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LOVING IN DEED AND TRUTH
| JOHN 3:18

The purpose of this course is to train Disciple€hbfist
with some basic dental skills to be used to
communicate God'’s love to those in need.
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CHRISTIAN DENTIST'S OATH

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

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

With God's help, | will love those who come to me for healing and comfort. | 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, | will endeavor to be a good steward of my skills and of society's
resources. | will convey God's love in my relationships with family, friends, and
community. | will aspire to reflect God's loving kindness in caring for those in need.

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

Approved by the CMDA House of Delegates

May 3, 1991. Chicago, lllinois.

Revised and approved by the CMDA House of Delegates
June 11, 2003. Schroon Lake, New York.



COMPASSIONATE DENTAL CARE

Compassionate dental care is perhaps the most povier medium available in missions today to demonstria
Christ’s love in the context of community evangelis.

That is a strong statement! We say this becausieedear factor traditionally associated with dstny worldwide.
People everywhere reluctantly go to the dentistygay with them varying levels of apprehension dedr. This
fear factor is particularly unique to dentistry avfters you a great opportunity to show compassi@ke this fear
factor seriously! Seek to constantly practice then TCommandments of Dental Care. By so doing, ydu wi
effectively express your Christian compassion.

The compassion of Christ is the force that drivesExpressed through your loving care, it presang®werful
testimony of Christ's love! When patients expere@od’s love, they are more interested in knowhrgg®od that
we represent and serve.

The dental procedures you perform for patients willlikely last for years. Compare this to a medical rission.
Diagnosis of a medical problem generally needs meditions that will not be available to patients forvarious
reasons. Minor illnesses may be treated, only totn@rn again. Dental procedures generally take moreite
for the provider and patient, allowing you to build a relationship with your patient and also gain crdibility.
You are paying attention to your patient's comfort,allowing your patient to relax and trust you. Ther are
so many ways this dental ministry will allow the loe of Christ to flow through you to your patient. You will
be the vessel Christ can use to touch your patiestheart.

AUTHORITY TO PRACTICE

Passing this course does not make vou a leagaligeinsed practioner in any country Great care and
consideration must be given to where and how you Wpractice your skills.

In the village...

You may need to become settled in a commuamtymake some key frientefore attempting to provide dental
care ministry. We recommend that you interact witlage authorities (or health officials if apgdicle)that are
responsible over your locality. You are less likidyrun into opposition seeking authorization frihmam than from
regional/national authorities. Locals know you avilll directly benefit from your ministry as yourse them and
their families. Having them behind you will usuadlyffice. If this is too difficult or awkward, thery to relate
indirectly with them through a local pastdrhe pastor can approach officials on your be&gblaining how
blessed the community would be by your care. dtitical that you do not provide dental servicesiich a way
that would take business away from the nationalsa{llicensed dentistd)lor should you charge for your
services Although it may not be possible to utilize yownthal skills in every locality, you would be sugad at
how many areas you canyibu go about it in the proper way.

In the city...

It would be ideal if you could associate yalfrsvith an_organization already providing medicate Contact
other mission organizations working in your cityddat them know what you would like to do. It isry likely that
they already do or have tried to provide medicaligity and should be able to advise you. In argnev would
not contact the national or regional authoritide easiest thing for them to do is refuse ¥wen in a large
city, you can often operate on a low profile basisvided you focus exclusively on the needy, domake waves
with the local practitioners and do not chargeyfmur services. This is best done under the cogefrocal
pastors They are a good defense before authorities dimoblems arise. Be aware of these issues. Make
priority to develop good relationships with villageneighborhood leaders. Offer your servicehésé families
without reserve They will appreciate it and be more inclinedh&dp you. Your ministry may depend on their
support.




Trust God...
If God wills this for you, trust Him to open the path before you. He can open a way where theisnone!

BEING A RESPONSIBLE HEALTH CARE PROVIDER

As a health care provider, you carry a gregpaasibility. You should refer all cases beyondnjoaining to a
dentist or physician. In the case of a severe tlarfiextion, do all you can to see that your pétigets the
appropriate and timely help that is needed. Thig aast you both time and money; but it also mayesaur
patient’s life.

We encourage you to establish a working m@tetiip with a local dentist. Go visit a local dehénd bring him
a gift of dental supplies. Be a blessing to himuYoight ask the local dentist to work with you, payhim for his
time. Ask if you may refer more complicated treatts to his practice. In this way, you are inforgnihe dentist
you are there only to do simple procedures fopth&. He may, in turn, benefit from your work. Aséw much he
charges for an extraction and arrange to pay ifn@ed to refer patients to him. Don’t put a locahtist in the
position of taking care of your patients after yoa gone. Make arrangements with a local defiatigollow-up
care needed, you will not be welcome back in tiweréuif you don't.

The act of love you perform in caring for ygatients in this manner will be greatly appreadtg them. It will
be seen as a further expression of your love andera. Furthermore, this will result in greatempest among
local officials and health providers. You will berpeived as a compassionate team player that kiaivdimits;
one who cares for their patients and appreciatesdhvices of the other members of the healthteara. This
attitude will go far in opening doors for you taaptice dental care ministry.



PRIORITIES

1. Compassion

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

But when He saw the multitudes,
He was movedith compassion for them... Matthew 9:36

My little children let us not love in word or inrigue,
but in deedand in truth. 1 John 3:18

2. Safety

There are certain hazards associated with perfgroémtistry that must be avoided at all cost. és@mple, cross-
contamination resulting in a serious medical coadjteye injuries, puncture wounds, unnecessaty, pai
psychological trauma and medical emergencies. Cesigraate care means safety is of first importance.

3. Professionalism

Professionalism is very important in building trastd confidence of the community. Appropriate demoedor
dental care providers involves being courteous, mamcating clearly, good administrative practicasd a
maintaining a good appearance (hygiene, dresspgngo dentition, breath). It includes working corap@anately,
safely and with technical quality. Your clinicalv@mnment can be enhanced through use of cleanrioggeand
orderliness. It also includes staying abreast ofecit dental knowledge. Maintaining a professiateieaner and
atmosphere is of utmost importance.

4. Technical Quality

You are called to do all as unto the Lord. You trarsleavor to perform clinical procedures to a taggindard with
the least possible discomfort to your patient. @&se compassionate care is your highest priohigretwill be times
when you must compromise technical quality for graticomfort, particularly with children (to comped procedure

quickly).



THE TEN COMMANDMENTS OF COMPASSIONATE DENTAL CARE

Compassionis more than a word, but a vital concept that sdede expressed in a concrete way. In orderlp he
us effectively express and evaluate our compassgiergndeavor, through God'’s grace, to follow these
Commandments.

I
THOU SHALT desire healing for the whole personddavor to lead your patients to the Great Physician

Il
THOU SHALT make every dental visit as pleasantasiple. This will motivate your patients to retdon the
future care that they need. And as you become atapeainted, opportunities to share your faith casuit.

1]
THOU SHALT communicate. Do not do anything witHest informing your patients and explaining cardy
what you are going to do, especially when it migltuncomfortable. Tell them what they may feelraadsure
them

\Y,
THOU SHALT inform your patients that they are imtrol. They should be able to stop you at any tand
understand how to do so..

Y,
THOU SHALT treat your patients gently and slowfyydu proceed slowly, manipulating the tissues lgetitey
will sense your concern and relax.

VI
THOU SHALT NOT embarrass or humiliate your patiemten counseling them since most dental diseaseduar
to ignorance or neglect.

Vil
THOU SHALT be truthful, especially with childremd@ trust is lost, it is very difficult to regain.

VI
THOU SHALT NOT allow yourself to be rushed. If éhare more patients than you can handle compastabna
then reschedule, refer, and if necessary restrecyiaur program. We can never meet all the needded&uror to
provide loving and gentle care to those you can

IX
THOU SHALT watch for tension. When your patiet¢mnse, stop and talk. Provide assurance.

X
THOU SHALT constantly remind yourself that you aaking on a person. and not merely on teeth. Taeth
attached to a person who has feelings and fears.



IN SUMMARY:

Communicate everything. Always treat your patiesity and slowly.

Never embarrass your patient.

Be truthful

Never rush

Watch your patient for tension.

Establish a signal to tell you if/when the patiesmints you to stop. For example, raising a hand.Whey
do signal youstop and talk with them. This will help them relax axtbw that they are in control.

Do what you can to lessen any discomfort

Always keep in mind you are treating “a person”.

ogarwNE
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In Matthew 25:45 Jesus said:

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

Treat every patient as though you are treating Jesu s Christ




INFECTION CONTROL GUIDELINES / SAFETY
Refer also to “Where There Is No Dentist”.

The procedures for effective infection contapé critical to the delivery of safe dental cdnéection control is
complex, yet quite simple. Apply these procedimezrder to protect yourself and your patient from
communicable diseaseSince there is no possible way of knowing with caainty who is a carrier of disease,
all patients are treated as though they are carries. This is known as Universal Safety Precautions oP9S

In order to assess yourself properly, you riedgtink throughall of your actions. It is a fact that pathogenic
organisms cannot be seen. You must always imdg@iepresence. (Remember, gloved hands contaminate
everything the touch.)

Infection control procedures consist of hara$king or using hand sanitizer, wearing gloves pegeection and
masks, disinfecting surfaces, chemical disinfectind heat sterilization of instruments. The susoédénfection
control requires the strict adherence to infectiontrol protocol, which basically means to havgsiematic way
of doing things.

DISINFECTANTS AND ANTISEPTICS
Chemical germicides are used everywhere; fromtirdization of medical instruments in hospitalghe cleaning
of household kitchen utensils. They provide a corem method of inactivating a variety of microongams that
may cause harm. They are divided into three gewatabories: sterilants, disinfectants and antisgpt

Sterilants eliminate all microbial life on objects or surfacécluding bacterial spores.

Disinfectants which can be classified as high-, medium-, or-level depending on the strength required, Kill
nearly all microbial life on objects or surfacesept for bacterial spores.

Antiseptics are used to inactivate or destroy organisms amakliving tissue.

Applications

Determining which category of germicide to use aelseon what is being sterilized and what is avéelab you.
For example autoclaving (steam under pressurethgleme oxide sterilization may damage certainruraents, so
chemical germicides must be used. The best methsi@rilizing your instruments is steam under puessising a
pressure pot. (Kitchen Pressure cooker) Chemisadfdctant is the next choice, if steam under gues method is
unavailable or impractible. The best product weehfaund for this is Rely-On.

Surfaces may be wiped down with chemical disinfetctet a mild bleach and water solution.

Note: Any instruments that come into contact with bood should be sterilized with steam under pressure
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The Cold Sterilization Procedure

Materials: 3 containers, toothbrush to scrub imagrnts, Rely-On, water, cloth towel, and a timetilify gloves
are optional)

The first container will be filled wittvater.

The second container will be filled witlB% Rely-On solution.
The third container will be filled witlvater.

Atowel will be placed near the third container.

PwbnE

The procedure:
1. Dirty instruments are placed in the first container
2. Dirty instruments are scrubbed with a toothbrusth thien placed in Rely-On solution for 10 minuté&set(
a timer)
3. At the end of 10 minutes, clean instruments argednin third container then placed on towel to dry.
4. Any surface touched with “dirty” gloves is to bepsd with Rely-On or Bleach solution.

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

RelyOn High-Level Disinfectant

A unique powder product for the safe and rapidndiggition of surfaces and equipment in a wide varoét
situations.

Dissolved in water for use, providing a safe wogksolution with a faint lemon odor.

Has proven efficacy against bacteria (including abacterium), viruses, spores and fungi in a vaiéty
independent tests using different protocols.

Compatibility
RelyOn is compatible with a wide range of materiatduding stainless steel, plastics and rubber specific
materials, please consult your distributor or Aritegernational.

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 presenagiity of powder.

RelyOn 3% solutions are stable for 7 days but shbaldiscarded when the yellow color fades.

Certification
Product is registered in accordance with the reguents of the Medical Devices Directive, (93/42/FEBE a
Medical Device. RelyOn is a registered trademarkwiPont.

For more information: Sesww.antechh.conor www.buyrelyonhere.comr www.americansaferoom.com

Dupont is the current manufacturer.

10
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Frequently Asked Questions

How long should the solution be used?

When it is freshly made up, 3% RelyOn solution $tidne stable for 1 week. If the solution shouldcelaslor
within the intervening 7 days the solution mustéglaced immediately.

Keep in mind, if you are not mixing the powder witierile water, your solution will have a shorglifThis is

especially true when using local water, Rely-Orl bé busy killing all the bacteria in the water amitl probably
loose its color very quickly!

What is the powder’s shelf life?

Stored correctly the powder is stable for at I&agears from manufacture. The expiration date enldabel states
this clearly.

How long can metals be left in RelyOn?

The original work carried out with RelyOn and metestruments used brand new instruments of a vigity h
guality. Against these RelyOn had very little oramwrosive effect.

In the real world, however, RelyOn will often beedson old and/or damaged instruments or instrumehése the
plating or surfacing has been partially removedsiderable research has been done to study Redyefigct on
instruments. The result being if used correctigly®n will not damage instruments.

We recommend that instruments are not left in Relj® more than 10 minutes - RelyOn unique formatat
makes its microbiologically effective at this tincate.

How do | make up a 3% solution?

A 3% solution is 3 parts RelyOn to 100 parts ofewat

The simplest way to make this up is to use 10 grainelyOn powder per litre of warm water. (You aHrcourse
use cold water but it will take longer for the pawdo dissolve). Do not use hot wafgreater than 400C). This is
equivalent to 1 tablespoonful (Tbhsp) in 1 pint (480of water.

On adding the powder to the water stir the soluind wait for all the components to dissolve andlie powder
to be a clear, yellow solution. In a very hard wateea the surfactant flakes (white) can take lotgeissolve than
the other components.

Does RelyOn kill TB?

Yes, RelyOn does kill TB - Dr Cutler at St Andresspital in London has produced data on this thaelbeen
submitted to journals for publication.

