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CHRISTIAN DENTIST'S OATH 

 

With gratitude to God, faith in Christ Jesus, and dependence on the Holy Spirit, I publicly 
profess my intent to practice dentistry according to the highest Biblical and professional 
standards for the glory of God.  

With humility, I will seek to increase my skills, and I will respect those who teach me and 
who broaden my knowledge. In turn, I will freely impart my knowledge and wisdom to 
others.  

 
With God's help, I will love those who come to me for healing and comfort. I will honor 
and care for each patient as a person made in the image of God, striving to put aside 
selfish interests.  

With God's guidance, I will endeavor to be a good steward of my skills and of society's 
resources. I will convey God's love in my relationships with family, friends, and 
community. I will aspire to reflect God's loving kindness in caring for those in need.  

With God's grace, I will live according to this profession.  

 
Approved by the CMDA House of Delegates  
May 3, 1991. Chicago, Illinois. 
Revised and approved by the CMDA House of Delegates 
June 11, 2003. Schroon Lake, New York.  

 
 
 
 

 



 

 

4 

4 

COMPASSIONATE DENTAL CARE 
 

Compassionate dental care is perhaps the most powerful medium available in missions today to demonstrate 
Christ’s love in the context of community evangelism.   
 
That is a strong statement! We say this because of the fear factor traditionally associated with dentistry worldwide. 
People everywhere reluctantly go to the dentist carrying with them varying levels of apprehension and fear. This 
fear factor is particularly unique to dentistry and offers you a great opportunity to show compassion. Take this fear 
factor seriously! Seek to constantly practice the Ten Commandments of Dental Care. By so doing, you will 
effectively express your Christian compassion. 
 
The compassion of Christ is the force that drives us. Expressed through your loving care, it presents a powerful 
testimony of Christ’s love! When patients experience God’s love, they are more interested in knowing the God that 
we represent and serve. 
 

 
 

The dental procedures you perform for patients will likely last for years. Compare this to a medical mission. 
Diagnosis of a medical problem generally needs medications that will not be available to patients for various 
reasons. Minor illnesses may be treated, only to return again. Dental procedures generally take more time 
for the provider and patient, allowing you to build a relationship with your patient and also gain credibility. 
You are paying attention to your patient’s comfort, allowing your patient to relax and trust you. There are 
so many ways this dental ministry will allow the love of Christ to flow through you to your patient. You will 
be the vessel Christ can use to touch your patient’s heart. 

 
 

AUTHORITY TO PRACTICE 
 
Passing this course does not make you a leagally, licensed practioner in any country. Great care and 
consideration must be given to where and how you will practice your skills. 
 
 In the village… 
     You may need to become settled in a community and make some key friends before attempting to provide dental 
care ministry.  We recommend that you interact with village authorities (or health officials if applicable) that are 
responsible over your locality. You are less likely to run into opposition seeking authorization from them than from 
regional/national authorities.  Locals know you and will directly benefit from your ministry as you serve them and 
their families. Having them behind you will usually suffice.  If this is too difficult or awkward, then try to relate 
indirectly with them through a local pastor.  The pastor can approach officials on your behalf explaining how 
blessed the community would be by your care. It is critical that you do not provide dental services in such a way 
that would take business away from the nationals (local licensed dentists). Nor should you charge for your 
services.  Although it may not be possible to utilize your dental skills in every locality, you would be surprised at 
how many areas you can if you go about it in the proper way. 
 
In the city… 
     It would be ideal if you could associate yourself with an organization already providing medical care. Contact 
other mission organizations working in your city and let them know what you would like to do.  It is very likely that 
they already do or have tried to provide medical ministry and should be able to advise you.  In any event, I would 
not contact the national or regional authorities.  The easiest thing for them to do is refuse you. Even in a large 
city, you can often operate on a low profile basis provided you focus exclusively on the needy, do not make waves 
with the local practitioners and do not charge for your services.  This is best done under the covering of local 
pastors.  They are a good defense before authorities should problems arise.   Be aware of these issues.  Make it a 
priority to develop good relationships with village or neighborhood leaders.  Offer your services to these families 
without reserve.   They will appreciate it and be more inclined to help you.  Your ministry may depend on their 
support.  
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Trust God… 
     If God wills this for you, trust Him to open the path before you.   He can open a way where there is none! 
    
 
.   

BEING A RESPONSIBLE HEALTH CARE PROVIDER 
 
    As a health care provider, you carry a great responsibility. You should refer all cases beyond your training to a 
dentist or physician. In the case of a severe dental infection, do all you can to see that your patient gets the 
appropriate and timely help that is needed. This may cost you both time and money; but it also may save your 
patient’s life.   
     We encourage you to establish a working relationship with a local dentist.  Go visit a local dentist and bring him 
a gift of dental supplies. Be a blessing to him! You might ask the local dentist to work with you, paying him for his 
time.  Ask if you may refer more complicated treatments to his practice. In this way, you are informing the dentist 
you are there only to do simple procedures for the poor. He may, in turn, benefit from your work. Ask how much he 
charges for an extraction and arrange to pay if you need to refer patients to him. Don’t put a local dentist in the 
position of taking care of your patients after you are gone.   Make arrangements with a local dentist for follow-up 
care needed, you will not be welcome back in the future if you don’t. 
     The act of love you perform in caring for your patients in this manner will be greatly appreciated by them. It will 
be seen as a further expression of your love and concern. Furthermore, this will result in greater respect among 
local officials and health providers. You will be perceived as a compassionate team player that knows their limits; 
one who cares for their patients and appreciates the services of the other members of the health care team. This 
attitude will go far in opening doors for you to practice dental care ministry.   
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P R I O R I T I E S 
 
1. Compassion   
 

 
IT IS NOT WHAT WE DO, BUT HOW WE DO IT THAT MATTERS! 
 

But when He saw the multitudes, 
He was moved with compassion for them…  Matthew 9:36 

 
My little children let us not love in word or in tongue, 

but in deed and in truth.     I John 3:18 
 
 
2. Safety 
 
There are certain hazards associated with performing dentistry that must be avoided at all cost.  For example, cross-
contamination resulting in a serious medical condition, eye injuries, puncture wounds, unnecessary pain, 
psychological trauma and medical emergencies. Compassionate care means safety is of first importance.   
 
3. Professionalism 
 
Professionalism is very important in building trust and confidence of the community. Appropriate demeanor for 
dental care providers involves being courteous, communicating clearly, good administrative practices and 
maintaining a good appearance (hygiene, dress, grooming, dentition, breath). It includes working compassionately, 
safely and with technical quality. Your clinical environment can be enhanced through use of clean coverings and 
orderliness. It also includes staying abreast of current dental knowledge. Maintaining a professional demeaner and 
atmosphere is of utmost importance. 
 
4. Technical Quality 
 
You are called to do all as unto the Lord.  You must endeavor to perform clinical procedures to a high standard with 
the least possible discomfort to your patient.  Because compassionate care is your highest priority, there will be times 
when you must compromise technical quality for patient comfort, particularly with children (to complete a procedure 
quickly).   
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THE TEN COMMANDMENTS OF COMPASSIONATE DENTAL CARE 
 
 
Compassion is more than a word, but a vital concept that needs to be expressed in a concrete way. In order to help 
us effectively express and evaluate our compassion, we endeavor, through God’s grace, to follow these Ten 
Commandments.  
 

I 
THOU SHALT desire healing for the whole person.  Endeavor to lead your patients to the Great Physician. 
 

II 
THOU SHALT make every dental visit as pleasant as possible. This will motivate your patients to return for the 
future care that they need. And as you become more acquainted, opportunities to share your faith can result. 
 

III 
THOU SHALT communicate.  Do not do anything without first informing your patients and explaining carefully 
what you are going to do, especially when it might be uncomfortable.  Tell them what they may feel and reassure 
them 
 

IV 
THOU SHALT inform your patients that they are in control. They should be able to stop you at any time and 
understand how to do so..   
 

V 
THOU SHALT treat your patients gently and slowly. If you proceed slowly, manipulating the tissues gently, they 
will sense your concern and relax.  

 
VI 

THOU SHALT NOT embarrass or humiliate your patients when counseling them since most dental diseases are due 
to ignorance or neglect.  
 

VII 
THOU SHALT be truthful, especially with children. Once trust is lost, it is very difficult to regain.   
 

VIII 
THOU SHALT NOT allow yourself to be rushed. If there are more patients than you can handle compassionately, 
then reschedule, refer, and if necessary restructure your program. We can never meet all the needs. Endeavor to 
provide loving and gentle care to those you can  
 

IX 
THOU SHALT watch for tension. When your patient is tense, stop and talk.  Provide assurance.  

 
X 

THOU SHALT constantly remind yourself that you are working on a person. and not merely on teeth. Teeth are 
attached to a person who has feelings and fears.   
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IN SUMMARY: 
 

1. Communicate everything. Always treat your patient gently and slowly.  
2. Never embarrass your patient.  
3. Be truthful 
4. Never rush 
5. Watch your patient for tension.  
6. Establish a signal to tell you if/when the patient wants you to stop. For example, raising a hand. When they 

do signal you, stop and talk with them.  This will help them relax and know that they are in control.   
7. Do what you can to lessen any discomfort  
8. Always keep in mind you are treating “a person”. 

 
In Matthew 25:45 Jesus said: 
 

“When you refused to help the least of these my brothers, you were refusing help to me.” 
       
 
 

Treat every patient as though you are treating Jesu s Christ  
himself!  
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INFECTION CONTROL GUIDELINES / SAFETY 
 

Refer also to “Where There Is No Dentist”.  
 
     The procedures for effective infection control are critical to the delivery of safe dental care. Infection control is 
complex, yet quite simple.   Apply these procedures in order to protect yourself and your patient from 
communicable diseases. Since there is no possible way of knowing with certainty who is a carrier of disease, 
all patients are treated as though they are carriers. This is known as Universal Safety Precautions or USP’s.  
 
     In order to assess yourself properly, you need to think through all of your actions. It is a fact that pathogenic 
organisms cannot be seen.  You must always imagine their presence. (Remember, gloved hands contaminate 
everything the touch.) 
 
     Infection control procedures consist of hand washing or using hand sanitizer, wearing gloves, eye protection and 
masks, disinfecting surfaces, chemical disinfection and heat sterilization of instruments.  The success of infection 
control requires the strict adherence to infection control protocol, which basically means to have a systematic way 
of doing things.  
 

 
DISINFECTANTS AND ANTISEPTICS 

 
Chemical germicides are used everywhere; from the sterilization of medical instruments in hospitals to the cleaning 
of household kitchen utensils. They provide a convenient method of inactivating a variety of microorganisms that 
may cause harm. They are divided into three general categories: sterilants, disinfectants and antiseptics.  
 
Sterilants eliminate all microbial life on objects or surfaces, including bacterial spores.  
 
Disinfectants, which can be classified as high-, medium-, or low-level depending on the strength required, kill 
nearly all microbial life on objects or surfaces except for bacterial spores.  
 
Antiseptics are used to inactivate or destroy organisms on skin or living tissue.  
 
 

Applications 
 
Determining which category of germicide to use depends on what is being sterilized and what is available to you.  
For example autoclaving (steam under pressure) or ethylene oxide sterilization may damage certain instruments, so 
chemical germicides must be used. The best method of sterilizing your instruments is steam under pressure using a 
pressure pot. (Kitchen Pressure cooker)  Chemical disinfectant is the next choice, if steam under pressure method is 
unavailable or impractible.  The best product we have found for this is Rely-On. 
 
Surfaces may be wiped down with chemical disinfectant or a mild bleach and water solution. 
 
