
MDA. Our previous work revealed that others participated in the FFV program, but did not submit tracking forms.11 Sixteen
generalists reported seeing at least 25 children over the evaluation period, and 20 saw at least 20 children. This is remarkable
considering their practices are not focused on pediatric care. These are positive first steps in a longer process to change clinical
practice patterns that support infant and toddler oral health.
An interesting finding was that, although participation in the FFV program meant that dentists provided visits at no charge, many
children using it had dental insurance. This raises the issue of whether the program is reaching those at greatest risk. In reality,
participation may be greater among middle and upperincome groups, which could limit the number of opportunities for less
fortunate children.14 Insurers may be interested in the promotion of early visits, which can reduce the need for restorative and
emergency care, therefore reducing dentalrelated costs among children.15 However, 1568 children without insurance received
FFVs, and the map of Winnipeg suggests that children in disadvantaged neighbourhoods have participated.
It is also possible that the program's promotional materials are geared toward middle and upperincome groups or that lower

income groups may not be familiar with the program as their overall dental awareness may be limited. The FFV entails two
concepts: promoting first dental visits and making these first visits free. One wonders whether the MDA should focus on promoting a
first visit; then, for families who have no means to pay for care, dentists can decide to provide this initial visit to children at no cost.
This evaluation project is not without limitations. First, only offices participating and submitting tracking forms were analyzed. This
underestimates the true participation rate. It is likely that dentists are participating, but find that completing tracking forms is time
consuming and, therefore, they do not report to the MDA.11 Another limitation relates to the tracking form itself, which only collected
limited information about children and offices. It would have been useful to have asked about the type of insurance children
qualified for (e.g. private insurance or government sponsored dental benefits such as Provincial Employment and Income
Assistance/Social Assistance, NonInsured Health Benefits from First Nations and Inuit Health Branch, or Interim Federal Health for
government sponsored refugees). Information on the extent of decay also would have been useful to distinguish between children
presenting with mild or severe ECC.
This evaluation is part of a larger mixedmethods evaluation of the FFV program that involves a survey of general and pediatric
dentists as well as focus groups of dentists and parents.11 Knowledgeexchange activities with the MDA and the profession have
occurred. All of this information will assist the MDA and other decisionmakers across Manitoba to determine the impact of the FFV
program and how best to improve early access to oral health care to reduce the incidence of severe caries in young children.
Future evaluations could explore whether the FFV program is associated with a reduction in the number of dental surgeries for
severe ECC and whether the initiative leads to better and sustained access to dental care for preschool children.
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