Can | cold sterilize with RelyOn?

Sterilization is the killing of all organisms preséncluding all spores. While RelyOn, hypochlorited the
aldehydes can deliver extremely high level disitifec(greater than 99.999% kill) it is becomingriegsing
accepted that you cannot sterilize with cold liguidhis is a combination of the discovery of pggs said to be
resistant to the aldehydes plus a switch from cbaio physical sterilization methods whenever thesy
available. Only a (properly-maintained) autoclasthylene oxide treatment or gamma irradiation azarantee
sterilization

11
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What special precautions or clothing do | need whensing RelyOn?

In a word, none. Obviously the powder should noinbaled or allowed or come into contact with tlye eif it is
it should be immediately rinsed out with water. By, powder on the skin should be rinsed offtwitater.

RelyOn solution is non-irritant to skin and eyesrt#fore goggles and gloves are not required (adfimoof course,
gloves should be worn in any infection control aftan). RelyOn does not have a toxic vapor phasestare
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 Outdide US: 302-774-1000
Medical Emergency: 1-800-441-3637 OutsideWS: 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 deg that enter sterile areas of the body or pretiib the blood
barrier (come in contact with blood), such as withling procedures. Follow the guidelines in “Wh&here Is No
Dentist”. This is generallgt least20 minutes under pressurgin a pressure pot.) Once sterilization is conglet
wait for pressure to normalize*, drain, and platgnuments on a clean towel. Pat dry. Never leate At higher
elevations, increase sterilization time 1 min.dach 1000’ in elevation.

*Pouring cool/cold water over the outside of thé wdl cool it more quickly.

CLINIC PREPARATION
The clinical environment needs to be carefpiigpared prior to any procedure. The operativielingents can
be placed either on a tray or disposable surfacd>@per). The working environment should alwaykdp clean,
orderly and uncluttered. Such an environment, leebigvith regular hand washing or hand sanitizinthi
presence of the patient, promotes patient confielgneace of mind, and respect for the clinician.
Protocol

* Wash hands or use hand sanitizer thoroughly leedach procedure in full view of your patients.

* Prior to gloving, turn on and adjust your hegtt. Put on your facemask and safety glasses. Bidety glasses
on your patient.

* Once gloved, onlynstruments in contact with the mouth should hekbed. Other items are accessed with the
transfer pliers.

12



* Anything touched with a gloved hand is now coniigated and must be disinfected. (Meaning: with gtbv 13
hands do not adjust your facemask, touch any padw body, move chairs, adjust your light, etc.)
At the completion of procedure
* Safely dispose of any disposables.
* Soak and scrub all instruments.
I*Place instruments in Rely-ON disinfectant solatior 10 minutes.

*Any instruments that came in contact with blood preferably sterilized with steam under pressure.

* Any contaminated items (light, bottles, scoop)emust be wiped with disinfectant solution. (R€wy or bleach
solution)

* Unglove Properly. Take hold of one glove near ¢iaff and pull nearly off your fingers. Next grabe other
glove with your fingertips (that are still coveraat)d pull off the other glove. Never touch the eomihated (dirty)
part of the glove with your bare hands. Either ththem away or invert them and place on paperufwdl be
regloving for the same patient.

* Wash hands.
Following these infection control procedures wilbal cross-contamination which can result in sesimedical

conditions for either yourself or your patient.
MISCELLANEOUS

* You should not practice while ill. This is notlgrto avoid infecting your patients; but also tsuine a high
standard of care (since you are not at your bestvill).
* [tems that fall on the floor should be left thenetil the end of the procedure.

* If you have open wounds on your hands, postpogsgrent until healed. If not possible, bandagkdouble
glove for each patient.

* If you are short on gloves, they can be re-usedigded you clean them well and soak in mild blesclution
overnight. _Do not re-use if blood contaminated.

* Utility gloves may be worn when cleaning instrumeand using bleach.

* You and your patients must wear safety glassgsdtect against accidental injury from sharp wstents and
airborne debris.

* For puncture injuries or blood in the eye: seap&sure to Blood” guide (WTND: Where There is NOngt).
Prevent puncture injuries waysusing a finger rest anticipating that an instrumeititslip when you least
expect it.

* Masks are important in protecting both the oparaind patient from air-born pathogens as well astmodors.
However, in hot / humid climates, it may be impieaitfor operators wearing glasses due to fogging.

13
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Household Bleach

Follow instructions in “Where There Is No DentistDo not breath bleach fumes as they are said to be
carcinogenic. Use with good ventilation and chasmjation daily. Caution with metal instrumentsla®rtain
plastics, as bleach can damage these. Bleacbxpénsive and available almost everywhere.

DENTAL DEFINITIONS

Abscess- infection trapped in an area

Avulsed teeth- knocked out teeth (replace in soAl8AP, rinse with sterile water only if dirty, seom 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 gingilalse teeth)
Periodontitus- bone loss

Soft Palate- rear of upper hard palate (gag réflemuched)

EXAMINATION DIAGNOSIS AND TREATMENT
Your references are Where There is No Dentist (WY bliapters 6 and 7.

A dental chart should be completed for every patiris a legal document as well as a practical.td’ he chart is
your guide to help insure that you examine, diagnasd document in a systematic way and do noefagy of
the important steps. It will enable you to esttbla baseline by which you can monitor patient masg towards
oral health goals. It will quickly direct you to whneeds to be done at the next appointment. Fjrialshows
professionalism before your patients and localthealthorities.

The dental chart is divided into five sections: mathistory, dental history, dental examinatio®atment, and
comments.

1. A medical history should be taken before allcpaures. Observe if your patient is obviously nealthy or
seems stressed. Your medical notes will help yal dé&h medically compromised patients. The chesglf will
guide you through the history. Be prepared to taked pressure.

2. The Dental history is the pertinent dental infation disclosed by your patient. Follow the chkeeping data
simple and to the point.

14
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3. The Dental exam involves the outward observatiothe patient along with a clinical evaluationtbé mouth
using your eyes and hands.
Examine the...
* Overall outward appearance for swelling and nsgdfeeling ill)
* Oral soft tissues for infection and abnormalities
* Gingival and periodontal health
* Teeth for mobility and caries; note caries on dieatal chart
4. The treatment record records prescribed and letetptreatment.
5. Important comments are recorded, as they adedee

Treatment Plan

The treatment plan is your guide to the treatmieatt you will provide. This will depend on the pewtar needs
and desires of your patient. We recommend thevdtlg treatment sequence.

1. Examination / Cancer screen (initial or recall)

2. Chief complaint (diagnosis, case presentati@aiment if indicated)
3. O H L, routinely

4. FIUOMAE ..ot if indicated
5.8CalING. .o if indicated
6. Restorations / Sealants ...........c.ccoooiiiiiiiii i, ificated
7. Recall exams (6-12 MO)......ccvveineiiiiiieiiie e e ieee e routipel

Recall exams are important to the future dentaltined your patient. Try to instill its importancéf you succeed
in providing a relatively pleasant dental experinmu should not have difficulty getting them ¢durn for regular
checks.

15
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SOURCES OF ORAL PAIN

1. Pulpal (Pulpitis)
2. Periodontal

3. Other Some atypical problems require extensivgribatic skills,
expertise anddinihese should be referred

PULPAL CONDITIONS 85-90% frequency

Periapical (surround apex/root tip) inflammatioro@hcommon)

Signs and symptoms: Swelling, fustula, percuspiin, chewing pain, pain wakens them at night,iteado cold
and pain does not go away quickly (test by tappiitg mirror handle, holding ice on teeth)

Possible causes: Irreversible pulpitis (WTND87)jgontitis, and trauma.

Possible sources of trauma: clenching, grindirayrratic occlusion (possibly due to bone loss fremqgglontitis),
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) WTND50-35,96
Pericoronitis (surround crown inflammation) WTND9dommon
Gingival Recession / Hypersensitive Dentin (sdevecommon
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 othergseuy 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-Psychogamicommon

16



Periodontal disease
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Whatis
periodontal disease?

Periodontal disease is a
group of progressive disor-
ders affecting the gums and
other supporting structures
around the teeth, including
the bone in which teeth are
implanted. If untreated,
deep pockets form between
gum and tooth root, leading
to loose teeth, and, eventu-
ally, to bone damage.

What causes
periodontal disease?

As food, saliva, and bacteria
that normally inhabit the
mouth decompose, a sticky
film called plaque forms and
adheres to tooth surfaces. If
it is not removed every day,
plaque leads to gum irrita-
tion. As plaque hardens into
tartar, also known as cal-
culus, it becomes more
difficult to remove and
causes gum inflammation
and pockets in which bac-
teria thrive. In time, these
bacteria cause periodontal
disease.

SYMPTOMS

[J Red and swollen gums.

] Bad breath (halitosis).

] Gum bleeding when brush-
ing the teeth.

[ Sensitivity to hot, cold, or
sweet foods or liquids.

[ Loose teeth.

clinical crown

root

I== ey ey,

Periodontal disease strikes
tures of the teeth.

How is
periodontal disease
diagnosed and treated?

Periodontal disease is diag-
nosed by examining the
gums and measuring the
depths of the pockets, a
hallmark of the disorder.
Treatment depends on the
stage of the disease, but
always involves both home
care and professional care
by a dentist and, in some
cases, a periodontist, a spec-

ialist in periodontal disease.

enamel

gingiva

N
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Early in the course of
periodontal disease, a pro-
fessional cleaning and im-
proved oral hygiene may be
all that is necessary. In later
stages, antibiotics may be
prescribed. Therapy also
may involve scaling tooth
roots or surgery to remove
damaged tissue.

What can I do myself?
Daily brushing and flossing
is essential. A dentist may
also recommend special
mouth washes and gum

bone

periodontal membrane
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Plague is soft white and sticky. It is made maiwflypacteria. Plaque is the main cause of tootlayland gum
disease. Sweets and sugar causes plaque to growuwiekly.

Calculus is formed when plague stays long periddisn® in one spot. Calculus is light yellow, handd stains
dark.

Note: Depending on the severity of the periodontalondition, cleaning the patient’s teeth may help. &ient
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 cansereideveloping countries. When they are disaearly,
there is a good chance of survival. Oral canceerg deadly. As a dental care provider, you wél/é a good
opportunity to discover early lesions, with thegdtal to help save lives.

Two important things to know about oral cancer
1. ltis largely preventable.
2. It must be identified early.

Patients with small cancers less than 2cm in dianteive a 5-year survival rate of 76% if the camceemoved.
If the lesion is greater than 2 cm only 19% (ordethan one in five) will survive for 5 years. &as vitally
important to identify cancer early!

The primary sites for cancers are the lips anduengowever it can form anywhere in the mouth.
Oral cancers may take on many appearances. Yaltodmcome comfortable recognizing healthy osslues.
Once you know what normal is, you will easily netbnormalities.

The most common appearances of cancers are:

* Ulcers. (Present for more then two weeks)

* Red lesions (patch): These are potentially tlestndangerous oral mucosal lesions but occur nmessh |
frequently than white lesions.

* White lesions (patch): 1 in 10 undergo malignelmange (after being followed for an average of &ge
* Speckled (red and white) patch

Who can recognize these signg®nyone that has two eyes and knowledf&hat to look for All suspicious
areas need to be biopsied by a professional fefiait diagnosis.

Small cancers usually are not painful and don’kltike cancers at all. They only look slightly difent from
normal. Not all red and white lesions are sigaific It may simply represent a short-term changée thickness
of the mucosa. Thicker than normal appears waitd,thinner than normal appears red.

The mouth is symmetrical about the midline. Thuis quite easy to check if something is abnornyatdmparison
with a similar position on the opposite side of theuth.

It is important to notice areas that are differfieotn normal because these areas are more likelgrinue to
change than other areas. Hence they are poterdiatancer sites.

The red lesions are more likely to change to a@ati@an the white lesions but both should be ingatdd.

Swellings and particularly ulcers occur frequemtiyhe mouth and the dental therapist should be tabtletermine
which require further investigation and which aemign. Most can be diagnosed from a medical histad
clinical examination.

The most common causes of ulcers, swellings angduame trauma, infection and tumor. The most comoanise
of swelling is infection (usually near a badly dged tooth or a partially erupted wisdom tooth.)

The most common ulcers are the canker and cold sbhe most common benign lump is the Tori. Togilzony
protrusions (hard lumps, sometimes quite largegtieat either at the center of the maxillary palaterothe
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mandible on the lingual of the premolar areas. yTdre quite common and of no concern. Any of thelsieh
cannot be identified or which have no obvious calmmild be carefully watched for two weeks or imiatsdy

sent for further investigation.

Common mouth
sores and patches

nynee who has had o mourth sore knows it can

be painlul and can iateclfere with eating, Loces

arthodontic wites, dentores that oo langer Gt

ar a sharp edge from a brofen tooth or fillng

silso can causs & mouth sore. Mouth sores also
miny be coused hy hacterial, viral or fungal inlections,
which may be a symptom of 8 systemis dissass or disorder,
Somae of the most common sores often amsociated with dis-
eases and dizorders are eanker soras, eold sores and can-
didinais. Moke sure to stay well-nourished and bydrated
while thess aores heal,

CANKER SORES

Canker sores, or aphthous wleers, are very commaon, but
they are mot contaglons. They are small, creamy-white
uloers with a red border that are quite painfial. They often
ara ponfosed with cold sores; howevar, while cold sores
uwsually ecour outside the mouth, canker sores ahways
aoeur inglda tha mnath,

The exact canpss af canker sores s unceriain, bul soome
wxperts hallevs that immune system reaction may he
invelved. Fatigwes, stress or allergies may increase the like-
lthood of anker sores.