Note: Any instruments that come into contact with blood should be sterilized with steam under pressure. 
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The Cold Sterilization Procedure 
 

Materials: 3 containers, toothbrush to scrub instruments, Rely-On, water, cloth towel, and a timer. (utility gloves 
are optional) 
 
1.  The first container will be filled with water.  
2.  The second container will be filled with a 3% Rely-On solution.  
3.  The third container will be filled with water.  
4.  A towel will be placed near the third container. 
 
The procedure: 

1. Dirty instruments are placed in the first container.  
2. Dirty instruments are scrubbed with a toothbrush and then placed in Rely-On solution for 10 minutes. (Set 

a timer) 
3. At the end of 10 minutes, clean instruments are rinsed in third container then placed on towel to dry. 
4. Any surface touched with “dirty” gloves is to be wiped with Rely-On or Bleach solution. 

 
Note: When Rely-On loses its color, it must be replaced. It is not longer effective when the yellow color is 
gone. 

 
RelyOn High-Level Disinfectant 

  
A unique powder product for the safe and rapid disinfection of surfaces and equipment in a wide variety of 
situations.  
 
Dissolved in water for use, providing a safe working solution with a faint lemon odor.  
 
Has proven efficacy against bacteria (including mycobacterium), viruses, spores and fungi in a variety of 
independent tests using different protocols. 
 
Compatibility 
RelyOn is compatible with a wide range of materials including stainless steel, plastics and rubber. For specific 
materials, please consult your distributor or Antec International. 
 
Storage and Shelf life: 
Store in cool, humidity controlled conditions. 
Shelf life is 3 years from date of manufacture. 
Container must be tightly re-sealed to preserve integrity of powder. 
RelyOn 3% solutions are stable for 7 days but should be discarded when the yellow color fades. 
 
Certification 
Product is registered in accordance with the requirements of the Medical Devices Directive, (93/42/EEC) as a 
Medical Device. RelyOn is a registered trademark of DuPont. 
 
For more information:  See www.antechh.com or www.buyrelyonhere.com or www.americansaferoom.com  
 
Dupont is the current manufacturer. 
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Frequently Asked Questions 
 

How long should the solution be used?  
 
When it is freshly made up, 3% RelyOn solution should be stable for 1 week. If the solution should lose color 
within the intervening 7 days the solution must be replaced immediately. 
 
Keep in mind, if you are not mixing the powder with sterile water, your solution will have a short life. This is 
especially true when using local water, Rely-On will be busy killing all the bacteria in the water and will probably 
loose its color very quickly! 
 
 
What is the powder’s shelf life?  
 
Stored correctly the powder is stable for at least 3 years from manufacture. The expiration date on the label states 
this clearly.  
 
How long can metals be left in RelyOn?  
 
The original work carried out with RelyOn and metal instruments used brand new instruments of a very high 
quality. Against these RelyOn had very little or no corrosive effect. 
 
In the real world, however, RelyOn will often be used on old and/or damaged instruments or instruments where the 
plating or surfacing has been partially removed. Considerable research has been done to study Rely-on’s effect on 
instruments.  The result being if used correctly, RelyOn will not damage instruments. 
 
We recommend that instruments are not left in RelyOn for more than 10 minutes - RelyOn unique formulation 
makes its microbiologically effective at this timescale. 
  
How do I make up a 3% solution? 
 
A 3% solution is 3 parts RelyOn to 100 parts of water. 
 
The simplest way to make this up is to use 10 grams of RelyOn powder per litre of warm water. (You can of course 
use cold water but it will take longer for the powder to dissolve). Do not use hot water (greater than 40oC). This is 
equivalent to 1 tablespoonful (Tbsp) in 1 pint (480ml) of water. 
On adding the powder to the water stir the solution and wait for all the components to dissolve and for the powder 
to be a clear, yellow solution. In a very hard water area the surfactant flakes (white) can take longer to dissolve than 
the other components. 
 
Does RelyOn kill TB? 
 
Yes, RelyOn does kill TB - Dr Cutler at St Andrews Hospital in London has produced data on this that have been 
submitted to journals for publication. 
 
Can I cold sterilize with RelyOn?  
 
Sterilization is the killing of all organisms present including all spores. While RelyOn, hypochlorite and the 
aldehydes can deliver extremely high level disinfection (greater than 99.999% kill) it is becoming increasing 
accepted that you cannot sterilize with cold liquids - this is a combination of the discovery of pathogens said to be 
resistant to the aldehydes plus a switch from chemical to physical sterilization methods whenever they are 
available. Only a (properly-maintained) autoclave, ethylene oxide treatment or gamma irradiation can guarantee 
sterilization 
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What special precautions or clothing do I need when using RelyOn?  
 
In a word, none. Obviously the powder should not be inhaled or allowed or come into contact with the eye - if it is 
it should be immediately rinsed out with water. Similarly, powder on the skin should be rinsed off with water. 
 
RelyOn solution is non-irritant to skin and eyes therefore goggles and gloves are not required (although, of course, 
gloves should be worn in any infection control situation). RelyOn does not have a toxic vapor phase therefore 
extraction/ventilation equipment is not required. 
 
Brand Name:  DuPont ™ RelyOn™ Multi-Purpose Disinfectant Cleaner 
DuPont Chemical Solutions Enterprise 
1007 Market Street 
Wilmington, DE    19898 
 
Product Information: 1-800-441-7515         Outside the US:    302-774-1000 
Medical Emergency: 1-800-441-3637         Outside the US: 302-774-1000 
 
 

Order from:  American Safe Room Inc 
868 Murdock Dr. POB 255  Oakland OR97462 

info@americansaferoom.com             www.americansaferoom.com. 
Tel: 541-459-1806      Fax: 503-212-6695 

  

  
 

HEAT STERILIZATION 
 
Heat sterilization is recommended for critical devices that enter sterile areas of the body or protrude into the blood 
barrier (come in contact with blood), such as with scaling procedures.  Follow the guidelines in “Where There Is No 
Dentist”. This is generally at least 20 minutes under pressure (in a pressure pot.) Once sterilization is complete, 
wait for pressure to normalize*, drain, and place instruments on a clean towel. Pat dry.  Never leave wet.  At higher 
elevations, increase sterilization time 1 min. for each 1000’ in elevation.  
 
*Pouring cool/cold water over the outside of the pot will cool it more quickly.  
 
 

CLINIC PREPARATION 
 
     The clinical environment needs to be carefully prepared prior to any procedure. The operative instruments can 
be placed either on a tray or disposable surface (ie. Paper). The working environment should always be kept clean, 
orderly and uncluttered.  Such an environment, coupled with regular hand washing or hand sanitizing in the 
presence of the patient, promotes patient confidence, peace of mind, and respect for the clinician.  
 

Protocol 
  

* Wash hands or use hand sanitizer thoroughly before each procedure in full view of your patients.   
 
*  Prior to gloving, turn on and adjust your headlight. Put on your facemask and safety glasses. Place safety glasses 
on your patient. 
  
* Once gloved, only instruments in contact with the mouth should be touched. Other items are accessed with the 
transfer pliers.  
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* Anything touched with a gloved hand is now contaminated and must be disinfected. (Meaning: with gloved 
hands do not adjust your facemask, touch any part of your body, move chairs, adjust your light, etc.) 
 

At the completion of procedure 
 
* Safely dispose of any disposables.  
 
* Soak and scrub all instruments. 
.  
 *Place instruments in Rely-ON disinfectant solution for 10 minutes.  

  
*Any instruments that came in contact with blood are preferably sterilized with steam under pressure. 
 
* Any contaminated items (light, bottles, scoop, etc), must be wiped with disinfectant solution. (Rely-On or bleach 
solution) 
 
* Unglove Properly.  Take hold of one glove near the cuff and pull nearly off your fingers. Next grasp the other 
glove with your fingertips (that are still covered) and pull off the other glove. Never touch the contaminated (dirty) 
part of the glove with your bare hands. Either throw them away or invert them and place on paper if you will be 
regloving for the same patient. 
 
* Wash hands.   
 
Following these infection control procedures will avoid cross-contamination which can result in serious medical 
conditions for either yourself or your patient. 

MISCELLANEOUS 
 
 
* You should not practice while ill. This is not only to avoid infecting your patients; but also to insure a high 
standard of care (since you are not at your best when ill). 
 
* Items that fall on the floor should be left there until the end of the procedure. 
 
 
* If you have open wounds on your hands, postpone treatment until healed.  If not possible, bandage and double 
glove for each patient. 
 
 
* If you are short on gloves, they can be re-used provided you clean them well and soak in mild bleach solution 
overnight.  Do not re-use if blood contaminated.   
 
* Utility gloves may be worn when cleaning instruments and using bleach. 
 
* You and your patients must wear safety glasses to protect against accidental injury from sharp instruments and 
airborne debris.  
 
* For puncture injuries or blood in the eye: see “Exposure to Blood” guide (WTND: Where There is NO Dentist). 
Prevent puncture injuries by always using a finger rest anticipating that an instrument will slip when you least 
expect it. 
 
* Masks are important in protecting both the operator and patient from air-born pathogens as well as mouth odors.  
However, in hot / humid climates, it may be impractical for operators wearing glasses due to fogging. 
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Household Bleach  
 
Follow instructions in “Where There Is No Dentist.”  Do not breath bleach fumes as they are said to be 
carcinogenic.  Use with good ventilation and change solution daily.  Caution with metal instruments and certain 
plastics, as bleach can damage these.  Bleach is inexpensive and available almost everywhere.  

 
  

DENTAL DEFINITIONS  
 

Abscess- infection trapped in an area 
Avulsed teeth- knocked out teeth (replace in socket ASAP, rinse with sterile water only if dirty, store in milk if 
cannot replace immediately.) 
Buccal- near cheek 
Distal- away from middle of body 
Facial- near face 
Fistula- passage way allowing drainage of an abcess 
Gingiva- pink mucosa covering bone 
Gingivitis-inflamed gingiva 
Labial-close to lips 
Lingual- near tongue 
Mandible- lower jaw 
Maxilla- upper jaw 
Mesial- toward middle of body 
Palatial- near upper palatte 
Periodontal disease- Bone loss, inflamed gingival (loose teeth) 
Periodontitus- bone loss 
Soft Palate- rear of upper hard palate (gag reflex if touched) 
 
 

 
EXAMINATION DIAGNOSIS AND TREATMENT  

 
Your references are Where There is No Dentist (WTND) chapters 6 and 7.  
 
A dental chart should be completed for every patient. It is a legal document as well as a practical tool.  The chart is 
your guide to help insure that you examine, diagnose, and document in a systematic way and do not forget any of 
the important steps.  It will enable you to establish a baseline by which you can monitor patient progress towards 
oral health goals. It will quickly direct you to what needs to be done at the next appointment. Finally, it shows 
professionalism before your patients and local health authorities. 
 
 
 
 
The dental chart is divided into five sections: medical history, dental history, dental examination, treatment, and 
comments.   
 
1. A medical history should be taken before all procedures. Observe if your patient is obviously not healthy or 
seems stressed. Your medical notes will help you deal with medically compromised patients. The chart itself will 
guide you through the history.  Be prepared to take blood pressure.  
 
2. The Dental history is the pertinent dental information disclosed by your patient. Follow the chart, keeping data 
simple and to the point.    
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3. The Dental exam involves the outward observation of the patient along with a clinical evaluation of the mouth 
using your eyes and hands.  
 
Examine the… 
 
* Overall outward appearance for swelling and malaise (feeling ill)          
* Oral soft tissues for infection and abnormalities  
* Gingival and periodontal health   
* Teeth for mobility and caries; note caries on the dental chart  
 
4. The treatment record records prescribed and completed treatment.  
 
5. Important comments are recorded, as they are needed. 
 

Treatment Plan 
 
 
The treatment plan is your guide to the treatment that you will provide.  This will depend on the particular needs 
and desires of your patient.  We recommend the following treatment sequence.   
 