Canker sores wsunlly heal in o weedk or teea, bat recarrént
outhreaks are common, If you have p eanker sore, for your
enmfiort, yoo shonld oveid hot, spioy or ecidic food. Prescrip-
tinn dricps ars available e the treatment of thess sorea from
youer dentist. There also are some over-the=munter topical
u:ndic-u.!.iﬁnu-ﬁnlmurpm\ilh lemperary relial

COLD SORES

Caold sores, which alse are called fever blisters or herpes
sdmplex, are groups of painful, fukd-flled blistars that
erapt often around the lips and sometimes ooder the nose
or around the chin, They usually ase caused by herpaa
simplex viros type 1 and are very contngions (in other
worda, infectious).

Cnce & parson has A primary herpas infection, which
wsnally ccours before adulthood, the wirus stays in the
hody and may conss recureant eitasls, which are charne-
tarized by tiny blisters that appear an the edge of the Lips
ar sxmatimes inslde the mouth. Blisters somatimas appear
after a fever, sunburn, skin abrasions or emotGonol upsst.

Cald aores weaally heal tn ons to two weeks. Prasorip-
tion and oversthe-counter creams may provide relief. In
mire gEvere cases, antiviral drogs may ke prescribed.

CANDIDIASIS
Cardidiasis is a fungal infoction that results in red-and-

erenm—palored patches that form on moist surfaces in the
moiith and can be painful. The conditicn may canase diffi-

culty in swallowing and change the sanss of tasta.

Candidiasis most often oecurs in people who are very
young or eldarly, in pecple debilitated by disease or in
peaple who have an improperly funcboring immoms
gyatam. It may result from antibdotie treatmant, which
decrenses the normal bocteria in the mouth.

Treatment congists of eontrolling the conditions that
caased the puthreak. Bermuse candidinsis is comoman
g denitura-wearara, A thormugh daily cleaning of den-
tures is important. Bemoving dentures al night also allows
the denbure-boaring tizaues Lo regeearats,

If antihiotics are the calprit, talk to your doctor abont
radusing your dosage or changing the treatmant, Saliva
substitutes or prescription medications ean help., Anti-
fsmgal medications may be used to halp manage or resolve
tha eondition, Good oral hygiens is essential.

WHITE PATCHES

White patches in the mouth moest often are caused by
chronie irritation or traumae, such as cheek-<hewing or den-
tares that may oot fit well. Thess benign patches typleally
will disappear onee the souree of irritation is removed.
Unfortunstely, they may be difficult to distinpassh firom
lessidones Enovwm as laukoplnkias, which are thick, white
patehes that form witheol any obvious cause, They can
pesur amywhers in the mouth, but the more serinus leelho-
plakins are found undemeath the tengus, on the sdes of
tha tongar or in the tonsillar areas. Lenkoplakins most
often are paindess, unlike the mouth sares discoassd above,
and ara morn commEon amaong tohaces nsers. Tha danger of
leukoplaking 15 the poasibility ol cancerous change.

Thers are other eondltiens that may canse white
patches as wall. Therefore, if pour dentisl cannob adendifly
the canse of the lesion easily, a biopey may be suggested to
alkrw for proper diagnosis. A binpsy will help determins
whether the pateh is benipn, precancarous of CAnBersas,
Your dentist wsoally will wait o week or two to see if the
lesdon poes sway bealore pecforming & biopey of the area,

Eemember that your dentist shoold examine any mouth
sore ar pabeh thal persists for a weak or more. Even after
diggnnsis i made, any persistent sorn or potch should be
re-evaluated on a regular besis e be determined by your
dantist, =

Editer's node;: This i 6 revised and upd nted vereion of the “Far tha
Durtal Fabionl™ eslimp Uhid sggaared bn (e Mavamber 2000 issue al
Sl (EEE1EEY) Renders whe may bave copled thes earber version Sor
tistrbaticn te priieats pre pdvised e disenrd thome mpees axed opem-
thucs Uhsd ¥eraban insbaid.

Frogarad by tsa AT Division of Commusboating, in seopesabion
with The Jeursal of the Amerioon Derdal Asscciaizan, Unlike oiber par-
tone of JADA, this pegn may bo dipped nnd copied 22 0 hesdoul far
it emls, wnillwout Orst obLaining reprinl permissian frem ADA Pub.
lishieg, a divisica of A0 Bosiness Enierprises Inc

“Far thee Dental Petlept® peovides geeerrel infsrmetion on dantal
trestments o donial pagieste TLie dessgned te prempl discussion
Talwai dentisd azd petiest skool treabescent opdiora and does not sub-
stitute for the dentist's prafasicon] nasesemant brsed an the indrridunl
patinsts needs acd desizna,
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The Exam
It is best to examine the mouth systematically @hme way every time). Start with the top of thegue, the
sides, then under the tongue and floor of the maitikn check the hard and soft palate, the uppicaver
vestibules of both right and left sides. Checklip& You can lift and move the tongue with a pie¢ gauze for
better visibility.
Managing a patient with a lump/swelling /ulcer e tmouth:
1. Take a medical history
2. How many days has the problem been presentuloesations of traumatic or viral origin will nowally last 7-
10 days).
3. Is it growing?
4. 1s it painful? Non-painful lumps (not Tori) olcers that have been present for more than 2 wstekdd be
investigated
One way of identifying small early oral carcinoniaso refer all patients with suspicious oral lesigthat have
been present for 2 weeks or more (especially watblwious explanations) for biopsy, especiallydker 40 years
old age group.

The primary causative habits that lead to oral eaace tobacco use (both smoking and chewing) othal use.
The risks are even greater whaoth exist simultaneously. Patients over 40 yearsaoddalso higher risk.

Diet and malnutrition play an important role aslwel

Counsel your patients to change their lifestylgzrapriately.

Case Presentation

After you have completed your examination and disgg) it is time to discuss your findings with yqatient.
This is referred to as case presentation.

1. Explain your findings without inferring negleetven if it is obvious.

2. Present all the possible treatment option®alidg with the present condition. Remember thareatment is
always a choice, however unwise it may seem to Adlaw your patient the freedom to make that choice

3. Offer advice without imposing, i.e. recognike tight of the patient to accept or reject yourieel All advice
should be given in a gentle, non-judgmental way.

4. Provide the patient with a clear explanatiothef possible consequences of each choice.

5. Record the patient’s choice of treatment. Yashalways receive the consent of the patient béfuotiating
any treatment. For a child patient obtain theneptiguardian consent.
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GENERAL CLINIC SAFETY

Some hazards that patients face in the dentatclini

a) Cross-contamination resulting in a serious nadiondition.
b) Eye injuries.

¢) Puncture wounds due to improper handling ofshestruments.
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 proeid.

f) Psychological trauma

PREVENTING INJURIES

Prevent puncture wounds hgndling sharp instruments with great caution Always use a finger restand
anticipate that the instrument will slip when yeast expect it to.

You can prevent unnecessary pain by paying cldeatain to your technique, especially when excagpatiecay
and scaling. Always be watching your patient'sdhexpressions and hands. Be gentle when manipgltte lips
and cheeks. Be especially careful that while y@uf@cused on one thing that you are not unknowiagd
simultaneously impinging on the tissues elsewh@t@s is very easy to do especially when you agaeating,
removing enamel, drilling or scaling.

You can avoid most medical emergencies by perfaynaidequate medical histories. To reduce stresp, jwelr
patients relax at all times.

Insure that the patient table is strong and stable.
Do not let elderly or pregnant patients get up goakly from lying down. The blood flow to the lmacan be

reduced with subsequent fainting. Watch theseptsticlosely If they appear dizzy, make them sit down, rest a
if needed place their head between their kneelovgar than their feet if lying down).

To avoid airway obstruction or swallowing tie ddrftass to all mouth blocks and leave the endskasig out the
corner of the mouth. Exercise great care with dnjga that might fall in the back of the throat.Wmay place a
2x2 in the mouth to catch debris. Ideally learmHto use the rubber dam technique.

Know the contraindications and dangers of any naios that you might provide. If you should pravid

antibiotics, give only oral medications and obseéhegpatient for 30 minutes before dismissal. Bsppred for any
medical emergency by being thoroughly familiar wittur medical evaluation notes and keep them handy.
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Be especially gentle with childrerAlways be truthful with them. Inappropriate kéing of children can cause
psychological problems affecting future visits wikrious consequences to their long-term oral inelsliake the
first “visit/experience” as pleasant as possilidan’t try to do too much.

Dislocated Jaw (Jaw stuck/locked open)This may happen after lengthy dental procedurpsaially if the
patient has had their jaw wide open for a long tirkiave the patient sit with the back of their heasgting against
a wall, on the floor or have someone support tlek loé their head. Your thumbs are placed on jawhmrtside the
lower molars with your fingers on the outside af tower jaw. You may want to wrap your thumbs wttton to
protect them when the jaw closes. Have the patetax as best they can. Pull the mandible forvilaeth press
downward and backwards with a strong, firm, quickvement.

Teeth

Introduction

Normally, a human receives two sets of teeth duaititetime. The first to erupt are 20 “baby” teeth
(deciduous/primary). The second set is 32 adultfyament teeth”. In each quadrant (1/4 of the moultigre are 8
permanent teeth: Acisors, 1 Cuspid (Canine), 2 Bicuspids (Premolars)and 3Molars. The tooth positioned
immediately adjacent to the midline is tGentral Incisor, so called because it occupies a central locatitime
arch. To the side of the Central Incisor is ltlageral incisor. Next is theCuspid, then the Bicuspids (theFirst
Bicuspid, followed by theSecond Bicuspid. The last teeth areMolars. After the Second Bicuspid comes the
First Molar , followed by theSecond Molar, followed by theThird Molar or more commonly called the “wisdom
tooth.” Another method of describing the locatidrieeth is to refer to them as anterior or postégeth. Anterior
teeth are those located in the front of the motité ihcisors and the cuspids.) Normally, theselazdeeth that are
visible when a person smiles. The posterior teathteose located in the back of the mouth (thedgitls and
molars.) Unlike the primary teeth, permanent tegthnot replaced and are the final set of teeth.

Anatomical Structure

Every tooth consists of erown, the visible part of the tooth and one or mowets embedded in the jaw. The
junction between the crown and the root is callegnieck of the tooth. Anatomically, the tooth has thregels
(Figure 2.1). The outermost layenamel| which is mainly inorganic, is the hardest subs¢éaim the body. The
second layedentine makes the bulk of the tooth. It is mainly orgaaicd therefore has the ability to repair itself
(to some extent.) The innermost layer is thep, which is composed of connective tissues, nerveks tdood
vessels. The nerves and blood vessels enter thepes through thapical foramina and pass up th@ot canal
into the pulp chamber. Special cells in the pulp help in the formatiohdentine. The blood vessels supply
nutrients to the pulp and dentine. The pulp hasay and defensive functions as well. A protectegering
called thecementumcovers theoot of the tooth.

23



24

Fissure
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MNeck
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Dentine

Pulp
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Apical foramen

Longitudinal section of a tooth
Primary Teeth
The primary teeth (also known as deciduous teetby beeth or milk teeth) consist of 20 teeth, 8ach quadrant.
There are 2ncisors (Central and Lateral), Cuspid and 2Molars (First and Second). The incisors and cuspids
are single rooted. The upper molars have thres rgbile the lower molars have 2 roots.

Morphology
Primary teeth are smaller than permanent teetheptxarimary molars. The anterior teeth are more-shgped

while the molars have a squat appearance. Enantieiniser and more even in thickness, giving primtsth a
whiter appearance. The pulp chambers are relatigeder and the pulp-horns more prominent, whidbved decay
to reach the pulp much more rapidly. The antegatht have narrower roots in comparison to the feoftthe
crown. The roots of primary molars are longer, d&rand flared to accommodate the developing pramsol

\
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Eruption and Shedding

Primary teeth emerge between 6 months and 3 y€hesorder of emergence is normally central incistaiteral

incisors, first primary molar, canine, second prriyn@olar. They are lost naturally by resorptiorr@dts between 6
and 13 years of age in the following order- centnaisors, lateral incisors, canines, first primanglars, and
second primary molars. This information and thdofeing charts are very important. You will see aixXed

dentition” in children and need to know if you doeking at a primary or permanent tooth. You o need to
determine if a child is about to lose a primarytioor will be retaining it for some time. This witielp you

determine the teeth you need to restore or seal.