 
1. Examination / Cancer screen (initial or recall)         
2. Chief complaint (diagnosis, case presentation, treatment if indicated)  
3. O.H.I………………………………………………………...routinely 
4. Fluoride ……………………………………………………..if indicated  
5. Scaling. ………………………………………………………if indicated  
6. Restorations / Sealants ……………………………………....if indicated 
7. Recall exams  (6-12 mo)……………………………………...routinely 
 
Recall exams are important to the future dental health of your patient.  Try to instill its importance.  If you succeed 
in providing a relatively pleasant dental experience, you should not have difficulty getting them to return for regular 
checks.  

 
 
 



 

 

16 

16 

SOURCES OF ORAL PAIN 
 
1. Pulpal    (Pulpitis)    
                                     
2. Periodontal    
 
3. Other       Some atypical problems require extensive diagnostic skills,    
                                  expertise and time. These should be referred.  
 
 

PULPAL CONDITIONS    85-90% frequency 
 

Periapical (surround apex/root tip) inflammation (most common)  
Signs and symptoms:  Swelling, fustula, percussion pain, chewing pain, pain wakens them at night, sensitive to cold 
and pain does not go away quickly (test by tapping with mirror handle, holding ice on teeth) 
Possible causes: Irreversible pulpitis (WTND87), periodontitis, and trauma. 
Possible sources of trauma: clenching, grinding, traumatic occlusion (possibly due to bone loss from periodontitis), 
high filling, a blow or injury to the mouth/teeth.   
 
Note: you are not trained to treat this condition. This tooth will need either endodontic treatment or 
extraction. This patient must be referred. 
 

 
PERIODONTAL CONDITIONS     5-15% frequency 

 
 
Gingivitis-Periodontitis  (most common) WTND50-52, 95,96 
Pericoronitis (surround crown inflammation) WTND94   common 
Gingival Recession / Hypersensitive Dentin  (see below) common 
A.N.U.G. WTND96-97, 115 less common  
Gingival and Periodontal Abscess   less common 

 
 

OTHER CONDITIONS    0-5% frequency 
 
Canker, cold sores WTND98-100 common 
Surgical complications from extractions or other surgery WTND159 common 
Sinusitis WTND89 less common  
Salivary Gland Inflammation WTND113 less common 
Trauma WTND90-92, 102-107 less common 
Heterotopic pain (referred) less common 
Myofacial-Neuropathic-Vascular-Cardiac-Psychogenic uncommon 
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Plaque is soft white and sticky. It is made mainly of bacteria.  Plaque is the main cause of tooth decay and gum 
disease. Sweets and sugar causes plaque to grow very quickly. 
 
Calculus is formed when plaque stays long periods of time in one spot. Calculus is light yellow, hard and stains 
dark. 
 
Note: Depending on the severity of the periodontal condition, cleaning the patient’s teeth may help. Patient 
will need to keep brushing and flossing.  
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DIAGNOSIS AND MANAGEMENT OF ACUTE INFECTIONS  
OF THE ORAL AND PARAORAL TISSUES  

See Pages 55 - 59  
 

 
ORAL CANCER SCREENING 

 
Oral cancers are one of the most frequent cancers in the developing countries.  When they are discovered early, 
there is a good chance of survival.  Oral cancer is very deadly. As a dental care provider, you will have a good 
opportunity to discover early lesions, with the potential to help save lives.  
 
Two important things to know about oral cancer 
1.  It is largely preventable. 
2.  It must be identified early.  
 
Patients with small cancers less than 2cm in diameter have a 5-year survival rate of 76% if the cancer is removed.  
If the lesion is greater than 2 cm only 19% (or fewer than one in five) will survive for 5 years.  So, it is vitally  
important to identify cancer early! 
 
The primary sites for cancers are the lips and tongue; however it can form anywhere in the mouth. 
Oral cancers may take on many appearances.  You need to become comfortable recognizing healthy oral tissues.  
Once you know what normal is, you will easily notice abnormalities.   
 
The most common appearances of cancers are: 
 
* Ulcers. (Present for more then two weeks)  
* Red lesions (patch):  These are potentially the most dangerous oral mucosal lesions but occur much less 
frequently than white lesions.  
* White lesions (patch): 1 in 10 undergo malignant change (after being followed for an average of 8 years).  
* Speckled (red and white) patch 
 
Who can recognize these signs? Anyone that has two eyes and knowledge of what to look for.   All suspicious 
areas need to be biopsied by a professional for a definite diagnosis. 
 
Small cancers usually are not painful and don’t look like cancers at all. They only look slightly different from 
normal.  Not all red and white lesions are significant.  It may simply represent a short-term change in the thickness 
of the mucosa.  Thicker than normal appears white, and thinner than normal appears red.  
 
The mouth is symmetrical about the midline. Thus, it is quite easy to check if something is abnormal by comparison 
with a similar position on the opposite side of the mouth. 
  
It is important to notice areas that are different from normal because these areas are more likely to continue to 
change than other areas. Hence they are potential oral cancer sites. 
  
The red lesions are more likely to change to a cancer than the white lesions but both should be investigated.  
 
Swellings and particularly ulcers occur frequently in the mouth and the dental therapist should be able to determine 
which require further investigation and which are benign.  Most can be diagnosed from a medical history and 
clinical examination.  
 
The most common causes of ulcers, swellings and lumps are trauma, infection and tumor. The most common cause 
of swelling is infection  (usually near a badly decayed tooth or a partially erupted wisdom tooth.)  
The most common ulcers are the canker and cold sores. The most common benign lump is the Tori.  Tori are bony 
protrusions (hard lumps, sometimes quite large) located either at the center of the maxillary palate or on the 
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mandible on the lingual of the premolar areas.  They are quite common and of no concern.  Any of these which 
cannot be identified or which have no obvious cause should be carefully watched for two weeks or immediately 
sent for further investigation. 
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The Exam 
 
It is best to examine the mouth systematically (the same way every time).  Start with the top of the tongue, the 
sides, then under the tongue and floor of the mouth. Then check the hard and soft palate, the upper and lower 
vestibules of both right and left sides.  Check the lips. You can lift and move the tongue with a piece of gauze for 
better visibility.  
 
Managing a patient with a lump/swelling /ulcer in the mouth: 
 
1. Take a medical history  
2. How many days has the problem been present? (oral ulcerations of traumatic or viral origin will normally last 7-
10 days).  
3. Is it growing?  
4. Is it painful?  Non-painful lumps (not Tori) or ulcers that have been present for more than 2 weeks should be 
investigated     
 
One way of identifying small early oral carcinomas is to refer all patients with suspicious oral lesions (that have 
been present for 2 weeks or more (especially with no obvious explanations) for biopsy, especially the over 40 years 
old age group.   
 
The primary causative habits that lead to oral cancer are tobacco use (both smoking and chewing) and alcohol use.  
The risks are even greater when both exist simultaneously.  Patients over 40 years old are also higher risk.    
 
Diet and malnutrition play an important role as well.  
 
Counsel your patients to change their lifestyles appropriately.   
 

 
Case Presentation 

 
After you have completed your examination and diagnosis, it is time to discuss your findings with your patient.  
This is referred to as case presentation.    
 
1.  Explain your findings without inferring neglect, even if it is obvious.  
 
2.  Present all the possible treatment options in dealing with the present condition. Remember that no treatment is 
always a choice, however unwise it may seem to you. Allow your patient the freedom to make that choice.  
 
3.  Offer advice without imposing, i.e. recognize the right of the patient to accept or reject your advice. All advice 
should be given in a gentle, non-judgmental way. 
 
4. Provide the patient with a clear explanation of the possible consequences of each choice. 
 
5. Record the patient’s choice of treatment.  You must always receive the consent of the patient before initiating 
any treatment.  For a child patient obtain their parent/guardian consent.    
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GENERAL CLINIC SAFETY 
 
Some hazards that patients face in the dental clinic: 
 
a) Cross-contamination resulting in a serious medical condition.  
 
b) Eye injuries.  
 
c) Puncture wounds due to improper handling of sharp instruments.   
 
d) Unnecessary pain due to poor operator technique.  
 
e) Medical emergencies caused by:  
 
* Failure to perform an adequate medical history 
* Stress induced procedures 
* Bleeding 
* Falling off an unstable table 
* Fainting and falling 
* Swallowing or inhaling a foreign object 
* Allergic or toxic reaction to a medication provided.     
 
f) Psychological trauma 
 
 

PREVENTING INJURIES 
 
Prevent puncture wounds by handling sharp instruments with great caution.  Always use a finger rest and 
anticipate that the instrument will slip when you least expect it to.  
   
You can prevent unnecessary pain by paying close attention to your technique, especially when excavating decay 
and scaling.  Always be watching your patient’s facial expressions and hands. Be gentle when manipulating the lips 
and cheeks.  Be especially careful that while you are focused on one thing that you are not unknowingly and 
simultaneously impinging on the tissues elsewhere.  This is very easy to do especially when you are excavating, 
removing enamel, drilling or scaling.  
 
You can avoid most medical emergencies by performing adequate medical histories. To reduce stress, help your 
patients relax at all times.   
 
Insure that the patient table is strong and stable.   
 
Do not let elderly or pregnant patients get up too quickly from lying down.  The blood flow to the brain can be 
reduced with subsequent fainting.  Watch these patients closely!  If they appear dizzy, make them sit down, rest and 
if needed place their head between their knees (or lower than their feet if lying down). 
 
To avoid airway obstruction or swallowing tie dental floss to all mouth blocks and leave the ends sticking out the 
corner of the mouth. Exercise great care with any object that might fall in the back of the throat. You may place a 
2x2 in the mouth to catch debris.  Ideally learn how to use the rubber dam technique.  
 
Know the contraindications and dangers of any medications that you might provide. If you should provide 
antibiotics, give only oral medications and observe the patient for 30 minutes before dismissal.  Be prepared for any 
medical emergency by being thoroughly familiar with your medical evaluation notes and keep them handy.  
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Be especially gentle with children.  Always be truthful with them.  Inappropriate handling of children can cause 
psychological problems affecting future visits with serious consequences to their long-term oral health. Make the 
first “visit/experience” as pleasant as possible.  Don’t try to do too much. 
 
Dislocated Jaw (Jaw stuck/locked open): This may happen after lengthy dental procedures especially if the 
patient has had their jaw wide open for a long time.  Have the patient sit with the back of their head resting against 
a wall, on the floor or have someone support the back of their head. Your thumbs are placed on jawbone outside the 
lower molars with your fingers on the outside of the lower jaw. You may want to wrap your thumbs with cotton to 
protect them when the jaw closes. Have the patient relax as best they can.  Pull the mandible forward then press 
downward and backwards with a strong, firm, quick movement. 
 

 
 

Teeth 
 
Introduction 
 
Normally, a human receives two sets of teeth during a lifetime. The first to erupt are 20 “baby” teeth 
(deciduous/primary). The second set is 32 adult “permanent teeth”. In each quadrant (1/4 of the mouth), there are 8 
permanent teeth: 2 Incisors, 1 Cuspid (Canine), 2 Bicuspids (Premolars) and 3 Molars.  The tooth positioned 
immediately adjacent to the midline is the Central Incisor, so called because it occupies a central location in the 
arch. To the side of the Central Incisor is the Lateral incisor. Next is the Cuspid, then the 2 Bicuspids (the First 
Bicuspid, followed by the Second Bicuspid). The last teeth are 3 Molars. After the Second Bicuspid comes the 
First Molar , followed by the Second Molar, followed by the Third Molar  or more commonly called the “wisdom 
tooth.” Another method of describing the location of teeth is to refer to them as anterior or posterior teeth. Anterior 
teeth are those located in the front of the mouth (the incisors and the cuspids.) Normally, these are the teeth that are 
visible when a person smiles. The posterior teeth are those located in the back of the mouth (the bicuspids and 
molars.) Unlike the primary teeth, permanent teeth are not replaced and are the final set of teeth. 
 
 
 
Anatomical Structure 
 
Every tooth consists of a crown, the visible part of the tooth and one or more roots embedded in the jaw. The 
junction between the crown and the root is called the neck of the tooth. Anatomically, the tooth has three layers 
(Figure 2.1). The outermost layer enamel, which is mainly inorganic, is the hardest substance in the body. The 
second layer dentine makes the bulk of the tooth. It is mainly organic and therefore has the ability to repair itself 
(to some extent.) The innermost layer is the pulp, which is composed of connective tissues, nerves and blood 
vessels. The nerves and blood vessels enter the root apex through the apical foramina and pass up the root canal 
into the pulp chamber. Special cells in the pulp help in the formation of dentine. The blood vessels supply 
nutrients to the pulp and dentine.  The pulp has sensory and defensive functions as well. A protective covering 
called the cementum covers the root of the tooth.  
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      Longitudinal section of a tooth 
Primary Teeth 
The primary teeth (also known as deciduous teeth, baby teeth or milk teeth) consist of 20 teeth, 5 in each quadrant. 
There are 2 Incisors (Central and Lateral), 1 Cuspid  and 2 Molars (First and Second). The incisors and cuspids 
are single rooted. The upper molars have three roots while the lower molars have 2 roots. 
 
Morphology  
Primary teeth are smaller than permanent teeth, except primary molars. The anterior teeth are more cup-shaped 
while the molars have a squat appearance. Enamel is thinner and more even in thickness, giving primary teeth a 
whiter appearance. The pulp chambers are relatively larger and the pulp-horns more prominent, which allows decay 
to reach the pulp much more rapidly. The anterior teeth have narrower roots in comparison to the length of the 
crown. The roots of primary molars are longer, slender and flared to accommodate the developing premolars.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Primary teeth 
 

    5  4     3      2       1 
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Eruption and Shedding  
Primary teeth emerge between 6 months and 3 years. The order of emergence is normally central incisors, lateral 
incisors, first primary molar, canine, second primary molar. They are lost naturally by resorption of roots between 6 
and 13 years of age in the following order- central incisors, lateral incisors, canines, first primary molars, and 
second primary molars. This information and the following charts are very important. You will see a “mixed 
dentition” in children and need to know if you are looking at a primary or permanent tooth.  You will also need to 
determine if a child is about to lose a primary tooth or will be retaining it for some time. This will help you 
determine the teeth you need to restore or seal. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Emergence and shedding of primary teeth 

 
 
 
 
 

                 Eruption of Primary teeth        Shedding of Primary teeth 
Tooth Maxilla and Mandible (months) Mandible 

(years) 
Maxilla   
(years) 

Central incisor 6-7 5-7 6-7 
Lateral incisor 7-9 7-8 7-8 

Canine 18-20 9-12 10-12 
First primary molar 12-15 9-11 9-11 

Second primary molar 24-36 10-12 10-12 
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Permanent Teeth 
 

The permanent dentition consists of 32 teeth. Each quadrant has 2 Incisors, (a Central and a Lateral), a 
Canine, 2 Bicuspids/Premolars (first and second) and three Molars (first, second and third). 
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UNIVERSAL NUMBERING SYSTEM 
 
The Universal Numbering System is a simplified method of identifying teeth that is approved by the American 
Dental Association and used by the armed services. This method employs numbers with each tooth designated by a 
separate number from 1 to 32.  When charting, you would refer to a tooth by number rather than the name. Instead 
of referring to the right maxillary third molar, you would refer to tooth No. 1. Each permanent tooth has its own 
number.  

 
 
 
 
 
 
The Primary teeth may use letters or using the corresponding adult tooth numbers circled with a D 
identifies the 20 deciduous (primary/baby) teeth. You would only use #4 through #13 or #20 through #29. 
There are never any deciduous teeth replaced by adult molars! 
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Surfaces of the Teeth 
 
 

 
 
 
 

Occlusal surface: biting surface of molars and premolars 
Incisal edge: biting surface of incisors and canines 
Buccal surface: the outer surface of molars and premolars facing the cheeks 
Labial surface: the outer surface of incisors and canines facing the lips 
Lingual surface: the inner surface of all lower teeth facing the tongue 
Palatal surface: the inner surface of all upper teeth facing the palate 
Proximal surface: surface between two teeth 
Mesial Surface: surface facing towards the midline 
Distal surface: surface facing away from the midline 
Cusp: raised occlusal surfaces of molars and premolars 
Cervical area: surface towards the neck of the tooth 
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Morphology of Permanent Teeth 

 
·  Incisors have flattened chisel–shaped crowns and a single root. The crowns of upper centrals are much 

wider than the lower incisors. The upper laterals have smaller crowns than the upper centrals but larger than the 
lower incisors.  

·  Canines have large conical shaped crowns and a large long root.  
·  The upper first premolars have two cusps of almost equal size, one buccal and one palatal. They may have 

one or two roots, one buccal and one palatal. The lower premolars have two cusps, a larger buccal cusp and a 
smaller lingual cusp. They have a single root.  

·  Upper molars have four cusps, two buccal and two palatal. The lower first molars have five cusps- three 
buccal and two lingual. The second and third molars have four cusps. The upper molars have three roots- one 
disto-buccal, a mesio-buccal and a palatal root. The lower molars have two roots- a mesial and a distal root. 
Third molars vary in size and number of cusps and the roots are usually fused. 

 
 

Eruption of Permanent Teeth 
 

Permanent teeth start developing at birth. Eruption into the mouth begins at about six years of age and is completed 
around 18-25 years of age.  

 
 

Tooth Maxilla  (years) Mandible (years) 
Central incisor 7-8 6-7 
Lateral incisor 8-9 7-8 

Canine 11-12 9-10 
First premolar 10-12 10-12 

Second premolar 11-12 11-12 
First molar 6-7 6-7 

Second molar 12-13 12-13 
Third molar 18-25 18-25 
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Functions of Teeth 
 

1. Mastication: The incisors are used for cutting, the canines for tearing, the premolars for crushing and the molars 
for grinding food 

2. Speech 
3. Aesthetics 
4. Primary teeth have additional functions of holding space for permanent teeth and promoting growth of jaws.  

 

 

 

 

Dental Caries 

What is Dental Caries? 
Dental caries is a common, multifactorial disease of the teeth, which is not amenable to antibiotics. It can affect 
people of all ages and is a main cause of tooth loss.  Although the most common cause of tooth loss is periodontal. 
 
Traditional Caries Model  
The caries process as depicted in the traditional caries model is static (Figure 4.1). According to this, acid is 
produced as a by-product of the metabolism of dietary carbohydrate by plaque bacteria. As a result, the pH on the 
tooth surface drops and calcium and phosphate ions diffuse out of enamel, resulting in demineralization, eventually 
leading to cavitation (development of a hole) of the tooth.  
 

 

PLAQUE 
 

        

                          

         CARIES 

           TOOTH           

 

                SUGAR 
 

 
 
 
                       Traditional caries model 
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Current Concept of the Caries Process 
 
The current concept considers caries as a dynamic and reversible process, characterized by demineralization and 
remineralization occurring over time. Cavitation will occur only if dimineralization predominates. Under favorable 
conditions, with the help of the modifiers, even an incipient lesion can become inactive and arrested. Arrested 
caries has a dark appearance. 
 
Plaque 
Fermentable carbohydrates    demineralization 
 
          
 
                     Sound enamel---------------------------------------------------- Carious enamel 
    
  

(Modifiers) saliva 
          remineralization                 Removal of plaque 

Fluoride, Modified diet 
 

The caries process 
 
 

·  The caries process is a natural phenomenon. 
·  It is a process spread over time. 
·  It does not have to progress. 
·  The rate and whether it actually develops depends on the modifying factors. 
 
 
 

 
Caries Risk 

 
High-risk Groups 
 
·  Malnourished children: malnutrition affects the development of salivary glands and the development of teeth 
·  Socially deprived, especially those with less education and low knowledge about oral care  
·  Some of the wealthy, who have easy access to refined foods and sugar products  
·  Those who snack more frequently on sugary products 
·  Medically compromised/handicapped: inadequate plaque control 

Xerostomia: all patients on medication like antidepressants, antihypertensives and antipsychotics 
                                          radiotherapy in salivary gland region 
                                          Rheumatoid Arthritis 

·  Infants who have prolonged, on-demand breast feeding beyond 24 months or infants who are fed with sugary 
fluids, especially at night 

·  Residents of non-fluoridated water with no fluoride toothpaste or supplements 
·  Clinical evidence: multiband orthodontics (due to stagnation of dental plaque) and partial dentures (increased 

plaque with greater risk of root caries on abutment tooth) 
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Caries risk can change throughout life. 
  
 
 
 
 
 
 
 
 
 
 
                                                    Nursing Bottle Caries in children’s teeth 

 
 
 
 
 
 
 
High-risk Teeth  (in order of susceptibility in permanent dentition) 
 
·  Molars 
·  Premolars  
·  Maxillary incisors and canines 
·  Mandibular incisors and canines 
Erupting teeth are at greater risk as they are below the occlusal level and may be missed when brushing. Therefore, 
children under 9 years of age need their parent’s help to brush such teeth. 
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High-risk Surfaces 
 
a) Pits, grooves and fissures 
b) Interproximal areas 
c) Cervical areas 
 
 
 
 
 
 
 
 
 
 
Decay on occlusal fissures and                 Decay on buccal grooves               Decay on palatal pits  
lingual grooves                                         of lower molars                                        of upper incisors  
  �
 
 
 
 
 
 
 
 
 
 
 Interproximal caries on surfaces              Interproximal caries on   Caries on cervical areas 
 of premolar and molar                             surfaces of anterior teeth   of premolar and molars 
 

High risk surfaces 
 
 

Caries Diagnosis 
Requirements 
·  Good lighting: flash light or bright sunlight 
·  Dry and plaque free teeth: use of cotton rolls and pellets 
·  Blunt probe 
·  Mouth mirror 
·  Sharp eye  
 
Visual/tactile criteria  
1. Opacity or discoloration (chalky white) that is hardly visible on a wet surface but distinctly visible after drying of 

tooth. 
2. Opacity or discoloration (brown or black) is distinctly visible without drying of tooth 
3. Localized enamel breakdown in opaque or discolored enamel and /or a grayish 
    discoloration from the underlying dentine, sticky to explorer. 
4. Obvious cavitation, with soft, discolored dentin. (light to dark brown )  
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You will recognize caries during the oral exam by looking for dark areas or holes in the teeth. Caries will 
appear light to dark brown. The decay will feel “sticky” when you press with the explorer point into the tooth. 
Enamel is the hardest surface of the tooth. Caries starts on this surface and once it gets through the enamel it 
destroys the underlying dentin at a more rapid pace.  This can mean two things as far as your exam is concerned. 
The first being that you may not see a hole through the enamel; but you can see a very dark area through the enamel 
indicating this tooth needs to be restored. The second thing to note is once you start to excavate (remove) the decay 
you may find a much larger area of decay under the enamel than it appeared on your visual examination. In this 
instance, you may find there is only a thin layer of enamel that you will need to remove in order to gain access to 
the decay or it must be removed to prevent fracturing around the restoration when the patient bites down. 
 
* Arrested caries (black and hard), does not indicate pulpal pathology and normally does not need to be restored.  
The patient must be encouraged to keep it clean with fluoridated toothpaste.  
 
*If you find a small spot of decay that has not penetrated the enamel, this may be removed and left open. Do not 
leave rough edges or a hole that will catch plaque and instruct patient to keep it clean. 