Scquence } \ * Eruption time,
! \| momhs afier
a birth

Tq
Centrg
Laterd ' Scquence } \ & Eruption time,
Ca ' ; ‘I \| monhs after
First prir = e
Second p
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Table 1

Table 2

Eruption and Exfoliation (shedding) of Primary Teeth

é;'—__\ Upper Teeth Erugtion Date Shedding Date
"EI Cenfral Incisor 7+12 manths B-8 years
@ Laleral Incizor 9-13 maonths T8 years.
Canine (Cuspid)  16-22 months 1012 years
Firsl Mala 13-18 meonths 811 years
TS-SecondMolw  2533menths 10-12years
Lovwar Taath
@ —— Second Molar 2031 months  10-12 years
/ First Malar 12-18 monihs 9-11 years
@ Canine (Cusgid)  16-23 months 9-12 years
._ Lateral Incisar T-16 months T8 years
@ Ceniral Inclsar &-10 months &4 years
Tooth Development: Permanent Teeth
Upper Teath Erupt
Central inclsor TEyrs
Lateral incisor B9 yrs
Canine (cuspid) 1112 yrs
First premalar (first bicuspid) 1011 yrs
Second premolar (second bicuspid) 1012 yrs
First molar BT yrs
Second molar 1213 yrs
Third molar (wisdom tooth) 17-21 yrs
Upper Teeth Erupt
Third mokar 17-21 yrs
Second molar 1113 yrs
First molar 6T yra
Second premolar (second bicuspid) 1112 yrs
First premolar (first bicuspid) 10-12 yrs
Canine (cuspid) 8-10yrs
Lateral incisor T8 yrs
Cantral incisor 6T yrs
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DEVELOPMENT OF THE HUMAN DENTITIONS

Deciduous Dentition
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DEVELOPMENT OF THE HUMAN DENTITIONS

LATE CHILDHOLN
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UPPERTEETH  EMERGE DATE
CENTRALINCISOR  812MONTHS
LATERALINCISOR ~ S-13MONTHS
GANINE 16-22 MONTHS
FIRST MOLAR 1315 MONTHS
SECOND MOLAR 2-33 MONTHS

LONERTEETH  EMERGE DATE
SECOND MOLAR 231 MONTHS
FIRSTMOLAR 14-18 MONTHS
CANNE 11- B MONTHS
LATERAL INGISOR 10-16 MONTHS
CENTRALINCISOR  B-1OMONTHS

UPPER TEETH

CENTRAL INCISOR
LATERAL INCISOR
CANINE

FIRST PREMOLAR
SECOND PREMOLAR
FIRSTMOLAR
SECOND NOLAR
THIRD MOLAR

LOWER TEETH

THIRD MOLAR
SECOND MOLAR
FIRSTNOLAR
SECOND PREMOLAR
—— FIRST PREMOLAR
CANINE

= LATERALINGISOR
CENTRAL INCISOR

SHEDDING DATE
67 YEARS

14 YEARS

10:12 YEARS

S YEARS

1012 YEARS

SHEDOING DATE
1012 YEARS

§1 YEARS
HAYEARS

T4 YEARS

67 YEARS

EMERGE DATE

THYEARS
89YEARS
11-12YEARS
10-41 YEARS
10-2 YEARS
STYEARS
12-11 YEARS
17.2 YEARS

EMERGE DATE

1121 YEARS
1143 YEARS
BTYEARS
1112 YEARS
1042 YEARS
S10YEARS
TYEARS
6TYEARS

Average periods of emergence of permanent teeth.
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Permanent Teeth

30

The permanent dentition consists of 32 teeth. Eaetdrant has 2 Incisors, (a Central and a Latexal),

Canine, 2 Bicuspids/Premolars (first and second)three Molars (first, second and third).

per areh) that divide the mouth into four equai parts.
Quadrant means one fourth, and each quadrant is one
fourth of the entire mouth. Tecth are described as
being located in one of the four quadrams: right
maxillary quadrant, left maxillary quadram, right
mandibular quadrant, or the left mandibular quadrant.

LOCATION OF THE TEETH
Normally, a human receives two sets of teeth

during 4 lifetime. The first (deciduous or primary) set
consists of 20 teeth (“baby” teeth). The second

CENTRAL INCISOR:

LATERAL INCISOR
CUSPID

FIRST BICUSPID

SECOND BICUSPD

FIRST MOLAR

SECOND MOLAR

THIRD MOLAR.

THIRD MOLA

SECOND MOLAR

FIRST MOLAR

SECOND BICUSPID

(permanent) set usuatly consists of 32 teeth. In each
quadrant, there are cight permanent teeth: two incisors,
one cuspid. two bicuspids, and three molars {fig. 4-14).
The tooth positioned immediately to the side of the
midline is the central incisor, so called because it
accupies a central location in the arch. To the side of
the central incisor is the lateral incisor. Next is the
cuspid, then the rwo bicuspids (the first bicuspid,
followed by the second bicuspid). The last teeth are
three molars. After the second bicuspid comes the first
molar, followed by the second molar, followed by the

Names of (he toeth in ¢he right maxiilary and mandibalar quadrants; antcrior sad posterior teeth,
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UNIVERSAL NUMBERING SYSTEM

The Universal Numbering System is a simplified roeltlof identifying teeth that is approved by the Aiten

Dental Association and used by the armed servidds. method employs numbers with each tooth detégnlay a
separate number from 1 to 32. When charting, youldvrefer to a tooth by number rather than theadnstead
of referring to the right maxillary third molar, yavould refer to tooth No. Each permanent tooth has its own

number.

PRIMARY
A, RIGHT MAXILLAYY SECOND PAIVARY MOLAR. T RGHT MANOIBULAR SECOMND PRIARY MOLAR.
B RIGHT WA LARTY FIZST PRIMARY MOLAR, . R HT MANDISULAR FIRGT PRIMARY MOLAR.
. RGHT MARLLARY CUSFID R. RIGHT MANDIBULAR CUSPIO.
D. RGHT MAXILLARY LATFRAL. Q. AGHT MANDISULAR LATERML
E. ROGHT MANLLAY CENTRAL. R RAGEHT M DIGLLAR CENTRAL
£, LEFT MAXILLARY CENTRAL. O LEFT MANOIBULAR CENTRAL
G LEFT MAYELARY LATERAL. M. LEFT MANDIBULAR LATERAL.
H. LEFT MAXILLARY CUSAID, M. LEFT MANDIBULAR CLSPID.
P LEFT MAXOLLARY FIRST PRIVARY WOLAR. L LEFT MANDIBULAR FIRST PIIMARY MCOLAR.
J LEFT MAXLLARY SEC OND PRIMARY MCLAR, K. LEFT MANDIBULAR SECQOND PRIMARY M OLAR

N ML PRIMARY

1. RIGHT MAILLARY THIRE MOLAR. T2, LEFT MAXOLLARY FIRST BICUSHD 23.LEFT MANDIBULAR LATERAL INCISOR.
2. RGGHT MAXHLARY SEQOND MO 13, LEFT MAXILLARY SECOND BICUSIMC, 24. LEFT MANDHILLAR CENTRAL INCISOR.
3. RIGHT MAMILLARY FIRST MOLAR. | 4. LEFT MAXOLLARY FIRST MCLAR. 25. PIGHT MANDIBULAR CENTRAL INCISOR.
4. RIGHT MAXILLARY SECOND BCUSAID, 15, LEFT MADOLLARY SECCND MOLAR. 28, RIGHE MANDIBULAR LATERAL INCISOR,
5. RIGHT MAYOLLARY FIRST SHOUSPID. 16, LEFT MAYOLLARY THRD MOLAR. 27, IIGHT MANDIBULAR C1SPID.
&, RIGHT MAXILLARY CUSPID, 17. LEFT MANDIBULAR THIRD MOLAR. 28. RGHT MANDIBULAR FIRST SHCUSHD.
7. RIGHT MAXILLARY LATERAL INCISOR 18, LEFT MANDIBULAR SFCOND MCLAR. 20. BGHT MANCIBLLAR SECOND BICUSPID.
8. RIGHT MAXRLARY CENTRAL INCISOR. 19, LEFT MANDIBUUAR FIRST MOLAR. 30. RXGHT MANDIBULAR FIRET MOLAR. .
Q. LEFT MAMILLARY CENIRAL INCISOR. 20. LEFT MANDIBULAR SECOND BICUSAID, 31, RIGHT MANDBLLAR SECOND MOLAR.
10 LEFT MAXILLARY LATERAL NCISOR, 21 . LEFT MANDIBULAR FIRST BCUSPIC. 32. RIGHT MANDIBULAR THIRD MOLAR.
T LEFT WOULLARY CLSPE, 2. LEFT MANDIBLLAR CLISPID.

PERMANENT

Stamdard dental chart; nsmes and cumbers of teeth.

The Primary teeth may use letters or using theesponding adult tooth numbers circled witb a
identifies the 20 deciduous (primary/baby) teetbuYvould only use #4 through #13 or #20 through. #29
There are never any deciduous teeth replaced diyradiars!
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Surfaces of the Teeth

Mesial
Occlusal
Buccal
Lingual

Distal
Contact point
Mesial

Tongue - :

4— Buccal

::_ Occlusal
Lingual
Distal

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 fathiegcheeks
Labial surface: the outer surface of incisors and canines fatliedips
Lingual surface: the inner surface of all lower teeth facing tbegue
Palatal surface the inner surface of all upper teeth facing thafe
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

Palate

Buccal

Palatal

Occlusal

— Lingual

T T
)
_

“Buccal
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Incisors have flattened chisel-shaped crowns asihgle root. The crowns of upper centrals are much

Morphology of Permanent Teeth

33

wider than the lower incisors. The upper lateralgehsmaller crowns than the upper centrals buetatgn the

lower incisors.

Canines have large conical shaped crowns and @ laing root.

The upper first premolars have two cusps of alregsial size, one buccal and one paldtaky may have
one or two roots, one buccal and one paldtaé lower premolars have two cusps, a larger bunesp and a
smaller lingual cusp. They have a single root.

Upper molars have four cusps, two buccal and twatgla The lower first molars have five cusps- thre

buccal and two lingual. The second and third materge four cusps. The upper molars have three-rooes
disto-buccal, a mesio-buccal and a palatal rooé [Blwer molars have two roots- a mesial and a Idietat.
Third molars vary in size and number of cusps &eddots are usually fused.

Eruption of Permanent Teeth

Permanent teeth start developing at birth. Erugtitmthe mouth begins at about six years of agkisuwcompleted

around 18-25 years of age.

Eruption time,
age 1n vVears.

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

— Front teeth
Canine
_f"'"rf Premolars

Molars
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Functions of Teeth

1. Mastication: The incisors are used for cutting, ¢haines for tearing, the premolars for crushing e molars
for grinding food

2. Speech

3. Aesthetics

4. Primary teeth have additional functions of holdapgce for permanent teeth and promoting growthws

Dental Caries

What is Dental Caries?
Dental caries is a common, multifactorial diseak¢he teeth, which is not amenable to antibiotlesan affect
people of all ages and is a main cause of tooth Iédthough the most common cause of tooth logei®dontal.

Traditional Caries Model
The caries process as depicted in the traditioaekes model is static (Figure 4.1). According tds thacid is
produced as a by-product of the metabolism of dietarbohydrate by plaque bacteria. As a resudt,gH on the

tooth surface drops and calcium and phosphatediffuse out of enamel, resulting in demineralizatieventually
leading to cavitation (development of a hole) & tboth.

N

Traditional caries model
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Current Concept of the Caries Process

The current concept considers caries as a dynamiaeversible process, characterized by deminetaliz and
remineralization occurring over time. Cavitatiorlwiccur only if dimineralization predominates. Wrdavorable
conditions, with the help of the modifiers, even iagipient lesion can become inactive and arrestatested
caries has a dark appearance.

Plaque
Fermentable carbohydrates demineralization

Sound enamel----------\‘ \ rious enamel
\ \ \ (Modifiers) saliva

remineralization Remowéplaque
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 dependb@ modifying factors.

Caries Risk
High-risk Groups

Malnourished children: malnutrition affects the dimpment of salivary glands and the developmeteeth
Socially deprived, especially those with less etlonaand low knowledge about oral care
Some of the wealthy, who have easy access to tefowls and sugar products
Those who shack more frequently on sugary products
Medically compromised/handicapped: inadequate @amuntrol
Xerostomia: all patients on medication like antidssants, antihypertensives and antipsychotics
radiothpy in salivary gland region
Rheumdtgirthritis
Infants who have prolonged, on-demand breast fgdotyond 24 months or infants who are fed with suga
fluids, especially at night
Residents of non-fluoridated water with no fluortdethpaste or supplements
Clinical evidence: multiband orthodontics (due tagsation of dental plaque) and partial denturesréiased
plague with greater risk of root caries on abutnteath)
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Caries risk can change throughout life.

Nursing BottleCaries in children’s teeth

High-risk Teeth (in order of susceptibility in permanent dentition)

Molars

Premolars

Maxillary incisors and canines

Mandibular incisors and canines
Eruptlng teeth are at greater risk as they arevble occlusal level and may be missed when brgsfiiherefore,
children under 9 years of age need their paremtis 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 Perabuccal grooves Decay on palaital
lingual grooves of lower molars of upper incisors

Interproximal caries on surfaces fpteximal 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 peltets
Blunt probe
Mouth mirror
Sharp eye

Visual/tactile criteria

1. Opacity or discoloration (chalky white) thah@rdly visible on a wet surface but distinctly bisi after drying of
tooth.

2. Opacity or discoloration (brown or black) istdistly visible without drying of tooth

3. Localized enamel breakdown in opaque or disedl@namel and /or a grayish
discoloration from the underlying dentine, kyito explorer.

4. Obvious cavitation, with soft, discolored dentiligtit to dark brown)
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You will recognize caries during the oral exam bgHKing for dark areas or holesin the teeth. Caries will
appear light to dark brown. The decay will feeli¢ky” when you press with the explorer point inteettooth.
Enamel is the hardest surface of the tooth. Catads on this surface and once it gets throughetiamel it
destroys the underlying dentin at a more rapid paldgis can mean two things as far as your exaocoigerned.
The first being that you may not see a hole thrahghenamel; but you can see a very dark areadghrthe enamel
indicating this tooth needs to be restored. Thers&thing to note is once you start to excavate@re) the decay
you may find a much larger area of decay undereti@mel than it appeared on your visual examinatiomhis
instance, you may find there is only a thin layeewamel that you will need to remove in order &ngaccess to
the decay or it must be removed to prevent fraatuaround the restoration when the patient biteendo

* Arrested caries (black and hard), does not indigallpal pathology and normally does not neecktoelstored.
The patient must be encouraged to keep it cledmfluibridated toothpaste.

*If you find a small spot of decay that has not @eated the enamel, this may be removed and |&fh.opo not
leave rough edges or a hole that will catch plaapatinstruct patient to keep it clean.