 
 
 
 
 
 
 
 
 

Progression and Effect of Dental Caries 
 
Initial lesion is visible as a white spot on the enamel. Continued acid attack changes the surface from smooth to 
rough. Enamel caries is painless. Under unfavorable conditions, as the lesion progresses, pitting and eventually 
cavitation occurs, extending into dentine.  At this stage (dental caries), there is slight pain, especially when eating 
sweet foods. If no treatment is done, pain increases and lasts longer as the cavity approaches the pulp. The initial 
stage of pulpal involvement is called reversible pulpitis.  The patient experiences sensitivity to hot and cold, which 
goes away when the stimulus is removed. Persistent pulpal inflammation leads to irreversible pulpitis, which 
causes spontaneous and persistent pain, which occurs especially at night. Spread of infection from the tooth to the 
periapical tissue results in periapical abscess.  
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                 Enamel caries (restorable w/ART)                Dentin caries (restorable w/ART)  
 
 
 
 
 
 
 
 
 
 
 
 
      
 
               Pulp involved (non-restorable w/ART)                    Periapical abscess (non-restorable w/ART) 

          
 
 
 

Caries Management 
 
Preventive Measures by modifying the causative agents 
 
·  Tooth: make the tooth resistant to acid attack by use of fluorides & sealants  
·  Plaque: remove plaque by brushing with fluoridated toothpaste, twice a day, after meals 
·  Diet: have a nutritious diet with reduced frequency of sugars 
 
 
 
 
Operative Treatment 
 
·  Restoration of teeth: Decayed teeth can be restored up to the reversible pulpitis stage. In case of irreversible 

pulpitis (periapical abscess), root canal treatment is necessary, which requires special training, equipment and 
multiple visits and is expensive.   

·  Extraction of teeth: Badly decayed and broken down teeth or abscessed teeth that cannot be restored (either 
due to extent of damage or unaffordablility) need extractions.   
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INDICATIONS FOR ART TREATMENT 
 
 
 
Most tooth pain is related to pulpitis (inflammation of the pulp).  There are two types of pulpitis that you need to 
know about: reversible and irreversible. The first is an inflamed pulp that has the potential to heal itself if proper 
treatment (such as ART) is provided. The second will not heal regardless of the treatment provided (Endodontic 
treatment may keep the tooth in place).  It is important for you to understand these two states, as it will determine if 
you should fill a tooth, or refer to a dentist.  
 
 

REVERSIBLE PULPITIS   (Indicated for ART) 
 
 

Signs and symptoms:   
* Mild pain of short duration, provoked by sweet, or cold (and sometimes hot) food /drinks.  
* Occasional pain on chewing.  
* Possible presence of a small to moderate size cavity. 
* No history of past pain of the suspected tooth.  
* No spontaneous (unprovoked) pain, or pain on lying down.  
* No percussion sensitivity.  
* There should not be any signs and symptoms of periapical infection such as inflammation (swelling 
approximating the apical area), apical (vertical) mobility, systemic involvement (fever, malaise), trismus (inability 
to open mouth normally) fistulas (areas of draining). 
  

 
 

IRREVERSIBLE PULPITIS  (Indicated for endodontic treatment or extraction) 
 
 

 
* History of previous pain of suspected tooth. 
* Moderate to severe pain; may include throbbing. 
* Pain provoked by stimuli such as cold, hot, or sweets that lingers for several minutes or more.   
* Spontaneous pain (without provocation).   
* Pain on lying down or that interferes with sleep.  
* Chewing pain (moderate).   
* Moderate to large cavity.   
* Fistula adjacent to apical area   ALWAYS CHECK BEFORE RESTORING A LARGE/DEEP CAVITY!  
* Discoloration of crown.  
* Percussion sensitivity.  
 
In addition to the pulpal status, mobile primary or periodontally compromised permanent teeth (moveable or 
depressible by 1 mm or more) need not be filled.  
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GOOD NEWS AND BAD NEWS 
 
Not all signs and symptoms will be present for each case.  The more signs relied upon, the more likely your 
diagnosis will be accurate. 
The bad news:  You often cannot determine with certainty the pulpal status.   
The good news: You cannot do any harm by filling a tooth with irreversible pulpitis.  
 

So, when in doubt, fill . 
 
Be sure you inform your patient if you suspect they may have irreversible pulpitis. If you do not inform them, 
and they have problems, they will believe it was your treatment that injured their tooth. Prevent this by informing 
them of your concern. They may experience some discomfort, if it feels better everyday, that is good news. If the 
discomfort does not go away or continures to get worse, the pulp was infected and the tooth must be extracted or 
have endodontic treatment. 
 
Sinus Infection: A patient may think he has a bad tooth; but in reality it may be a sinus infection. If several teeth 
hurt, even when tapped on, and the patient has recently had a cold, suspect a sinus infection. 
 
 
PULP EXPOSURES 
 
When you are excavating decay you start at the DEJ (dentin enamel junction) and spiral down, meaning you will be 
excavating near the pulp last. If the dentin starts to appear pink, stop excavating!  You are getting close to the pulp 
(nerve). Be extremely careful! You do not want an exposure (opening into the pulp). If you leave some decay 
(anyplace except around the margins of your restoration, DEJ) the ART material will seal the caries inside 
preventing further progression of decay (arrested decay). Ideally, you want to remove all decay. However, you also 
want to avoid an exposure if at all possible. This may ocassionaly require leaving some decay. When removing 
decay if you have a tiny exposure, stop immediately! Touch the exposure with a micro-brush dipped in diluted 
bleach solution.  Try to stop the bleeding with pressure from a cotton pellet or use Cut-Trol directly onto the 
“bleeding spot”and proceed to fill the tooth immediately keeping this tooth as isolated as possible. There is a good 
chance the tooth may heal itself, however be sure to inform your patient of the decay entering the pulp and the 
possibility of irreversible pulpitis. Your desire is to give this tooth every opportunity to remain a useful tooth for 
this patient.  
 
If the exposure is large, or a lot of decay is still present, place a temporary filling material in the tooth and inform 
the patient. There is a good chance the tooth may need to be extracted. Only time can tell. 
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General Notes 
Follow check–list routinely. 
Know and keep your priorities: Compassion, safety, professionalism and quality.  
Practice regular self-evaluation.  “How can I be more effective/efficient”?  
Maintain control: Select/limit number of patients (especially at the outset).    
Work privately. Don’t entertain an audience. Work as stress free as possible.  
Training an assistant can be very helpful.  
Keep good patient / procedure records.   
Keep an inventory. Maintain your supply list and reorder in a timely fashion to avoid running out of anything. 
 
 
Concerning Children: 
 
Handle children with care, being especially careful not to cause them discomfort. 
Take extra time building confidence, even if you don’t jump right into actual treatments. 
Keep appointments short. 
Give them a break when they start fidgeting.   
 

 
POSTURES AND POSITIONS FOR PROVIDER AND PATIENT 

 
Patient is to lie down (preferably with a headrest). This is the most comfortable for everyone. It will reduce stress 
and strain for both patient and provider.  It also reduces the possibility of the patient fainting and falling out of a 
chair.  
 
Provider sits down with back straight, thighs parallel to the floor and is positioned behind the head of the patient.  
You may work standing beside the reclined patient; but it is better to sit down. You will comfortably work much 
longer this way. 
 
You may do exams or treatment with patient sitting in a chair while the provider stands; but this position is very 
hard on your back!   

 
 
 

INSTRUMENT USE 
 
Mouth Mirror : main function is to improve sight, also used the retract cheek or tongue or to shine light on an area 
Explorer : main purpose to detect decay, can remove small amounts of decay or trim Glass Ionomer 
Cotton Pliers: pick things up, place cotton rolls, manipulate cotton pellets, place & remove wedges 
Scaler: remove calculus from teeth, trim glass ionomer (keep sharp) 
Burrs  (in mirror handle): remove decay, gain access, pressure must be applied when using this instrument, always 
used at a 90 degree angle (perpendicular)so it does not slip (always put vaseline on handle and patients lips to 
avoid chaffing/ rubbing!) Note: burrs must be replaced when they become dull. Heat and pull old burr out, replace 
with epoxy glue.  
Spoon Excavator: remove decay (keep sharp) 
Enamel Hachet: break weak enamel, use at 90 degree angle/perpendicular, stuff cavity with cotton to protect from 
slipping into pulp, very controlled motion breaking small bits at a time 
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How to Isolate Teeth 
 
Maxillary (upper) teeth: Gently retract cheek with mouth mirror. Place cotton roll with slight rotating action toward 
gingival.  Slightly rotating will help keep cotton roll from falling out. Usually one on either side of the frenum or 
beside the back teeth. 
 
Mandibular (lower) teeth: Gently retract tonque and with slight rotating action place roll between tongue and teeth. 
Place another cotton roll between cheek and teeth. 
 
Salivary ducts are located buccal side of maxillary third molars and under the tongue lingual side of mandibular 
anterior teeth so placing cotton rolls in those locations reduces saliva contamination. 
 
Replace cotton rolls as needed (when visibly saturated/wet). Cotton rolls can be made by rolling cotton gauze.  
 
 
 
 

Mixing Glass Ionomer 
 
Place one-scoop powder to one-drop liquid. Do not squeeze bottle, let drop fall through the air onto the pad. The 
number of scoops is determined by size of restoration. Always mix on clean area of pad. Mix ½ the powder into 
liquid for 10 seconds, then the rest of the powder for 20 more seconds. Keep your spatula flat using light pressure. 
If you discover you have not mixed enough, mix another batch and add to restoration being sure to keep the tooth 
isolated and dry. Place any instrument with G.I. on it in water immediately, this will allow for easy clean up. 
 
G.I. adheres to the tooth and releases fluoride.  G.I. is not suitable for every tooth, for example, sometimes decay is 
not accessible with hand instruments. 
 

Finger press technique 
 
After G.I. is placed in tooth, wait for gloss change, with Vaseline on finger press down and slide off. Then have 
patient bite. 
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For The ART Procedure Checklist Please Note: 

 
Red Lettered Procedures are done with GLOVES ON. 

 
Black Lettered Procedures are done with gloves off. 

 
 
 
 

 
ART Procedure Checklist 

 
Access Isolate tooth. Gain access to decay with drill or hatchet 

Exc Excavate decay with spoon and drills. Check that all decay is 
removed with explorer. Remove weak enamel. 

Prepare to fill How many scoops of powder are needed? Matrix? Wedges? 
Check 

Instruments 
Spatula, pad, cotton pellets, brush, tube, plug, gun, explorer, 
pliers, water, etch, vaseline 

Isolate & Prep 
Tooth 

Apply matrix if needed. Wash, dry, etch 20 seconds, wash, dry, 
mix, fill. Apply G.I. to adjacent pits and fissures. 

Wait For Gloss 
Change 

Vaseline, remove matrix, patient bite, remove excess, check bite, 
floss if needed 

Dismiss patient Post op. instructions, 4 H’s 
Clean up Dispose of disposables, soak instruments. Clean instruments.

  Wipe down all surfaces including ART kit.  
Unglove Set timer.Turn off head-light. Set up for new patient.  

4 H’s 
 

Advise patient to: 1) Wait 1 Hour. 
                              2) Avoid Hard foods. 
                              3) Remind oral Hygiene.  
                              4) Honor God (Prayer) 
 

*WEAN OFF THE DETAILED CHECK LIST ASAP 
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Frequently Asked Questions    (FAQ’s) 
 

1. How do I know when all the caries is removed? 
 
You will not feel any soft sticky areas with your explorer. Dark places may remain as long as it is hard, (the caries 
is arrested). Completely clean the DEJ  (dentinal/enamel junction) then work down circumferentially (in a 
360-degree spiral) being cautious of the pulp or patient sensitivity. Watch your patient’s face. Remove only 
soft decay. Stop when smooth and hard, if there is pain, or if close to the pulp (pink showing). Ideally, you 
will remove all decay. Leaving a small amount of decay near the pulp is sometimes necessary.  G.I. releases 
fluoride that will arrest the decay and harden the tooth structure. If the DEJ is clean the G.I. will seal the 
tooth and prevent further growth of decay.  
 