Progression and Effect of Dental Caries

Initial lesion is visible as a white spot on theaemel. Continued acid attack changes the surface fimooth to
rough. Enamel cariesis painless. Under unfavorable conditions, aslés@®n progresses, pitting and eventually
cavitation occurs, extending into dentine. At ttisge dental carieg, there is slight pain, especially when eating
sweet foods. If no treatment is done, pain increaseal lasts longer as the cavity approaches the pbk initial
stage of pulpal involvement is calleglversible pulpitis. The patient experiences sensitivity to hot and ,cehich
goes away when the stimulus is removed. Persigtalpal inflammation leads toreversible pulpitis, which
causes spontaneous and persistent pain, whichsoespecially at night. Spread of infection from tbeth to the
periapical tissue results periapical abscess
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Pulp involvechpn-restorable w/ART) Periapical absceser{-restorable w/ART)

Caries Management

Preventive Measuresdy modifying the causative agents

Tooth: make the tooth resistant to acid attackd®yaf fluorides & sealants
Plague: remove plaque by brushing with fluoridatemthpaste, twice a day, after meals

Diet: have a nutritious diet with reduced frequentgugars

Operative Treatment

Restoration of teeth: Decayed teeth can be restgred the reversible pulpitis stage. In caserefversible
pulpitis (periapical abscess), root canal treatnemecessary, which requires special trainingjpgent and

multiple visits and is expensive.
Extraction of teeth: Badly decayed and broken dteeth or abscessed teeth that cannot be restatieer (e

due to extent of damage or unaffordablility) nertlaztions.
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Diet and tooth decay

entists have long recogmized the link
bertween good oral health and sound nutri-
tion. For years, the American Dental Assa-
ciation has recommended that childran and
adults limit sating and drinking betwesn
meals and, when they must snack, give preference to
nutritivus foeds identified by the U8, Department, of
Agricultore’s, or LISIA's, dirtary guidalinas.

Think about the human body as a complex machise
that needs deily sttention if it is to man well, Without
exercise and & balaneaed disl, it dossn't gel the fuel it
neads to perform efficiently or effectively. And it may

gy D

FALIARSEY
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WEE ARUNALLY
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Strecturing your diet sccording to the Food Guids
Pyramid cam belp you avaid tooth decay. Sowree: W5,

Department of Agriceliure and U5, Department of Health
and Human Services,

b less able to ward off diseass or infaction.

The laods we dhanse as fuel generally alfect our
geprall health, inchading oar teeth and pums. Health
and nukrition experts recommend following the TEDA's
Food Guide Pyramid.

SUCAR ARND TOOTH DECAY

Esting patterns and food charees among children and
teens are important factors thet affect how quiclcly
youngeters may develop tooth desay, The reason is a
sticky film of bactaria, called “plague,” thet constantly
forms on the teeth and guns, Bach and every time bae-
taria coma in contaet with sugar or starch in the moeath,
actd is produced, which attacks the teeth for 20 min-
utes or more, This eventually can rasult in tooth dacay,

Tha TSI Thetary Gaidelines eneourage con-
swmers by limit intake of beverages and foods high in
addied sugars that mey crowd out other healthy fands
from their dadly diet. The agensy identifies sofl drinks
a5 a mapar soaree of added sugar,

Americans drank more than 53 gallons of aoft
drinks—per person-—in 200, This amount surpessed
all other beverages, including milk, bear, eoffies and
wrter. Une of every four beverages consumed in
America today is a saft drink, snd it is clear that eoft
drinks have displaced nutritions beverages aod foods
firoms the diet.

[ad you know thist some nondiet sodt drinks contain
ap many &3 11 teaspoons of enger per serving? Al-
thoagh there are few studies reported in scientific liter-
ature that specifically evaluate the rala of soft drinke in
the development of tooth decny, inereased sugar in the
diet incresses the rish of decay. There is a poaitive
massocintion betwesn consumption, especially heavy con-
snmption, of sugar-containing soft drinka and risk of
developing tooth decay, acoording to poblished studies,

Maost soft drinks eombain phosphorie acid and eitric
acid. Proalonged expoeure to acids can do permanent
damage to teeth by producing & condition ealled “ero-
gton,” ar Lhe boss of hard tissues Fram the tooth suerface.
It ie widaly accapted that acid in food and baverages
plays a major pale in the development of enamel ero-
eion. Diet soft drinks rely on nonmutritive sweeteners
insbaad af sugar. They alas are acidic and may increase
tha risk nf experiencing anamal erosion, althoagh the
reacarch on the role of soft drinks and tooth eroslon ie
prefiminery,

WINNING THE BATTLE AGAINST PLAQUE

There are things you can do to beat plague, Limit
eating and drinking between meals and, when snacl.-
ing, glve preference to nutritions fosds, Be mindfil of
the effects of frequent consumption of segary beverages
e nemmatriticns snack foods, Brosh twice a day, floas
or use an interdental cleaner once a day, and have reg-
ular dantal check-ups

Fur muce information, visit the &American Dental
Apgeciation’s Web site, “www.ada.org”, and the TTEDAs
Web site ot “wers.usda govienpp®. =

Prepaered by tha ADG Divi &l G
with The Jsurmnal of the Amerbean Desdnl Assosieton I.In'lll:b n‘l'br
partians al JADA, chie page may ko dipged nnd copied an n herdaut for
pakie=is, wilhoul Gral ebliining reprisl permission fom ADA Pub-
lishing, o divimon of A0 Busicess Exierprizea Inc. Aoy cbher uss,
sapying or dislributics, whothar in primiesd e pisclmnis Flrrn in ll.1:ad;|l
prahibiled withesd prise wrillen ol ALk Publish

“Fuor thi I | Patiant™ pe generdl information e dental
1FDI'.'IT|IrI|.1 o dental ]:-ul:iﬂ'*s-. [t is designed to prompk disrnsaion
nnd putieni nbout mnd doar not mub-
giitube for tve dantisl'a profiasienal sssessment based e the [edividnad
patient’s needs nnd desires.
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Local Effects of Diet on Oral Health

1.

Dental Caries

Wi know that dietary sugars exert a profound influence on the prevalence of dertal caries
in man. All of the commonly ingested sugars - sucrose, glucase, lactose, fructose - can be
broken down by acld producing plaque bacteria to acid, which in tum can demineralize
tooth structure. The acid-praducing bacteria are present in greater numbers in caries actjve
persons.

It appears that the time that sugar of any kind is available to plaque bactera is 3 more
important factor than the specific type of sugar available. The longer the exposure of
plague bacteria to sugar, the longer will be the acid attack on, and subsequent
demineralization of, the enamel surface. Thus the time available for remineralization of the
tooth surfaces between acid attacks will be reduced, The time available for re-
mineralization of damaged tooth structure is very important in controfling the progress of
decay. (See figures 1 and 2.)

The following 2 graphs demonstrate acid levels in dental plague feflowing food ingestion
{(assuming a normal North American dief). Figure 1 ilustrates the dramatic increase in
acidity {decreased pH) which ocours immediately after food ingestion, and which lasts for
30 to 60 minutes. It is during this period of high acidity that demineralization of the tooth
structure can occur,

As the acid level decreases to normal levels (increasing pH) remineralization of damaged
areas of the tooth structure can occur.  Calcium and phosphate minerals for this
remineralization process are obtained from plagque and saliva. |f there is a reasonable
balance between demineralizing and remineralizing phases, no tooth decay ocours,

Figure 2 lllustrates acid levels when sugar containing between meal snacks are eaten on a
regular basis. When acid levels remain high, demineralization time increases and there is
less time for remineralization or repair. This increases the risk of tooth dacay.

Saliva plays an important role in buffering acid produced by plague bacteria. Stimulated
saliva, (produced by a strong stimulus, such as the prospect of a large meal), is a Very
powerful neutralizer of acids, whereas the saliva produced when a small meal or snack is
eaten is not. Thus, sugar-containing foods which are eaten in conjunction with a main meal
tend to be less damaging than do sugar-containing foods eaten between meals. Saliva
also washes away acids and foods before acids are produced.

There is a small percentage of persons who consume sugary foods frequently and in large
amounts and remain caries-free. This resistance to dental caries is probably due to plague
bacteria which are less acidogenic; saliva with a greater flow rate, buffering capacity, and
potential for promoting remineralization; and fluoride availability.

There are also persons with high caries activity despite consuming small and infrequant
amounts of sugary foods and having good oral hygiene. This is usually because of a
decrease in salivary flow and buffering capacity.
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INDICATIONS FOR ART TREATMENT

Most tooth pain is related to pulpitis (inflammatiof the pulp). There are two types of pulpitiattilou need to
know about: reversible and irreversible. The fissan inflamed pulp that has the potential to fisalf if proper
treatment (such as ART) is provided. The secondnetl heal regardless of the treatment providedi¢Eiontic
treatment may keep the tooth in place). It is ingoat for you to understand these two states, a8l itletermine 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,cold (and sometimes hot) food /drinks.

* Occasional pain on chewing.

* Possible presence of a small to moderate siz#ycav

* No history of past pain of the suspected tooth.

* No spontaneous (unprovoked) pain, or pain ongydown.

* No percussion sensitivity.

* There should not be any signs and symptoms aépieal infection such as inflammation (swelling
approximating the apical area), apical (verticadjitity, systemic involvement (fever, malaise)sirius (inability
to open mouth normally) fistulas (areas of draihing

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, oests 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 areALWAYS CHECK BEFORE RESTORING A LARGE/DEEP CAVITY!
* Discoloration of crown.

* Percussion sensitivity.

In addition to the pulpal status, mobile primaryperiodontally compromised permanent teeth (moweabl
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 ezade. The more signs relied upon, the more likely
diagnosis will be accurate.

The bad news: You often cannot determine withagaty the pulpal status.

The good news: You cannot do any harm by fillintgath with irreversible pulpitis.

So, when in doubfill .

Be sure you inform your patient if you suspiiagty may have irreversible pulpitis If you do not inform them,
and they have problems, they will believe it waanpeatment that injured their tooth. Prevent thyisnforming
them of your concern. They may experience somedifart, if it feels better everyday, that is goaas. If the
discomfort does not go away or continures to gaseiathe pulp was infected and the tooth must baebed or
have endodontic treatment.

Sinus Infection: A patient may think he has a lmath; but in reality it may be a sinus infectiohséveral teeth
hurt, even when tapped on, and the patient hastigdead a cold, suspect a sinus infection.

PULP EXPOSURES

When you are excavating decay you start at the(B&3tin enamel junction) and spiral down, meaniog will be

excavating near the pulp last. If the dentin startsppeapink, stop excavatind You are getting close to the pulp
(nerve). Be extremely careful! You do not want apasure (opening into the pulp). If you leave sataeay
(anyplace except around the margins of your restoraDEJ) the ART material will seal the cariesiie

preventing further progression of decay (arrestazhy). Ideally, you want to remoed decay. However, you also
want toavoid an exposure if at all possibleThis may ocassionaly require leaving some dedéen removing

decay if you have a tingxposure, stop immediately Touch the exposure with a micro-brush dipped iateld
bleach solution. Try to stop the bleeding withgstee from a cotton pellet or use Cut-Trol directiyo the
“bleeding spot’and proceed to fill the tooth immeeiy keeping this tooth as isolated as possiliierd’is a good
chance the tooth may heal itself, however be sumnaférm your patient of the decay entering theppand the
possibility of irreversible pulpitis. Your desirg tio give this tooth every opportunity to remainsaful tooth for
this patient.

If the exposure is large, or a lot of decay id ptiésent, place a temporary filling material ie tboth and inform
the patient. There is a good chance the tooth raay to be extracted. Only time can tell.
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General Notes
Follow check-list routinely
Know and keep your priorities: Compassion, safetgfessionalism and quality.
Practice regular self-evaluation. “How can | bereneffective/efficient?
Maintain control: Select/limit number of patienespecially at the outset).
Work privately. Don’t entertain an audience. Woskséress free as possible.
Training an assistant can be very helpful.
Keep good patient / procedure records.
Keep an inventory. Maintain your supply list andnger in a timely fashion to avoid running out af/thing.

Concerning Children:

Handle children with care, being especially carefoti to cause them discomfort.

Take extra time building confidence, even if youn'dgump 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 dowipreferably with a headrest). This is the most fmrtable for everyone. It will reduce stress

and strain for both patient and provider. It alsduces the possibility of the patient fainting #alting out of a
chair.

Provider sits downvith back straight, thighs parallel to the flomdas positioned behind the head of the patient.
You may work standing beside the reclined patieut;it is better to sit down. You will comfortablyork much
longer this way.

You may do exams or treatment with patient sittimg chair while the provider stands; but this fiosiis very
hard on your back!

INSTRUMENT USE

Mouth Mirror : main function is to improve sight, also usedrteact cheek or tongue or to shine light on am are
Explorer: main purpose to detect decay, can remove smaluata of decay or trim Glass lonomer

Cotton Pliers: pick things up, place cotton rolls, manipulaté@o pellets, place & remove wedges

Scaler. remove calculus from teeth, trim glass ionomeetksharp)

Burrs (in mirror handle): remove decay, gain accessqui@ must be applied when using this instruméntys
used at a 90 degree angle (perpendicular)so itmmesdip @lways put vaseline on handle and patients lips to
avoid chaffing/ rubbing!) Note: burrs must be replaced when they become ldalit 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/pecoéard stuff cavity with cotton to protect from
slipping into pulp, very controlled motion breakisgnall bits at a time
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How to Isolate Teeth

Maxillary (upper) teeth: Gently retract cheek witlouth mirror. Place cotton roll with slight rotagiaction toward
gingival. Slightly rotating will help keep cottanll from falling out. Usually one on either sidétbe frenum or
beside the back teeth.

Mandibular (lower) teeth: Gently retract tonque anth slight rotating action place roll betweengoe and teeth.
Place another cotton roll between cheek and teeth.

Salivary ducts are located buccal side of maxiltargd molars and under the tongue lingual sidenahdibular
anterior teeth so placing cotton rolls in thoseatmns reduces saliva contamination.

Replace cotton rolls as needed (when visibly stgdravet). Cotton rolls can be made by rolling cottauze.

Mixing Glass lonomer

Place one-scoop powder to one-drop liquid. Do gaesze bottle, let drop fall through the air ofii® pad. The
number of scoops is determined by size of restorath\lways mix on clean area of pad. Mix %2 the penidto
liquid for 10 seconds, then the rest of the powde20 more seconds. Keep your spatula flat usgig bressure.
If you discover you have not mixed enough, mix deobatch and add to restoration being sure to #eefooth
isolated and dry. Place any instrument with G.litan water immediately, this will allow for eagjean up.

G.l. adheres to the tooth and releases fluoride. i$not suitable for every tooth, for examplemgtimes decay is
not accessible with hand instruments.

Finger press technique

After G.l1. is placed in tooth, wait for gloss changvith Vaseline on finger press down and slide Tiffen 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 aichet

Exc

Excavate decay with spoon and drills. Check tHatexday is
removed with explorer. Remove weak enamel.

Prepare to fill

How many scoops of powder are needed? Matrix? Wstdge

Check Spatula, pad, cotton pellets, brush, tube, plug, guplorer,
Instruments pliers, water, etch, vaseline
Isolate & Prep | Apply matrix if needed. Wash, dry, etch 20 secomdssh, dry,
Tooth mix, fill. Apply G.l. to adjacent pits and fissures
Wait For Gloss | Vaseline, remove matrix, patient bite, remove egcelseck bite,
Change floss if needed
Dismiss patient | Post op. instructions, 4 H’s
Clean up Dispose of disposables, soak instrume@teaninstruments.
Wipe down all surfaces including ART Kit.
Unglove Set timer.Turn off head-light. Set up for new pattie
4 H's Advise patient to: 1) Wait Hour.

2) Avoidard foods.
3) Remind oraHygiene.
4Honor God (Prayer)

*WEAN OFF THE DETAILED CHECK LIST ASAP
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Frequently Asked Questions (FAQ's)
1. How do | know when all the caries is removed?

You will not feel any soft sticky areas with yowpdorer. Dark places may remain as long as it isl h@he caries
is arrested)Completely clean the DEJ (dentinal/enamel junctin) then work down circumferentially (in a
360-degree spiral) being cautious of the pulp or pignt sensitivity. Watch your patient’s face. Remoe only
soft decay. Stop when smooth and hard, if there {gin, or if close to the pulp (pink showing). Idedy, you
will remove all decay. Leaving a small amount of dmy near the pulp is sometimes necessary. G.l. ealses
fluoride that will arrest the decay and harden thetooth structure. If the DEJ is clean the G.I. willseal the
tooth and prevent further growth of decay.

2. What do | look for when | check the bite?

You do not want the opposing teeth to mark on tHeAhy high spot that hits must be removed eithith a scaler
or rotating burr. Have your patient bite gently fist time.

3. Should the tooth be restored to normal appearance?

No, you only need to be sure the DEJ is completelered leaving no areas that will trap plaque. @dy be
sloped. G.I. is not strong enough to withstand ugioh.

4. What if my G.I. mix is too wet or dry?

While mixing you may add more powder or liquid @eded to get the right consistency. The final nxghould
be smooth like chewing gum. Mixing should be cortedewithin 20 to 30 seconds.

5. How long do I have to work with the G.I.?

The entire application procedure should be comglefighin 30 to 40 seconds. Tooth should be isdlétefore
mixing begins so you can begin restoration immedifaipon completion of mixing.

6. How do | know when the material is finished setting

Gloss change. Explorer will not lift it to peaksotY can check the hardness of some excess lefeamitting pad.

ART NOTES

* Follow checklist for set up and procedure.

* You may utilize an assistant to assure propeavaalontrol. Quality work is not possible unleks tooth is
isolated from saliva.

* Vinegar solution may be used for conditioner. xMine part household vinegar to three parts distilater.

* There are approx. 93 scoops in a 10gr bottlecsiqer.

* G.1. (glass ionomer)sets quicker at higher terapges. 70 - 77 ° F is ideal.

* G.1. should ideally be inserted with dispensengbut an instrument can be used with great capeeeent voids.
* Assure spoon sharpness. Spoon excavator reggpresing motion as well as wrist action. Do ropstoo often
to clean debris.

* When drilling, it is sometimes necessary to udiglat touch for patient comfort. Always start sligvand gently,
then become more aggressive. This will enable gaatn your patients trust and confidence.
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* Cotton rolls should be placed gently under thregue and monitored like a thermometer for statumaisture
absorption. When saturated, lightly add"ab2side 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 seatHptoximal areas.
* Assure a non-stress bearing ridge in proximalaetions. Contour interproximal areas with batc&kpmon to
dissipate occlusion forces.
* Have patient bite hard while material is pliabdeprevent a high contact.
* Tofflemire indication: Large inter-proximal cdigs especially with gingival inflammation.
* Dry Angles absorb saliva and are used to isdlagetooth. Can also keep tongue away. Use omlgefled.
* Use explorer or scaler to finish margins. Stdpew material starts to harden. You have only alsmiatow of
opportunity. When material completely hardenédsh cleaning up tooth. Remove excess at marghikewoft
or very hard; but nan the transition phase. During this time the matenust not be manipulated.
* If a lot of trimming is necessary you may watipnt to come back after an hour when materidlbeil
completely set.
* Lightly grease burs at end of day.
* Take advantage of the head’s full range of motmfacilitate access, visibility, and gravity.
* Always set out two spatulas in the event a sdawix is quickly needed.
Keep Fugi liquid bottle propped upside down dcifitate dispensing without bubbles or waste.
If you should trim the G.I. after sealing, remaen to re-seal it, unless it has been more thamo2dis.
Mylar strips are used on anterior teeth. Gealigle under gum then wrap around tooth and hottltiguntil
completely set.
* Always prep anterior teeth from the lingual sigdkenever possible.
* MOBILE TEETH Restoring a mobile tooth (2mm), tigh the pulp is healthy, may be a waste of time and
material. Be careful when working on a slightly ritetbooth, secure it while you work on ilf it is depressable
do not fill it!
* Drying the teeth with gauze will make caries aadculus more obvious.
* A glass slab may be used to mix on instead mdi@er pad.
* Don't allow bubbles in drops of liquid G.I.

*  * X

SEALANTS

Sealants help prevent decay from beginning on tickusal surface of teeth. Sealants should be doradl 0
childrens six year molar. A sealant may be donealbposterior teeth the same time a restoratidieiag done.

A sealant is G.I. spread in a thin layer over gesoin occlusal surface. Just etch the groovesefipgess G.1.,
apply Vaseline, have patient bite down. Check itient that bite still feels normal.
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PAINTING TEETH WITH FLUORIDE VARNISH IS EFFECTIVE AGAINST TOOTH ... Page 1 of 2

LUF News (. )

PAINTING TEETH WITH FLUORIDE VARNISH IS EFFECTIVE AGAINST TOOTH DECAY IN
CHILDREN

April 11, 2000
Far mare information contact
Connie Daughtry, 352/392-4431, cdaughtry@dental.ufl.edu

GAINESVILLE, Fla —WAlith the stroke of a brush coated with 2 new topical fluoride treatment, dentists can paint =
lasting smile for children in an easy, safe and cost-effective way, a new Liniversity of Florida study shows

Mew to the United States, the product called sedium flucride varnish has a higher concentration of fluaride than
current gels, foams, rinses and pasies, but is less toxic to children because less of the preduct is swallowed
during application.

“Fluaride vamish guickly adheres to taeth and over time s slowly released to the tpoth surface, promating tooth
remineralization.” said Dr. Jsana Autio, a UF Caollege of Dentistry assistant professor of pediatric dentisiry, who
studied the efiectiveness of one varnish in a group of Head Start chikdren aged 3 10 5.

Autin, the first researchear to study the sffect fleoride vamish has on cavily pragression in primary teeth, reported
her findings Agpril & at tha Intemational Association for Dental Research confarence in Washington DG,

In the study, utio said the UF researchers divided 222 Alachua County, Fla., Head Start children info a group
that received the fluaride vamish and a control graup that received a commaon fluoride gel in 1997, the Food and
Drug Administration approved Duraphat, the brand of varnish used in the study and manufactured by Colgales-
Palmolive, as a fluoride treatment for people with hypersensitive teeth. Other fluoride varnish studies are undar
way to determine their effectivensss as anti-cavity agents.

"W studied the children aver a nine-manth period in the schools, applying the varnish at the start of the study
and at a four-month interval. We found that at the end of the study, the progressicn of denizl cavities had
reversad {remineralized) in mose than 80 parcent of the test group and 37 parcant In the control group,”™ Autic
said, "The varnish was clearly more beneficial to the children than the gel and reduced the nesd for expensive
fillings."

Baecause of the high concentration of fluoride (22,600 parts per million compared to toothpaste which has 1,000 10
1,400 ppm) Duraphat is available only to dental professionals. The cost is comparable to curnant flugrids gels and
oArms.

Duraphat comes in a small tube and is peinted on the testh. The yellowish tint of the varnish allows dentists to
where the product has been applied. Saliva enables it to adhere to teeth rapidly. Aftar one howr, children can rinsa
their mouth. The next moming, they should resume their normal brushing routine. Applying the vamish lakes less
than two minutes, making it ideal for patients wha are anxious or who have special needs. The likable tasle alsois
a drawing paint, but for parents and the dental profassion the two main banefits are its effectivaness in preventing
the need for filings and crowns, as well as the decreased risk of fluoride toxicity and fluoroses.

"Taxicily and its effects such 38 nausea ara always a concem with childran undar 6. Previous studies have shown
that fluoride in petiants’ blood plasma is lowest amaong fluoride vamish users than users of other topical
treatrments, Less is swallowad " Autic said.

Dental fluorosis, a harmiess cosmetic discoloring ar metiling of the enamel, is visible by chalky white specks and
linas or pitted and brown stained enamal on daveloping teeth, Fluorosis ooours when children ingest too much

3/20/2002
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flugride during the period of enamal formation {before teeth appear in the mouth) in children usually under the age
of B,

Flugride varnish has a long history of use by dentists throughout Eurcpe as an anti-cavity treatment in aduls and
children, Autia, at UF since 1997, usad the product routimely in her practice in Finland. Along with other Amarican
dentists and organizations such as the American Dental Association, she thinks that all childran can bensfit fram
use of the varnish, especially children from ow-income families.

“Despite the decling in the incidencs of dental cavities in the Uniled Slates, decay and cavities remain a proolem
ameng tha nation's poor children” Autio said

UF's pediatric depariment provides dental screenings for several Florida Head Start programes. Autic and co-
researcher Dr. Frank Courts, both advocates of providing dental care to kow-income children, believe the easy
application and positive results of varnish usa makes itideal to be administered routingly in tha school system.

"Brevantion is key," said Courts, associate professor and chalr of padiatric dentistry. “The earlier we can reach
childran fallowing the erupticn of their primary teeth, the better.”

Autio and Courts” initial study results indicate vamishes may scon be the preferred anti-cavity topical agent used
far children,

Huw F. Thomas, professor and chair of pediatric dentisiry at the Universily of Texas at San Antonio, who heard
Autic's presentation at the conference, said the UF study is significant.

“The results of this study are extremely impartant in highlighting the effactiveness of this mode of treatment in a
high-risk population.” Thomas said. "Now we have a significant tool to address diseasa pravention in susceplible
children and afford tham a batter quality of ife”

FLUORIDE PROCEDURE

Treat only the surfaces of teeth with deep gro@arebpits, and inter-proximal contacts.
Brush first if possible.

1. Setout: gauze, explorer, brush, fluoridgdro

2. Clean pits and fissures with explorer.

3. Dry teeth thoroughly with gauze one quadraiat ame.

4. Apply thin coating with brush. Use sparingly.

5. Repeat with next quadrant.

6. Agitate brush vigorously in alcohol for at led@6tseconds.

7. Advise to not eat for at least one hour. Dolbrash 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 8ozwavater

EXTRACTION OF PRIMARY TEETH

Inform parents that these should only be extraatieen there is pain and infection. Assure thent, ttiay will
come out on their own. Encourage the child to Vaggevery day.
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HYPERSENSITIVE DENTIN

Can be treated effectively with F varnish. Seentiyogth recession. Where a patient has eroded ezhauith a
tooth brush you may restore by placing a layer lobiGGthe affected area. This will help appearanma sensitivity.

ORAL HEALTH TEACHING BASICS
Keep things simple or people won’t remember what tgught them.

* FIRST. Oral Hygiene Instruction (OHI) is the stomportant thing we can do for our patients’ ééhealth

* ROUTINE. OHI should be a routine step in eveBatment plan. Best done as the first item orlistie Inform
each ART patient that success of restoration dependiaily effective plaque removal.

* GROUP_ANDINDIVIDUAL. Provide both group and individual OkiVhenever possible. This really helps to
instill in our patients its importance and reinfesdhe essential information. You may train onsg@ein OHI and
have them teach while you are treating other ptien

* DIETARY FACTORS are important in caries previent Many don’'t understand the role sugar plays.

* FOLLOWED BY WATER. The first dietary factor ipreventing decay is water. Everything but wateusthde
followed by water. (30 second rinsing).

* BRUSH AND FLOSS. Preventing periodontal disease dependsibnplaque removal. Effective plaque
removal includes both meticulous brushing folloviydlossing.

TEACHING TIPS

Plague is forming in everyones mouth all the tifieoth decay begins when plaque is left in one $pomore
than 24 hours. Left long enough, it turns into ohls or hard tartar. A toothbrush will remove plagsee WTND
for alternatives. You must use a scaler to remaveutus

Demonstration is a very effective means of teachDemonstrate brushing and flossing techniques. dbsination
mouth models are not necessary; but they can ntakgst easier. If you don’t have a mirror, demaatstron
yourself. If you have a mirror, have the patientalayou, then have them do it while you hold theramifor them.

BRUSHING: While normally taught first because it is the easiest, flossing is actually more beneficial

Thorough and meticulous plaque removal twice aisldgst. What is missed the first time may be cathgh
second time. It takes 24 hours for plaque sittingrie spot to start causing problems. Verify tloatrypatients
understand what plague is and why it is harmfubeKit 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 effetively from the
areas where decay and gum disease begin than brus@idoes. Brush last will clean away debris removed
when flossing.
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Bleeding is common at first if the patient is nlosking regularly. It will stop after several dafsregular flossing.
Flossing is difficult at first; but like learning ride a bicycle or roller skating it gets easieicily with practice.

- Teach by demonstration (you) AND practice (thégnt) before a mirror while you provide input.

- Floss your patient to allow him / her to sersefeel of flossing while observing you in a mitrdrhis is very
important.