2. What do I look for when I check the bite? 
 
You do not want the opposing teeth to mark on the G.I. Any high spot that hits must be removed either with a scaler 
or rotating burr. Have your patient bite gently the first time. 
 
 

3. Should the tooth be restored to normal appearance? 
 
No, you only need to be sure the DEJ is completely covered leaving no areas that will trap plaque. G.I. may be 
sloped. G.I. is not strong enough to withstand occlusion. 
 
 

4. What if my G.I. mix is too wet or dry? 
 
While mixing you may add more powder or liquid as needed to get the right consistency. The final mixture should 
be smooth like chewing gum. Mixing should be completed within 20 to 30 seconds. 
 

5. How long do I have to work with the G.I.? 
 
The entire application procedure should be completed within 30 to 40 seconds.  Tooth should be isolated before 
mixing begins so you can begin restoration immediately upon completion of mixing. 
 
      6.  How do I know when the material is finished setting? 
 
Gloss change. Explorer will not lift it to peaks. You can check the hardness of some excess left on the mixing pad. 

 
 

ART NOTES 
 

* Follow checklist for set up and procedure.  
* You may utilize an assistant to assure proper saliva control.  Quality work is not possible unless the tooth is 
isolated from saliva. 
* Vinegar solution may be used for conditioner.  Mix one part household vinegar to three parts distilled water.   
* There are approx. 93 scoops in a 10gr bottle of powder.  
* G.I. (glass ionomer)sets quicker at higher temperatures. 70 - 77 º F is ideal.   
* G.I. should ideally be inserted with dispenser gun; but an instrument can be used with great care to prevent voids.  
* Assure spoon sharpness.  Spoon excavator requires spinning motion as well as wrist action.  Do not stop too often 
to clean debris.      
* When drilling, it is sometimes necessary to use a light touch for patient comfort. Always start slowly and gently, 
then become more aggressive. This will enable you to gain your patients trust and confidence.   
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*  Cotton rolls should be placed gently under the tongue and monitored like a thermometer for status of moisture 
absorption.  When saturated, lightly add a 2nd beside it or replace. 
*  Avoid contacting gums causing them to bleed.  
*  Can at times use wooden wedge without metal band.  
*  Vaseline on dental floss can be used to seal inter-proximal areas.  
*  Assure a non-stress bearing ridge in proximal restorations. Contour interproximal areas with back of spoon to 
dissipate occlusion forces.    
*  Have patient bite hard while material is pliable to prevent a high contact. 
*  Tofflemire indication: Large inter-proximal cavities especially with gingival inflammation.    
*  Dry Angles absorb saliva and are used to isolate the tooth. Can also keep tongue away. Use only if needed.  
*  Use explorer or scaler to finish margins. Stop when material starts to harden. You have only a small window of 
opportunity.   When material completely hardened, finish cleaning up tooth. Remove excess at margins while soft 
or very hard; but not in the transition phase. During this time the material must not be manipulated. 
*  If a lot of trimming is necessary you may want patient to come back after an hour when material will be 
completely set. 
*  Lightly grease burs at end of day.  
*  Take advantage of the head’s full range of motion to facilitate access, visibility, and gravity.    
*  Always set out two spatulas in the event a second mix is quickly needed.  
*  Keep Fugi liquid bottle propped upside down to facilitate dispensing without bubbles or waste.   
*  If you should trim the G.I. after sealing, remember to re-seal it, unless it has been more than 24 hours.   
*  Mylar strips are used on anterior teeth. Gently slide under gum then wrap around tooth and hold tightly until 
completely set. 
*  Always prep anterior teeth from the lingual side whenever possible.  
*  MOBILE TEETH Restoring a mobile tooth (2mm), though the pulp is healthy, may be a waste of time and 
material. Be careful when working on a slightly mobile tooth, secure it while you work on it.  If it is depressable 
do not fill it!  
*  Drying the teeth with gauze will make caries and calculus more obvious. 
*  A glass slab may be used to mix on instead of a paper pad. 
*  Don’t allow bubbles in drops of liquid G.I. 
 
  

 
 

SEALANTS 
 
Sealants help prevent decay from beginning on the occlusal surface of teeth. Sealants should be done on all 
childrens six year molar. A sealant may be done on all posterior teeth the same time a restoration is being done. 
 
A sealant is G.I. spread in a thin layer over grooves in occlusal surface. Just etch the grooves, finger press G.I., 
apply Vaseline, have patient bite down. Check with patient that bite still feels normal. 
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FLUORIDE PROCEDURE 
 
Treat only the surfaces of teeth with deep grooves and pits, and inter-proximal contacts.  
Brush first if possible.   
 
1.   Set out:  gauze, explorer, brush, fluoride drops.      
2.   Clean pits and fissures with explorer. 
3.   Dry teeth thoroughly with gauze one quadrant at a time.     
4.   Apply thin coating with brush. Use sparingly.  
5.   Repeat with next quadrant.   
6. Agitate brush vigorously in alcohol for at least 30 seconds.       
7. Advise to not eat for at least one hour. Do not brush until the following day.  
 

 
 
 
CORRECTIONS 
WTIND p.94  Rinse every hour is better than 4x day. 
WTIND p.7  add - Salt water rinse: 1 tsp to 8oz warm water 
 
 
 

EXTRACTION OF PRIMARY TEETH 
 

Inform parents that these should only be extracted when there is pain and infection.  Assure them, that they will 
come out on their own.  Encourage the child to wiggle it every day.  
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HYPERSENSITIVE DENTIN 
 

Can be treated effectively with F varnish. Seen mostly with recession. Where a patient has eroded emamel with a 
tooth brush you may restore by placing a layer of GI on the affected area. This will help appearance and sensitivity. 
 
 

ORAL HEALTH TEACHING BASICS 
 

Keep things simple or people won’t remember what you taught them. 
 

*  FIRST.  Oral Hygiene Instruction (OHI) is the most important thing we can do for our patients’ dental health.   
 
*  ROUTINE.  OHI should be a routine step in every treatment plan.  Best done as the first item on the list.  Inform 
each ART patient that success of restoration depends on daily effective plaque removal.    
 
*  GROUP AND INDIVIDUAL. Provide both group and individual OHI whenever possible. This really helps to 
instill in our patients its importance and reinforces the essential information. You may train one person in OHI and 
have them teach while you are treating other patients. 
 
* DIETARY FACTORS   are important in caries prevention. Many don’t understand the role sugar plays.  
 
*  FOLLOWED BY WATER.  The first dietary factor in preventing decay is water. Everything but water should be 
followed by water. (30 second rinsing).  
 
*  BRUSH AND FLOSS.  Preventing periodontal disease depends on daily plaque removal. Effective plaque 
removal includes both meticulous brushing followed by flossing.   
 
 

TEACHING TIPS 
 

Plaque is forming in everyones mouth all the time. Tooth decay begins when plaque is left in one spot for more 
than 24 hours. Left long enough, it turns into calculus or hard tartar. A toothbrush will remove plaque, see WTND 
for alternatives. You must use a scaler to remove calculus. 
 
Demonstration is a very effective means of teaching. Demonstrate brushing and flossing techniques. Demonstration 
mouth models are not necessary; but they can make things easier.  If you don’t have a mirror, demonstrate on 
yourself. If you have a mirror, have the patient watch you, then have them do it while you hold the mirror for them. 
 
BRUSHING:  While normally taught first because it is the easiest, flossing is actually more beneficial. 
 
Thorough and meticulous plaque removal twice a day is best. What is missed the first time may be caught the 
second time. It takes 24 hours for plaque sitting in one spot to start causing problems. Verify that your patients 
understand what plaque is and why it is harmful.  Keep it simple.   

- Soft brush 
- 45-degree angle into the gingival pocket.   
- Circular motion or vibrate instead of strokes.  
- Count 5 seconds in each area  
- Same sequence covering all teeth.   

 
 

FLOSSING:   It should precede brushing. If used correctly it will remove plaque more effectively from the 
areas where decay and gum disease begin than brushing does.  Brush last will clean away debris removed 

when flossing. 
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Bleeding is common at first if the patient is not flossing regularly. It will stop after several days of regular flossing.   
Flossing is difficult at first; but like learning to ride a bicycle or roller skating it gets easier quickly with practice.  
-  Teach by demonstration (you) AND practice (the patient) before a mirror while you provide input. 
-  Floss your patient to allow him / her to sense the feel of flossing while observing you in a mirror.  This is very 
important.    
-  To make it easier, start with anteriors and gradually work back over time. Use a mirror.     
-  Three key points: Short working length - wrap around - saw through tight contacts.  
-  Floss can be re-used; but most times is discarded after use.  
-  By wrapping the floss tightly around the tooth from 2 directions, you can nearly clean the whole the tooth! 
 
MISCELLANEOUS: 
 
- Toothpaste is not necessary for effective plaque removal, however it is important because of its fluoride content.  
- Natural tooth color is not white. 
- Periodontal disease increases (significantly) the chances for getting heart disease. 
 

 
SCALING  

 
Preliminaries  
 
1.   Patient should brush and floss first, and demonstrate brushing technique if appropriate. Patient’s gums may 
bleed easily until periodontal condition is improved. Encourage patients to keep brushing and flossing these 
bleeding areas to remove plaque.   
2.   Gross scale. Wait a week, then fine tune if gingivitis is improved.    
3.    Start with the front six teeth until your experience level increases 
4.   Tray set up:  Sharp scaler, mirror, 2x2’s, light, trash. 
5.   Be gentle, avoid harming periodontal tissues. Monitor body language. Talk to your patient and assure that they        
are comfortable. 
6.   Remember the patient can turn or tilt their head for easier access. Maintain good posture! 
7.   Scale one side (mesial or distal) at a time on all teeth. Reposition to do other side. This saves time.  
8.   Criteria of success: (Regardless of the amount of bleeding) Little to no discomfort, calculus removed and no 
      operator injury.  
9.   Stain removal is not necessary unless a cosmetic problem for the patient. 
10. Proper scaling and brushing leads to quick gingival healing (a matter of days).   
11. You will be slow at first. You must be patient with yourself and persevere.  It takes much    
       experience to gain proficiency. 
12. Do not permit patients to put hands in their mouth or encourage spitting. Have a Dixie cup ready.  
 
Note: You may have a situation where patients have either waited a long time to see you, or have come a long 
distance. If you are unable to provide other services, for any reason, by cleaning their lower front six teeth (where 
most calculus forms) your patient will feel the difference and leave happier knowing he received some care and his 
time was not wasted. Always respect your patient’s time just as you want them to respect yours!  
 
Essentials /Technique 
 
* Safety glasses!!!!  For provider and patient both at all times. 
* Sharpness of scalers is critical.   Check sharpness on your fingernail.  See Sharpening Notes on pages 71-81 
* Finger Rest - Finger Rest - Finger Rest !!! 
* Use a pen grasp holding the instrument close to the end.  
* Line terminal shank parallel with tooth, and angle into tooth a little until it cuts.  It is the same as when you are 
testing for sharpness.  
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* Two strokes are used:  exploratory and working.  Make each stroke count. Do not burnish.  Burnishing dulls 
the instrument and smoothes the calculus making it more difficult to remove.   
* Keep scaler tip always on tooth surface in order to protect the gums. Keep your eye on it.  
* Scale with the last one third of the cutting edge.  
* Use a firm working stroke without your finger rest rising from its perch.  
* Slide your scaler under the calculus ledge and then pull firmly (working stroke).  
* Take only small bites at a time, especially when calculus is not breaking off.  
* In order to see calculus better use 2X2 gauze to keep saliva and blood absorbed. If you have an area bleeding 
profusely apply direct pressure for several minutes.  
* Be extremely careful regarding lingual triangular points along the gingival of mandibular incisors.  Go across in 
very very short controlled strokes. 