- To make it easier, start with anteriors and gadlgt work back over time. Use a mirror.

- Three key points: Short working length - wrapuard - saw through tight contacts.

- Floss can be re-used; but most times is disdaatter use.

- By wrapping the floss tightly around the tooth fom 2 directions, you can nearly clean the whole #htooth!

MISCELLANEOQOUS:

- Toothpaste is not necessary for effective plagungoval, however it is important because of itefide content.
- Natural tooth color is not white.
- Periodontal disease increases (significantly)ctignces for getting heart disease.

SCALING
Preliminaries

1. Patient should brush and floss first, and destrate brushing technique if appropriate. Pateegtims may
bleed easily until periodontal condition is imprdv&ncourage patients to keep brushing and flogbkiese
bleeding areas to remove plaque.
2. Gross scale. Wait a week, then fine tunenfyitis is improved.
3. Start with the front six teeth until your exignce level increases
4. Tray set up: Sharp scaler, mirror, 2x2’shtljgrash.
5. Be gentle, avoid harming periodontal tissbésnitor body language. Talk to your patient anduasghat they
are comfortable.
6. Remember the patient can turn or tilt theachéor easier access. Maintain good posture!
7. Scale one side (mesial or distal) at a timalbteeth. Reposition to do other side. This sdwas.
8. Criteria of success: (Regardless of the amofibleeding) Little to no discomfort, calculus reved and no
operator injury.
9. Stain removal is natecessary unless a cosmetic problem for the patien
10. Proper scaling and brushing leads to quickigaidnealing (a matter of days).
11. You will be slow at first. You must be patiavith yourself and persevere. It takes much
experience to gain proficiency.
12. Do not permit patients to put hands in theiuthar encourage spitting. Have a Dixie cup ready.

Note: You may have a situation where patients ledther waited a long time to see you, or have carwng
distance. If you are unable to provide other sesjiéor any reason, by cleaning their lower froxteseth (where
most calculus forms) your patient will feel thefdience and leave happier knowing he received sameand his
time was not wasted. Always respect your patidirtie just as you want them to respect yours!

Essentials /Technique

* Safety glasses!!!! For provider and patient batlall times.

* Sharpness of scalers is critical. Check shapma your fingernail. See Sharpening Notes oepdd-81

* Finger Rest - Finger Rest - Finger Rest !!!

* Use a pen grasp holding the instrument closdecend.

* Line terminal shank parallel with tooth, and angito tooth a little until it cuts. It is the saras when you are
testing for sharpness.
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* Two strokes are used: exploratory and workiipke each stroke count. Do not burnish. Burnisldiulis
the instrument and smoothes the calculus makimpit difficult to remove.
* Keep scaler tip always on tooth surface in ortdgprotect the gums. Keep your eye on it.
* Scale with the last one third of the cutting edge
* Use a firm working stroke without yotinger rest rising from its perch.
* Slide your scaler under the calculus ledge aea hull firmly (working stroke).
* Take only small bites at a time, especially wisaftulus is not breaking off.
* In order to see calculus better use 2X2 gauetp saliva and blood absorbed. If you have antdesaling
profusely apply direct pressure for several minutes
* Be extremely careful regarding lingual trianguterints along the gingival of mandibular incisofso across in
very very short controlled strokes.

EXTRACTIONS

Many assume extractions are the primary dental@eneeded in missions. However, providing oralthea
instructions, fluoride applications, sealants, fltidg teeth serve a more critical role. Thesehaties save teeth
that would otherwise eventually need to be extrhcléa patient comes only seeking an extractiamnch you
cannot do, examine the patient for another toadhnkeds ART. Ask you patient if they want to loge teeth or
one? If you do not do ART on the one tooth, he axientually lose that one also.

Extractions would...
* greatly increase the duration of our course.
greatly increase the experience level requiteccbnfidence and competency.
present legal challenges
create the risk of serious medical complicati¢gese list below).
present additional risks to already medicallynpmomised patients — diabetics, hypertensivegnanecy,
asthmatics,
the aged, etc.
* necessitate association with an emergency faddr referral of complications.

b

Extracting teeth is not a simple procedure. Wedaaing with the human body, and in particular, st critical
part- the head. Serious infections and bleedirtgerhead area can quickly worsen into a life-tteneiag
condition. Also, there are a number of pre-exgstimledical conditions that make extraction patientaerable to
life-threatening complications. Furthermore, exiragteeth safely in remote areas requires a higagree of
competence just for the fact that conditions ase than ideal, and rapid transfer to a medicalitiacs usually not
possible. Competence necessitates experiencet ligtssed dentists do not feel comfortable in éhesnditions.

Surgery contains inherent risks no mater how watfggmed. 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 (enapt later)

E. Swelling

F. Bruising (Hematoma)

G. Dry socket (very painful from wound not healing jpedly)

H. Lack of good medical history may lead to life thezang problem (infective endocarditis resultingrir
previous Rheumatic Fever

I. Fever

J. Excessive bleeding may lead to heart attack & death

K. Possible bone splinters/fragments or sharp edggdrvitating afterwards

L. Mandibular dislocations or fractures

M. Damage to the TMJ (Jaw joint) or trismus (limitdadlity to open the jaw)

N. Toxemia (Infection in the bloodstream carried tlyloout the body)
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O

Infection of the bone (Osteomyelitis) or soft tissuCan lead to swelling/closing off the throathwit
inability to breath (Ludwig’'s Angina)

Sinus exposure may result in fluid coming up thiotlge nose when drinking.

Infection may lead to the brain causing severe &glagl neuralgias for the rest of their life or Heat
Facial nerve damage with resulting paresthesiar(@eent numbness of an area of the face or jaw)
Injury/damage to adjacent teeth

All the above plus more!

H0oOT

We must resign ourselves to the fact that we cannateet every need. We must know our limitations ando
only what we can within the perimeters of our compence. Our purpose is to equip diciples to demorsite
the love of Christ in a practical, simple, and safevay. Services such as ART, sealants, fluoride vash
application, and oral health teaching can effectiig achieve this goal.

TEETH

Common Pathologies

Post~ Inflamed gums Cracked tooth ~Shrinking gums, some
(gingivitis) with cavity hone loss (periodontitis)

Enamel Porcelain
Crown
Cavity

Decay Filling

Gingiva
(gum)

Dentin ‘ o ‘ — i Plaque/
. o - tartar

Cementum
Diseased
pulp  Abscess

Severe bone loss,
infected pocket
(advanced
periodontitis)

“Roaot canals containing
vessels and nerves

Periodontium

Gutta-percha
(Finished Root Canal) Root

GPI ©2001 2-Premolars 2-Molars

54




55
DIAGNOSIS AND MANAGEMENT OF ACUTE INFECTIONS
OF THE ORAL AND PARAORAL TISSUES

The four most critical criteria that suggest imnag€direferral to a specialist or hospital:are

1. History of a rapidly progressing infection. This means that the infection began 1 or 2 daferb the
interview and is growing rapidly worse, with incsgay swelling, pain, and associated signs and symst
This type of odontogenic infection may spread waarthat are potentially life —threatening anddfwe
must be treated aggressively.

2. Difficulty in breathing . Patients who have severe swelling of the sofuéissf the upper airway as the
result of infection may have difficulty maintainirg patent airway. In these situations the patiét@no
cannot lie down, has difficulty with speech, andaBviously distressed with his or her breathing
difficulties. This patient should be referred dilfgdo an emergency rognbecause immediate surgical
attention may be necessary to maintain an intastgi

3. Difficulty in swallowing . Patients who have swelling and trismus may hafficalty swallowing their
saliva. This is an ominous sign, since difficultyswallowing frequently indicates a narrowing oé thral
pharynx and potential for acute airway obstructidhis patient should also be referred to the habpit
emergency roofrbecause surgical intervention may be require@ifovay maintenance.

4. Severe Trismus Patients who cannot open their mouth more thamm0

Several other criteria should indicate referrathie specialist. Patients who hawgolvement of extraoral fascial
spacessuch as in buccal space infections or submardlilsglace infections may require extraoral surgizasion
and drainage as well as hospitalization. Next,caigh infection almost always causes an elevategesature, a
temperature higher than 101 Findicates a greater likelihood of severe infecteomd the patient should be
referred. In odontogenic infections trismus resdiitan the involvement of the muscles of masticationthe
inflammatory process. A patient with mild to moder&rismus will be able to open his or her moutitw@5mm.
Severe trismus-the inability to open the mouth witdhat 10mmmay be an indication of severe oral pharyngeal
involvement of the infection. In this situation eefal to the specialist is necessary for evaluatibopper airway
patency. Additionally, systemic involvemenit an odontogenic infection is an indication feferral. Patients with
systemic involvement will have a typiciaixic facial appearance, glazed eyes, open moutmdia dehydrated,
sick_appearance When this is seen, the patient is usually fatijugas a substantial amount of pain and an
elevated temperature, and is dehydrated. Findliyhe patient has factors decreasing the effectigserof the
immune response (see below), hospitalization elliko be required. The specialist is usually pregao do this
easily and effectively.

Infections of the head and neck should never be tek lightly. The head is a very critical area due to the girwa
and brain. Always deal promptly with your patieptesenting with oral / fascial infections.

Never put heat on the outside of the face for a ttlmache. If there is infection, heat will draw the infectida
drain on the face.

Most Common Infections

The four common types of infections frequently emgered in dental practice are periapical, peritaon
postsurgical, and pericoronal infections. Any aégb may begin as a well delineated, self-limitiogdition, and
each has the potential to spread into adjacentetssand result in a major fascial space infectidfe-threatening
sequelae can ensue, specifically septicemia, causrsinus thrombosis, airway obstruction, and nstidids.
Therefore, it is important for the clinician to wrdtand the nature of spread of these infecti@taignize the signs
of a potentially life-threatening emergency, andenstand the principles of treatment of infections.
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Historic Features

The history of infections may be quite diverse. fEheay be a long-standing history of chronic drgenand
intermittent swelling, with an acute exacerbatibiattforces the patient to seek treatment; or, ratarely, a
previously asymptomatic tooth may cause acute sympsuddenly and without warning.

The history as described by the patient can bengwortant indicator of the urgency of treatment. lAwdy
enlarging swelling accompanied by dull pain is likely to require aggressive treatment within treh nor is a
recurrent draining abscess that swells and themsdspontaneously. These are situations indicatirag the
patient’'s immune response is effectively containbogone degree or another, the spread of infec@mthe other
hand, 24-hour painful swelling that is now caugiagn during swallowing or severe trismus needs eggive and
prompt treatment.

Clinical Features

Inflammation is a stereotyped tissue responsejtmyiror invasion by microorganisms that involvesadilation,
increased capillary permeability, mobilization efikocytes, and phagocytosis. Associated with thesdastinct
cardinal signs and symptoms: redness, heat, pa@llisg. Other accompanying findings may be losfuoiction in
the area (e.g., trismus, nerve dysfunction), swdenph nodes, fever, increased pulse (normal §0a80ve 100
indicates severe infection) and respiration ral&s16 normal; 18-20 with mild to moderate infecBhnPatients
who have only a mild temperature elevation usuadlye a mild infection that can be readily treat®uit patients
who have all three elevated -- temperature, palsd,respirations, are more likely to have seriofisction. Other
constitutional findings may include weight losssdoof appetite, dehydration, malaise, and generlipxic
appearance.

Look closely at the face, throat, and the mouthsfgns of swelling. Often your patient will be awaf swelling
without it being obvious to you. Watch especialty finy swelling approaching the throat or the eyédsoat
swelling can lead to a fatal condition called Lug\siangina, which results in complete airway oltam. Orbital
cellulitis presents as redness and swelling ofeyedids, and involves the vascular and neural corapts of the
orbit. This is a serious infection and requiresraggive medical and surgical intervention form mplétspecialists.
Cavernous sinus thrombosis may also occur as Hudt igf superior spread of odontogenic infectidrhe bacteria
can travel via the venous drainage system and coméde the cavernous sinus, resulting in thromb@sideadly
blood clot to the brain). Normal versus abnormsdue architecture should be observed: for exardgmrtion of
the usually well-defined mucobuccal fold is an impat guide to the presence of swelling, The safage should
appear symmetric with the uvula in the midline: asgviation could represent involvement of the kter
pharyngeal space (a dangerous location for infertiéxtraoral landmarks such as the nasal tip,lab&d fold, or
circumorbital areas are examined easily to assessmmetry or distortion.

Vital signs (temperature, pulse, and respiratide)rshould be taken, with special attention paitetoperature and
heart rate. Temperatures greater that 101 and 1@2cBbmpanied by elevated heart rates indicate rayste
involvement of the infection and should alert thiaician to the increased urgency of treatment.pufse rates
increase above 100 beats per minute, the patieyt mage a severe infection and should be treatede mor
aggressively.

NOTE: This information is being provided to increasyour understanding of these conditions so thauymay
understand the potential serious nature of an infem and get your patient to the appropriate medigaovider.
This not intended to imply that you are trained tieeat infections. You are not, and must refer thesatients for
proper care.
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PRINCIPLES OF TREATMENT OF ORAL INFECTIONS

The four principles of treatment of infection are fllows: (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 msult in failure of treatment and persistencinfafction.

(1) Initial treatment should be instituted as earlypassible. Endodontic treatment or extraction #e rhost
common procedures used to remove the cause of Ipalpgeriapical infections. Extracting a tooth may
simultaneously eliminate the cause and providetlafoa drainage. Endodontic therapy can elimina&dause, but
may only provide for limited drainage. If drainaigegnadequate, a separate incision may be neede iadjacent
soft tissues. For periodontal infections, surgicatettage may be indicated. Postsurgical infectiares more
challenging because the original cause of infectimy have been removed, but bacterial growth aefleictive
containment by the immune system persist.

At one time, the dentist was warned to never ren@ot@oth or perform invasive treatment in the fatafection.
Today our level of understanding about the pathgsighogy of infections and the widespread availabibf a
variety of effective antibiotics dictate that eargmoval of the cause and establishment of draiaagg@aramount
for successful treatment. When an infection extévelond the boundaries of the adjacent anatonsodiplanes,
it is said to involve the fascial spaces. Oncedhasrmally potential spaces have been violatedbeodme real
spaces, the path of infection can spread widely rapilly to adjacent spaces. It is in these situatithat life-
threatening sequelae can occur.

(2) Drainage is very important and can be establishemligh extraction and/or a surgical incision aedds to be
performed by a dentist or maxillofacial surgeon.

(3) In many cases, antibiotics need not be presciflibd other three principles have been followelde Elinician
must understand that, ultimately, infections an@diby the patient’s defenses, not antibiotics.

It is important to remember that antibiotics alom#l not cure the source of infection. Unless thmurge of
infection has been removed, the infection will likesturn once the antibiotics are discontinued.

Dehydration is of particular concern when treatimginfection. Fluid requirements dramatically irage because
of fever, increased insensible water loss, thimcspredistribution and increased metabolism. Sigriehydration
include dry skin and eyes, decreased urine proalucgixcessive thirst, increased heart rate, andrp&luid intake
must be among the first treatment priorities, dmddlinician should strongly encourage increasetliotake.
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MEDICATIONS

ANALGESICS

Don’t underestimate the severity of dental pain.Many North Americans today have not known the pdia
severe toothache. When you have a patient thatfesrsg from a toothache, take it seriously. Gilkem
Ibuprofen* and make immediate arrangements to tinglp see a dentist.

Ibuprofen is the drug of choicefor dental pain in adultslt is absorbed rapidly, within 30-60 minutes. eTusual
adult dose is 400-600 mg every 4-6 hours. The mami dose is 2400 mg per day. Do not give to cardider
12 unless under the guidance of a doctor. It is galyewell tolerated. Gastrointestinal effects doese related and
usually occur in less than 10% of patients: thejuide nausea, abdominal pain, dyspepsia (vaguadesi
epigastric discomfort felt after eating), diarrhaad vomiting. Bleeding and ulceration are infragusccurrences:
however, the drug should be avoided in patientk péptic ulcer disease. It is contraindicateddtigmts with
hypersensitivity to aspirin or other non-steroidati-inflammatory drugs (NSAIDs) and in asthmatigth nasal
polyps who are sensitive to aspirin or NSAIDs.

Ibuprofen should be discontinued within eight hours of ay&al procedure (e.g. a tooth extraction) and iegala
with acetaminophen (not aspirin *) at a dose of-6600 mg every four hours. Ibuprofen inhibits pletection
when circulating in the blood and thus could irgegfwith effective hemorrhage control after anaotion. It may
be resumed after the surgery. *Aspirin also irnkipiatelet action but for a much longer periodimg.

Acetaminophenis the drug of choice for childrepregnant women, lactating mother, and patientghiom aspirin
and ibuprofen is contraindicated. It is indicatedthe relief of mild to moderate pain. It has tielgy few side
effects, and many patients prefer it to aspirins hot as effective as ibuprofen for urgent depén because of its
weak anti-inflammatory effect. Do not substitutéhwaspirin for childrer(due to association with Reye’s
Syndrome).

[Adult: 650-1000 mg / 4 —6 hours. Maximum daily dasis 4000 mg.

[Child: 10-15 mg / kg / 4-6 hours as required, butot to exceed 65 mg /kg /daly.

ANTIBIOTICS
Criteria for use:
* Fever with swelling.
* Your patient may complain of swelling that is ryat visible to you. Take their word for it.
* Do not give antibiotics for minor, localized chmio swelling with minor pain and no fever.
* Do not use antibiotics to treat pain. It is exgileely for bacterial infections such as a dentalkcalks. Antibiotics
are indicated for mild oral / facial infections b&se of the potential for rapid progression andithe delay that
missionaries often face in bringing their patidotsdefinitive treatment. When dealing with infiects in the head,
it is better to play it safe.
* Read carefully the drug fact sheet included vaillmeds, especially antibiotics.
* Always take a medical history prior to giving #@mbtics to reduce the potential for allergic reawss. Observe
patients for at least 30 minutes after initial dose

We do not recommend antibiotics by injection beeaafsthe increased danger of a severe anaphylaetation.

58



59
DOSAGES

For Non-Penicillin Allergic Patients:

[Amoxicillin 500 mg1 tab/every 8 hrs / 10 days @H#50mg tab/every 8 hrs/10 dayd or

[Amoxicillin Liquid 125mg/teaspoon 1teaspoonful guérhrs/10days

[Penicillin V 500mg 1 tab/every 6 hrs / 10 days*il@#%0mg/kg/day divided in 3 to 4 dosks.

For Penicillin Allergic Patients:

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

[Erythromycin stearate500mg 1 tab/every 6 hrs /ygdaChild 40mg/kg/day divided in 4 doses.

[Metronidazole 500mg: 1 tab/ 3x day / 7* days. €Bi0-40mg/kg/ddy

Provide a loading dose on each of the above. (Thest dose is double the
regular dose)

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

For your information

Clark’s rule has been used for many years as a general guidalfmlating children’s doses. It is based on a
downward reduction of adult doses as determinelldoly weight.

Child’s weight (in Ib) 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 arfeaear is repaired.
If glass ionomer is used, ensure that all the sedaf the tooth and the remaining restoratiorcksan.
Apply dentine conditioner over the existing restoraand the cavity walls, wash etc.
Then place a new layer of glass-ionomer over the to

Apply the “press finger” technique and check tiat testoration is not too high.

The most common reasons for ART restorations failus.

Insufficient carious dentin had been removed wimthbited proper adhesion of the material
Contamination of the cavity with saliva or bloodidg the restorative procedure

Failure to condition or inadequate conditioning

Incorrectly mixed material

Improper insertion of material in the cavity, paularly in small cavities, resulting in sub-surfa@éds

SOURCES FOR ORDERING DENTAL SUPPLIES

A dental license is needed to order from these sozes:

1. World Dental Relief dentalreliefinc@aol.com  http://www.worlddentalrelief.com/
P.O. Box 747  Broken Arrow, OK 74013407 Phone: 918-251-2612 FAX: 918-251-6326
Various suppliesBest Source for Fugi IX Supplies must be used on missions outside U.S.

2. Net32 http://www.net32.com/ Probably best to check next. Good prices.

3. Henry Schein www.henryschein.com  export@henryschein.coPhone: 1-800-278-6337
1-800-472-4346 Biggest and best selection Has an International Branch for export onlyr(isecannot be
used in the US) Online Catalog. Be sure to gebBExpternational 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.camPhone 541-459-1806
(cold sterilization)

9. EBAY- No license neededThere 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?

2. Which tooth/teeth hurt?

3. 1 will examine your teeth.

4. Please open your mouth wide.

5. Does the pain wake you at night or keep you from

6. Does this hurt you?

7. Do you want the tooth pulled (extracted) or fixe
8. We can fix these teeth-----here.

9. We need to remove these teeth----- here

10. | am going to give you an anesthetic

11. Are your lip and tongue numb (feel big)?

12. Please swallow your saliva.

13. Please close your mouth.

14. Please bite down.

d if we can?

15. Please chew this with your teeth.

16. Does it feel normal when you chew
this?

17. You have much tartar/buildup causing gum
disease

18. We need to clean your
teeth.

19. Bite this gauze for 15 minutes

20. Swallow these pills. 2 now then 1 every 5
hours

21. Swallow this pill now then 1 every 8 hours
22.Pease

23. Thank You

24. Can we pray for/with you?

25. God Bless You

26. Do Not Eat for One Hour

27. Do Not Smoke for 12
Hours
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Dental Flash Cards

[. Does Your tooth hurt?
1. Tapaaiko daat dukeko chaa?

2. Which tooth/tezth hurt?
2. Kun daat dukeko chaa?

3. Do you want the tooth/teeth puiled{extracted) or fixed if we can?
3. Tapaai daat jhiknu athabaa rhaknahunchha?

4, Please open your mouth wide,
4. Kripaya tapaaiko mukh kullah garnuos,

5.1am going 10 give yon an anesthetic.
5. Ma tapaaiko daat nauduckos hanera injection lagauchu.

6. Are your lip and tongue gumb/feel big?
6. Ke tapaaiko oth ra jibroTulu bhayekojusto cha?

7. Please swallow your saliva.
7. Tapaai thuk nilna saknu hunchha.

8. Please close your mouth.
8. Kripaya aphno mukh banda garnuos.

9. Pleage chew this with yaour teeth,
9. Kripaya yo daatle chapaunuhos.

Ny

YG‘-'\M aan’ ‘6

10. Does this hurt you?
10. Ke essle tapaaili dukhu?

I1. Bite this pauze for 15 minytes.
11. Yo kapas pandhra minute jhate mukhma chapaunuhos.

[2 Take these pills. 2 now and then 1 every 5 hours.
12. Auhhele yo duita ausadhi linuos auni paacha paacha
gantama yeuta linuos,

13. We can fix thesc teeth--—- here.
13. Yo daat ahile milanu barnysakson,

[4. We need to remove these teeth---here.
14, Yo daat nikalu parchaa.

15.We need 1o clean your teeth.
15. Tapaaiko daat hami safa garidichhu.

16. I will examine your teeth.
16. Ma tapaaiko daat herchhu,

17. You have much tartar/buildup causing gum disease.
17. Tapaaiko daat ma dheri dheri daat a goo.
{+) Jama beheko chha. Es le gizaco ro faksa.
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18.
18.

19.
19.

20.
20.

21

2%

22,
22

23

23

24.
T4

Poes it feel normal when you bite this?
Yo toxe pachi ke tapaal sadnacan anubah garmnuhuchi a?

Pieasa
Krnpayaa

Thank you
Dhanyabaad

Can we pray foriwith you?
Ham 1apaai praina garnu sakson?

God bless you.
Permisu ta (A) imilaai asist caayun

Do not eat for one haur.
Ek ganta ke he pani nakanys.

0o not smoke
Churot (O nakanus,
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Introducing
the Child

- Patient

to the
Dental
Office

EARLE M. SCHULZ

BACKGROUND

The first meeting between a child patient and a
dentist is often the meeting that they will remem-
ber the longest. It helps both parties if things go
well.

The organization of the introductory visit, the
procedures that are done, the timing of events,
and the emotional tone of the first visit all combine
to shape a successful encounter. This is extremely
important because managing behavior is essential
to helping children gain the benefits of dental care.

Children bring a cheerful vitality to a dental
practice. By organizing things so that children and
their parents sense a warm welcome, the dentist
and staff can assure they do not miss the spontane-
ity that children bring.

Dentists and office employees instinctively
reach out to children through speech patterns and
body language to help them cope with the new
experience of the dental visit.

By matching the child patient with situations
that meet their specific needs, and being careful
not to push children into **designed-for-adults’’
clinical settings, the dentist can extend a meaning-
ful welcome to young patients.

BEFORE THE INTRODUCTORY VISIT

At the first contact, usually by telephone, the ap-
pointment maker can get information that will help
introduce the new young patient to the dental of-
fice. A few straightforward questions are useful in
gaining the necessary information:

What is the appointment for? To begin regular
preventive care? For a specific problem?

Is it the child’s first dental appointment? If not,
what were the previous dental experiences’

For young children, especially, the time of day
of the visit can be important. For example, chil-
dren younger than 8 years old are especially likely
to be tired after a full day at school and may not be
at their best for a new experience. Parents know
when their children are at their best. Asking about
that will signal that the office is sensitive to a
child’s needs, and will help schedule a favorable
time.

PREPARING THE CHILD

Preparatory letters or recommended reading mate-
rial have been advocated for helping parents pre-
pare a child for the first visit. These measures can
be excellent for creating a positive attitude among
parents and children. In addition to information
about modern dentistry, they demonstrate that the
office is committed to making the child’s first visit
a comfortable experience. How much they affect
child behavior is less certain. Family attitudes
about dentistry may already be established before
the first appointment is made.

When there is the opportunity to counsel par-
ents about preparing children for the first visit, it
may be because the parent is worried about the
chiid’s anticipated behavior. It will help if they are
advised to stress truthful and positive messages:

“The dentist will make little sounds on your
teeth.”

“The tooth paste will taste good.”

““The people there will be nice to you.”

and to avoid negative messages:

“It won't last too long.”
“Mom doesn't like it either.”

and, of course, the familiar It won’t hurt.”
Overanxious parents should be cautioned
against ‘‘overpreparing’’ the child for the first
visit so that the child gets the impression that a
major challenge is forthcoming. It is better, obvi-
ously, that the child should arrive at the dental

1

64

64



65

65



66

66



67

67



68

68



DENTAL KIT
Two sets of instruments are required to permit hadkack 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 exam
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 lonomer Kit: (powder, liquid, conditier, scoop, mixing pad)

Gloves

Face Mask

Tray cover (paper)

Head rest cover (paper towel)

Fluoride paste (applicator brush, alcohol to clearsh)
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 patig waiting you may do a quick ex
to find out the needs. If a patient is only intéeesin an extraction, you may save them a
lot of waiting time. You also may be able to scHedwur entire day and know if you
will have time for more patients or not.

* Set up the day’s appointments as accuratepoasible to keep waiting time to a
minimum. Don’t keep patients waiting unnecessarily.
* |t is important to keep a good rapport with yalinic contacts, and patient handling is
an important part of that.
*Arrange your clinic so that waiting patients aepk separate from the patients you are
currently treating. Your patients should have prwand not be on “display”.
* You may need a piece of fabric or blanket to @raper female patients legs.
* A pillow of some fashion may help with positiogipatients 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 Consu@omplete Guide to Dental
Health: How to Maintain

or http://shopping.msn.com/Prices/shp/?itemId=1608075

or http://www.amazon.com/gp/offer-listing/07596765&#4dp olp 2/103-7867539-
7527837?%5Fencoding=UTF8

or Intelligent Consumer's Complete Guide to Dentalltheddow...:. 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:
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