 
EXTRACTIONS 

 
Many assume extractions are the primary dental service needed in missions. However, providing oral health 
instructions, fluoride applications, sealants, and filling teeth serve a more critical role. These activities save teeth 
that would otherwise eventually need to be extracted.  If a patient comes only seeking an extraction, which you 
cannot do, examine the patient for another tooth that needs ART.  Ask you patient if they want to lose two teeth or 
one? If you do not do ART on the one tooth, he will eventually lose that one also. 
 
Extractions would… 
*  greatly increase the duration of our course.  
*  greatly increase the experience level required for confidence and competency. 
*  present legal challenges  
*  create the risk of serious medical complications (see list below). 
*  present additional risks to already medically compromised patients – diabetics,  hypertensives, pregnancy, 
asthmatics,  
    the aged, etc.  
*  necessitate association with an emergency facility for referral of complications. 
 
Extracting teeth is not a simple procedure. We are dealing with the human body, and in particular, the most critical 
part- the head.  Serious infections and bleeding in the head area can quickly worsen into a life-threatening 
condition.  Also, there are a number of pre-existing medical conditions that make extraction patients vulnerable to 
life-threatening complications. Furthermore, extracting teeth safely in remote areas requires a higher degree of 
competence just for the fact that conditions are less than ideal, and rapid transfer to a medical facility is usually not 
possible.  Competence necessitates experience.  Most licensed dentists do not feel comfortable in these conditions. 
 
Surgery contains inherent risks no mater how well performed. What complications can occur with tooth 
extractions? 
A. Allergic reactions to the anesthetic  
B. Fainting before, during or after injections 
C. Postoperative pain 
D. Broken roots remaining that cannot be removed (may erupt later) 
E. Swelling 
F. Bruising (Hematoma) 
G. Dry socket (very painful from wound not healing properly) 
H. Lack of good medical history may lead to life threatening problem (infective endocarditis resulting from 

previous Rheumatic Fever 
I. Fever 
J. Excessive bleeding may lead to heart attack & death 
K. Possible bone splinters/fragments or sharp edges very irritating afterwards 
L. Mandibular dislocations or fractures 
M. Damage to the TMJ (Jaw joint) or trismus (limited ability to open the jaw) 
N. Toxemia (Infection in the bloodstream carried throughout the body) 
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O. Infection of the bone (Osteomyelitis) or soft tissues. Can lead to swelling/closing off the throat with 
inability to breath (Ludwig’s Angina) 

P. Sinus exposure may result in fluid coming up through the nose when drinking.  
Q. Infection may lead to the brain causing severe headache, neuralgias for the rest of their life or death 
R. Facial nerve damage with resulting paresthesia (permanent numbness of an area of the face or jaw) 
S. Injury/damage to adjacent teeth 
T. All the above plus more! 

 

We must resign ourselves to the fact that we cannot meet every need. We must know our limitations and do 
only what we can within the perimeters of our competence.  Our purpose is to equip diciples to demonstrate 

the love of Christ in a practical, simple, and safe way.  Services such as ART, sealants, fluoride varnish 
application, and oral health teaching can effectively achieve this goal. 
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DIAGNOSIS AND MANAGEMENT OF ACUTE INFECTIONS  
OF THE ORAL AND PARAORAL TISSUES   

 
 
 

The four most critical criteria that suggest immediate referral to a specialist or hospital are: 
 

1. History of a rapidly progressing infection. This means that the infection began 1 or 2 days before the 
interview and is growing rapidly worse, with increasing swelling, pain, and associated signs and symptoms. 
This type of odontogenic infection may spread to areas that are potentially life –threatening and therefore 
must be treated aggressively.  

2. Difficulty in breathing . Patients who have severe swelling of the soft tissue of the upper airway as the 
result of infection may have difficulty maintaining a patent airway. In these situations the patient often 
cannot lie down, has difficulty with speech, and is obviously distressed with his or her breathing 
difficulties. This patient should be referred directly to an emergency room, because immediate surgical 
attention may be necessary to maintain an intact airway.  

3. Difficulty in swallowing . Patients who have swelling and trismus may have difficulty swallowing their 
saliva. This is an ominous sign, since difficulty in swallowing frequently indicates a narrowing of the oral 
pharynx and potential for acute airway obstruction. This patient should also be referred to the hospital 
emergency room, because surgical intervention may be required for airway maintenance. 

4. Severe Trismus. Patients who cannot open their mouth more than 10 mm.  
 
Several other criteria should indicate referral to the specialist. Patients who have involvement of extraoral fascial 
spaces, such as in buccal space infections or submandibular space infections may require extraoral surgical incision 
and drainage as well as hospitalization. Next, although infection almost always causes an elevated temperature, a 
temperature higher than 101 F indicates a greater likelihood of severe infection and the patient should be 
referred. In odontogenic infections trismus results from the involvement of the muscles of mastication in the 
inflammatory process. A patient with mild to moderate trismus will be able to open his or her mouth up to 15mm. 
Severe trismus-the inability to open the mouth wider that 10mm-may be an indication of severe oral pharyngeal 
involvement of the infection. In this situation referral to the specialist is necessary for evaluation of upper airway 
patency. Additionally, systemic involvement of an odontogenic infection is an indication for referral. Patients with 
systemic involvement will have a typical toxic facial appearance, glazed eyes, open mouth, and a dehydrated, 
sick appearance. When this is seen, the patient is usually fatigued, has a substantial amount of pain and an 
elevated temperature, and is dehydrated. Finally, if the patient has factors decreasing the effectiveness of the 
immune response (see below), hospitalization is likely to be required. The specialist is usually prepared to do this 
easily and effectively.  
 
 
 
 
Infections of the head and neck should never be taken lightly.  The head is a very critical area due to the airway 
and brain.  Always deal promptly with your patients presenting with oral / fascial infections.   
 
Never put heat on the outside of the face for a toothache. If there is infection, heat will draw the infection to 
drain on the face. 
 

Most Common Infections 
 

The four common types of infections frequently encountered in dental practice are periapical, periodontal, 
postsurgical, and pericoronal infections. Any of these may begin as a well delineated, self-limiting condition, and 
each has the potential to spread into adjacent tissues and result in a major fascial space infection. Life-threatening 
sequelae can ensue, specifically septicemia, cavernous sinus thrombosis, airway obstruction, and mediastinitis. 
Therefore, it is important for the clinician to understand the nature of spread of these infections, recognize the signs 
of a potentially life-threatening emergency, and understand the principles of treatment of infections.  
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Historic Features 
 
The history of infections may be quite diverse. There may be a long-standing history of chronic drainage and 
intermittent swelling, with an acute exacerbation that forces the patient to seek treatment; or, alternatively, a 
previously asymptomatic tooth may cause acute symptoms suddenly and without warning.  
The history as described by the patient can be an important indicator of the urgency of treatment. A slowly 
enlarging swelling accompanied by dull pain is not likely to require aggressive treatment within the hour, nor is a 
recurrent draining abscess that swells and then drains spontaneously. These are situations indicating that the 
patient’s immune response is effectively containing, to one degree or another, the spread of infection. On the other 
hand, 24-hour painful swelling that is now causing pain during swallowing or severe trismus needs aggressive and 
prompt treatment.  
 

Clinical Features 
 
Inflammation is a stereotyped tissue response to injury or invasion by microorganisms that involves vasodilation, 
increased capillary permeability, mobilization of leukocytes, and phagocytosis. Associated with this are distinct 
cardinal signs and symptoms: redness, heat, pain, swelling. Other accompanying findings may be loss of function in 
the area (e.g., trismus, nerve dysfunction), swollen lymph nodes, fever, increased pulse (normal 60-80; above 100 
indicates severe infection) and respiration rates (14-16 normal; 18-20 with mild to moderate infections). Patients 
who have only a mild temperature elevation usually have a mild infection that can be readily treated.  But patients 
who have all three elevated -- temperature, pulse, and respirations, are more likely to have serious infection.  Other 
constitutional findings may include weight loss, loss of appetite, dehydration, malaise, and generalized toxic 
appearance.  
 
 
Look closely at the face, throat, and the mouth for signs of swelling. Often your patient will be aware of swelling 
without it being obvious to you. Watch especially for any swelling approaching the throat or the eyes. Throat 
swelling can lead to a fatal condition called Ludwig’s angina, which results in complete airway obstruction. Orbital 
cellulitis presents as redness and swelling of the eyelids, and involves the vascular and neural components of the 
orbit. This is a serious infection and requires aggressive medical and surgical intervention form multiple specialists. 
Cavernous sinus thrombosis may also occur as the result of superior spread of odontogenic infection.  The bacteria 
can travel via the venous drainage system and contaminate the cavernous sinus, resulting in thrombosis (a deadly 
blood clot to the brain). Normal versus abnormal tissue architecture should be observed: for example, distortion of 
the usually well-defined mucobuccal fold is an important guide to the presence of swelling, The soft palate should 
appear symmetric with the uvula in the midline: any deviation could represent involvement of the lateral 
pharyngeal space (a dangerous location for infection). Extraoral landmarks such as the nasal tip, nasolabial fold, or 
circumorbital areas are examined easily to assess for asymmetry or distortion.  
 
Vital signs (temperature, pulse, and respiration rate) should be taken, with special attention paid to temperature and 
heart rate. Temperatures greater that 101 and 102 F accompanied by elevated heart rates indicate systemic 
involvement of the infection and should alert the clinician to the increased urgency of treatment.  If pulse rates 
increase above 100 beats per minute, the patient may have a severe infection and should be treated more 
aggressively.  
 
NOTE: This information is being provided to increase your understanding of these conditions so that you may 
understand the potential serious nature of an infection and get your patient to the appropriate medical provider.  
This not intended to imply that you are trained to treat infections. You are not, and must refer these patients for 
proper care. 
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PRINCIPLES OF TREATMENT OF ORAL INFECTIONS  
 
The four principles of treatment of infection are as follows: (1) removal of the cause, (2) establishment of 
drainage, (3) institution of antibiotic therapy, and (4) provision of supportive care, including proper rest and 
nutrition. Failure to adhere to these principles can result in failure of treatment and persistence of infection.  
 
(1) Initial treatment should be instituted as early as possible. Endodontic treatment or extraction are the most 
common procedures used to remove the cause of pulpal or periapical infections. Extracting a tooth may 
simultaneously eliminate the cause and provide a path for drainage. Endodontic therapy can eliminate the cause, but 
may only provide for limited drainage. If drainage is inadequate, a separate incision may be needed in the adjacent 
soft tissues. For periodontal infections, surgical curettage may be indicated. Postsurgical infections are more 
challenging because the original cause of infection may have been removed, but bacterial growth and ineffective 
containment by the immune system persist.  
At one time, the dentist was warned to never remove a tooth or perform invasive treatment in the face of infection. 
Today our level of understanding about the patho-physiology of infections and the widespread availability of a 
variety of effective antibiotics dictate that early removal of the cause and establishment of drainage are paramount 
for successful treatment. When an infection extends beyond the boundaries of the adjacent anatomic tissue planes, 
it is said to involve the fascial spaces. Once these normally potential spaces have been violated and become real 
spaces, the path of infection can spread widely and rapidly to adjacent spaces. It is in these situations that life-
threatening sequelae can occur.  
 
(2) Drainage is very important and can be established through extraction and/or a surgical incision and needs to be 
performed by a dentist or maxillofacial surgeon.   
 
(3) In many cases, antibiotics need not be prescribed if the other three principles have been followed. The clinician 
must understand that, ultimately, infections are cured by the patient’s defenses, not antibiotics.  
 
It is important to remember that antibiotics alone will not cure the source of infection. Unless the source of 
infection has been removed, the infection will likely return once the antibiotics are discontinued.  
 
Dehydration is of particular concern when treating an infection. Fluid requirements dramatically increase because 
of fever, increased insensible water loss, third space redistribution and increased metabolism. Signs of dehydration 
include dry skin and eyes, decreased urine production, excessive thirst, increased heart rate, and pallor. Fluid intake 
must be among the first treatment priorities, and the clinician should strongly encourage increased oral intake.  
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MEDICATIONS  
 
 

ANALGESICS  
 
Don’t underestimate the severity of dental pain.  Many North Americans today have not known the pain of a 
severe toothache. When you have a patient that is suffering from a toothache, take it seriously.  Give them 
Ibuprofen* and make immediate arrangements to help them see a dentist.    
  
Ibuprofen is the drug of choice for dental pain in adults.  It is absorbed rapidly, within 30-60 minutes.  The usual 
adult dose is 400-600 mg every 4-6 hours.  The maximum dose is 2400 mg per day.  Do not give to children under 
12 unless under the guidance of a doctor.  It is generally well tolerated. Gastrointestinal effects are dose related and 
usually occur in less than 10% of patients: they include nausea, abdominal pain, dyspepsia (vague feeling of 
epigastric discomfort felt after eating), diarrhea, and vomiting. Bleeding and ulceration are infrequent occurrences: 
however, the drug should be avoided in patients with peptic ulcer disease.  It is contraindicated in patients with 
hypersensitivity to aspirin or other non-steroidal anti-inflammatory drugs (NSAIDs) and in asthmatics with nasal 
polyps who are sensitive to aspirin or NSAIDs. 
 
Ibuprofen should be discontinued within eight hours of a surgical procedure (e.g. a tooth extraction) and replaced 
with acetaminophen (not aspirin *) at a dose of 650-1000 mg every four hours. Ibuprofen inhibits platelet action 
when circulating in the blood and thus could interfere with effective hemorrhage control after an extraction.  It may 
be resumed after the surgery.  *Aspirin also inhibits platelet action but for a much longer period of time.    
 
 
Acetaminophen is the drug of choice for children, pregnant women, lactating mother, and patients in whom aspirin 
and ibuprofen is contraindicated. It is indicated for the relief of mild to moderate pain. It has relatively few side 
effects, and many patients prefer it to aspirin.  It is not as effective as ibuprofen for urgent dental pain because of its 
weak anti-inflammatory effect.  Do not substitute with aspirin for children (due to association with Reye’s 
Syndrome).  
 

Adult:  650-1000 mg / 4 –6 hours. Maximum daily dose is 4000 mg.  
 

Child:  10-15 mg / kg / 4-6 hours as required, but not to exceed 65 mg /kg /day. 
 

 
 

ANTIBIOTICS 
Criteria for use:   
* Fever with swelling.   
* Your patient may complain of swelling that is not yet visible to you.  Take their word for it.  
* Do not give antibiotics for minor, localized chronic swelling with minor pain and no fever.  
* Do not use antibiotics to treat pain. It is exclusively for bacterial infections such as a dental abscess. Antibiotics 
are indicated for mild oral / facial infections because of the potential for rapid progression and the time delay that 
missionaries often face in bringing their patients for definitive treatment.  When dealing with infections in the head, 
it is better to play it safe. 
* Read carefully the drug fact sheet included with all meds, especially antibiotics.   
* Always take a medical history prior to giving antibiotics to reduce the potential for allergic reactions. Observe 
patients for at least 30 minutes after initial dose.   
 
We do not recommend antibiotics by injection because of the increased danger of a severe anaphylactic reaction.  
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DOSAGES: 
 

 
For  Non-Penicillin Allergic Patients: 

 
 

 
Amoxicillin 500 mg1 tab/every 8 hrs / 10 days  Child-250mg tab/every 8 hrs/10 days  or  

 
 

Amoxicillin Liquid 125mg/teaspoon 1teaspoonful every 8 hrs/10days  
 

 
Penicillin V 500mg 1 tab/every 6 hrs / 10 days*. Child-50mg/kg/day divided in 3 to 4 doses.  

 
 
 
 

For Penicillin Allergic Patients: 
 

   
Clindamycin 600mg  1 tab/every 8 hrs/10days  

 
Erythromycin stearate500mg 1 tab/every 6 hrs / 7 days*. Child 40mg/kg/day divided in 4 doses.  

  
Metronidazole 500mg: 1 tab/ 3x day / 7* days.  Child 30-40mg/kg/day  

 

 
Provide a loading dose on each of the above. (The first dose is double the 

regular dose) 
 
 
Duration : The usual recommended duration of antibiotic therapy is until 2-3 days after the infection has 
resolved.  Seven days is usually adequate, but in some severe cases it may not be sufficient. 10 days duration 
of therapy is commonly necessary.  
 

 
 
 
 
 

For your information 
 

Clark’s rule  has been used for many years as a general guide for calculating children’s doses.  It is based on a 
downward reduction of adult doses as determined by body weight. 
 
Child’s weight (in lb)         x         Adult dose         =            Child’s dose            
           150 
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MANAGING FAILED OR DEFECTIVE ART RESTORATIONS 
 

Management:  The existing restoration is retaine; but the area of wear is repaired. 

·  If glass ionomer is used, ensure that all the surfaces of the tooth and the remaining restoration are clean. 

·  Apply dentine conditioner over the existing restoration and the cavity walls, wash etc.  

·  Then place a new layer of glass-ionomer over the top.   

·  Apply the “press finger” technique and check that the restoration is not too high. 

 

The most common reasons for ART restorations failure. 

 

·  Insufficient carious dentin had been removed which inhibited proper adhesion of the material 

·  Contamination of the cavity with saliva or blood during the restorative procedure 

·  Failure to condition or inadequate conditioning  

·  Incorrectly mixed material 

·  Improper insertion of material in the cavity, particularly in small cavities, resulting in sub-surface voids 

 
 

SOURCES FOR ORDERING DENTAL SUPPLIES 
 
A dental license is needed to order from these sources: 
 
1.   World Dental Relief          dentalreliefinc@aol.com          http://www.worlddentalrelief.com/ 
       P.O. Box 747      Broken Arrow, OK  74013-0747     Phone: 918-251-2612 FAX: 918-251-6326 
       Various supplies.  Best Source for Fugi IX.  Supplies must be used on missions outside U.S. 
 
2.    Net 32      http://www.net32.com/    Probably best to check next. Good prices.     
 
3.   Henry Schein    www.henryschein.com          export@henryschein.com Phone: 1-800-278-6337    
      1-800-472-4346    Biggest and best selection.  Has an International Branch for export only (items cannot be           
used in the US) Online Catalog.  Be sure to get Export/International Pricing if it applies. 
 
 
4.  Aseptico.com 
 
5.  Practicon.com 
 
6.  Almore.com 
 
7.  ARS-Dental.com   
 
8.  RelyOn MDC: www.BuyRelyonHere.com,    Sold by  WWW.AmericanSafeRoom.com.  Phone 541-459-1806   
(cold sterilization) 
 
9.  EBAY- No license needed. There are Ebay stores that sell only dental items. 
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Suggestions for Translation To Local: 
Language (Flash Cards) 
 
 
. 

           
1. Does your tooth hurt?     15. Please chew this with your teeth. 

           
2. Which tooth/teeth hurt?     16. Does it feel normal when you chew 

this? 
           

3. I will examine your teeth.     17. You have much tartar/buildup causing gum 
disease 

           
4. Please open your mouth wide.     18. We need to clean your 

teeth. 
 

           
5. Does the pain wake you at night or keep you from  sleeping?  19. Bite this gauze for 15 minutes 

           
6. Does this hurt you?      20. Swallow these pills. 2 now then 1 every 5 

hours 
            

7. Do you want the tooth pulled (extracted) or fixe d if we can?  21. Swallow this pill now then 1 every 8 hours 
           

8. We can fix these teeth-----here.    22.Pease    
           

9. We need to remove these teeth----- here    23. Thank You   
           

10. I am going to give you an anesthetic    24. Can we pray for/with you?   
           

11. Are your lip and tongue numb (feel big)?    25. God Bless You   
           

12. Please swallow your saliva.     26. Do Not Eat for One Hour  
           

13. Please close your mouth.     27. Do Not Smoke for 12 
Hours 

 

           
14. Please bite down.          
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 DENTAL KIT  
 
Two sets of instruments are required to permit back to back patients.  
 
Instruments: 
Hatchet (enamel breaker) 
Spoon Excavators (one large, one small) 
Drill set (size 2,4,6,8 round burr)  
Cotton plier 
Mouth Mirror 
Explorer 
Scaler 
Mixing spatula 
Brush 
Mouth Mirrors (extra for exams) 
Scalers (extra for cleanings) 
 
Only one of the following instruments are necessary.  

Dispenser gun/tips and plugs 
Sissors 
Tofflemyer retainer (adult and child size) 
Water container 
Head light (extra batteries) 
3 containers for sterilizations/ Rely-On 
tooth brush to clean instruments 
timer 
safety glasses for patient and operator 
burr brush 
cloth towel to dry instruments 
palm cap 
sharpening stone 
pen 
diamond file 
mouth prop (adult and child) 
 
Disposable Products: 
 
Fugi IX Glass Ionomer Kit: (powder, liquid, conditioner, scoop, mixing pad) 
Gloves 
Face Mask 
Tray cover (paper) 
Head rest cover (paper towel) 
Fluoride paste (applicator brush, alcohol to clean brush) 
Carbon paper 
2x2 gauze 
cotton rolls 
cotton pellets 
dri-angles 
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Floss 
Wedges 
Epoxy Glue (for burr retention) 
mylar strips 
tofflemyer bands  
Rely-On 
soap or hand sanitizer 
Vaseline 
Trash bags 
Alcohol with micro brushes for exposers 
Bleach Solution 
Temporary Filling Material 
 
 
 
 

CLINICAL FIELD NOTES 
  
* Do initial exams promptly. If you have many patients waiting you may do a quick exam 
to find out the needs. If a patient is only interested in an extraction, you may save them a 
lot of waiting time. You also may be able to schedule your entire day and know if you 
will have time for more patients or not. 
  * Set up the day’s appointments as accurately as possible to keep waiting time to a 
minimum. Don’t keep patients waiting unnecessarily.  
* It is important to keep a good rapport with your clinic contacts, and patient handling is 
an important part of that.  
*Arrange your clinic so that waiting patients are kept separate from the patients you are 
currently treating. Your patients should have privacy and not be on “display”. 
* You may need a piece of fabric or blanket to drape over female patients legs. 
* A pillow of some fashion may help with positioning patients heads. 
. 
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Website and Book References 
 
 

World Health Organization Online ART Manual: 
http://www.dhin.nl/art_manual__main.htm 

 
Website for Dr. Gerry Beauchemin’s DTFM Course/ 
Ministry: 
www.dentaltrainingformissions.com 

 
Friedman's book: 
Complete Guide to Dental Health 
Jay W. Friedman 
Published by Consumer Reports Books 
ISBN 0759676569 
2002 
 
Amazon.com: Used and New: The Intelligent Consumer's Complete Guide to Dental 
Health: How to Maintain 
 
or  http://shopping.msn.com/Prices/shp/?itemId=1608075  
 
or http://www.amazon.com/gp/offer-listing/0759676569/ref=dp_olp_2/103-7867539-
7527837?%5Fencoding=UTF8 
 
or Intelligent Consumer's Complete Guide to Dental Health: How...: Compare Prices 
Your Dental Health and .  
  

 
Where There is No Doctor by Murray Dickson (available from Amazon.com)  
A good book to have on hand.  ISBN: 0-942364-05-8   
Library of Congress No. 82-84067 
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Notes: 


