Volume VI, Issue |
newsletter@youngdental.com
US $6.00

In This Issue:

Abstract:

The practice of dentistry continues to move forward.
Like medicine, dental studies are moving our
knowledge onward at record speed. Implementing
knowledge into practice is the next step. Making it
simple to do is the challenge. Providing steps to
incorporate new modalities into day to day practice is
the scope of this paper. By the end of the article you'll
know how to make salivary testing as automatic as
polishing teeth during a prophylaxis appointment.

Learning Objectives:

¥ Recognize the evolution of caries treatment

¥ Understand how to develop a protocol based on
the medical model

¥ Understand the benefit of testing saliva

¥ How to approach different case presentations
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In 1930 Lawrence Sperry flew the first plane
on autopilot.! Since then auto-piloting has
become increasingly sophisticated. The
number of dials, switches, LED and LDC
readouts is unquantifiable by non pilots.
Information from those devices are fed into a
computer that runs autopilot on present day
jets. Without it modern aviation wouldn'’t be
possible. In dentistry we have the same
situation. The autopilot of a decade or so ago
is fed information from new progressive
sources. New information from research must
be put into the thought process of every
patient presentation and the old autopilot
updated with new intelligence.

The research focus on advancements in
dental material seems to have taken over the
field of restorative dentistry. Today, dental
research is enticed by a new focus on the
disease of caries. With the awareness that
caries is a disease process caused by bacteria
the idea that multiple fillings do not cure the
infection is gaining popularity. With dormant
intimate knowledge of this phenomenon we’ll
discuss how to implement the science of caries
management in the private dental practice.
The paradigm shift is to admit that the surgical
model has not cured dental decay.

Bacteria management

A patient who presents with holes in their
teeth offers challenges the dental health care
professional to consider three conditions
which drive the symptom, decay; bacterial
infection, poor nutrition, or poor saliva. Specific
tests are the only accurate way to identify
which condition caused the decay. Armed with
an accurate differential diagnosis we can begin
to treat the enamel lesion accurately.

A dental assistant can administer non
invasive salivary tests as directed by the
dentist, or dental hygienist. There are two main
types of tests, one requires collection and
incubation of the saliva on an agar to grow out
bacteria. The other evaluates the quality of the

saliva itself with testing strips to measure
acidity and buffering.

Salivary testing that includes incubation of
the saliva on an agar plate let’s the prescribing
dentist understand the nature of the infection.
The incubation time varies depending on the
company which manufactures the salivary test.
A high Streptococcus Mutans count will
indicate early enamel lesions. High
lactobacillus counts indicate deep decay or
root lesions. An infection of Streptococcus
Mutans and Strep Sobrinus indicates what
scientists call a superinfection.>®> Most tests do
not discern the difference in streptococcus so if
the infection persists there may be occasion to
use a more sophisticated laboratory. Notice
that presence of bacteria is indicative of lesions
which may or may not be visible to the naked
eye, the explorer, or radiographs.

There are also saliva tests which let the
diagnostician evaluate results immediately.
Knowing whether the saliva has good
buffering capacity or a low pH, or even if there
is good salivary flow can provide information
immediate changes. A patient with poor
salivary flow, for instance, can be educated to
increase fluid intake during the day. Repeat
testing within a few weeks of time can reveal
whether the recommendation was fruitful or if
the patient will need further testing for a
systemic type problem; Sjogren’s for instance.

A third type of saliva test is a Modified
Schirmer’s Test (MST).* This test was originally
used to detect tears. A thin strip of paper with
graduated millimeter marks is placed under
the lower lid for five minutes. The amount of
tears that travel up the paper is read in
millimeters. A low number is positive for dry
eyes. The same principle can be used for saliva
quantity testing. The strip of graduated paper
is placed under the tongue and the amount of
saliva that travels up the strip is measured. This
gives the clinician an easy way of detecting the
amount of available saliva in each patient
without having them expectorate into a cup.
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The test was found to isolate those with salivary hypofunction
quickly and easily.

Saliva testing is recommended for any patient with active
decay. West Coast dental schools have formed a coalition to
modify the way that caries management is taught in their
schools. Patient’s oral health is stabilized before surgical
treatment of the enamel begins. Bacteria counts and saliva are
brought to healthy levels to assure successful surgical
intervention. In the private dental office this utopia may be a
little difficult to attain, at least at first. The status quo has been to
treat with surgery directly for such a long time. Auto pilot built
with this progress will support needed changes.

Bacterial management can be attained in two very different
although synergistic ways. Current thought regarding oral
disinfection is to use chlorhexidine two times per day for one
week every quarter.*® Studies are ongoing to find an alternative
such as providone-iodine, or some kind of essential oil.”*The idea
behind this prescription is to kill the bacteria in waves. In studies
looking at options for oral disinfection, study participants had
difficulty remembering to rinse for longer than one week.® Since
it takes approximately three months for biofilms to become
repopulated with pathogenic bacteria, the recommendation of
quarterly dosing has been found to be beneficial. In order to
increase compliance, reminding patients to start the weeklong
oral disinfection routine by phone or post card is helpful.

——

If the patient is a child it is also important to treat the parents
and care givers as these bacteria are transmitted between family
members.” Oral disinfection of the entire family all during the
same week will potentiate the treatment effectiveness.
Chlorhexidine treatment may not be pleasant however, the
second wing of oral disinfection is much more palatable: xylitol.

Current studies suggest that between 6 to 10 grams of xylitol
daily is the amount that will create a positive outcome against
the bacteria that causes dental decay.” One serving is
approximately one gram. For example one gram of xylitol
chewing gum is one serving. Chewing gum turns out to be the
best delivery system due to the time spent chewing. The
chewing time is suggested to be five minutes.”? Longer time
frames can lead to facial muscle fatigue, especially considering
six to ten sticks of gum per day.

For children the best time to institute a xylitol regimen is one
year before the permanent molars erupt.” Parents with high
strep mutans counts should have their children chew the xylitol
gum.There are other ways to get xylitol into the diet: gums, mints,
candies, syrup, or sprinkling sugar. Xylitol has virtually the same
sweetness as regular table sugar, with fewer calories. The body
treats it as a fiber, not as a sugar. There is no insulin production so
while great for diabetics to use it can be a problem if they are
trying to avoid a sugar low, sometimes called insulin reaction."

Bacteriological management must also follow the rules of
proper oral hygiene. Biofilm management at home and
professionally has been shown to decrease transmission of the
bacteria from one person to another. To achieve increased oral

Table 1:

Caries Management

One or more lesions present

Saliva Test Radiographs Home Care Recare Dental Materials
(D0425) (D0274) (D1330)
Good Frequency shortened 3 months
No Laser Caries Detection Prophy
changes (D1110 or 1120)

Reassess risk

Apply fluoride

Nutrition consultation

Ultrasonic

Photographs

Oral disinfection
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hygiene, involves taking an alginate impression to create a study
model. After disclosing the person’s teeth, the biofilm
accumulation that is present on the teeth can be recorded on the

model and sent home with the patient.' This gives a new
dimension to oral hygiene instruction.

Saliva and the caries infection

Poor saliva results in poor caries management. A chairside
saliva test will reveal the condition of the saliva. Saliva that has
poor buffering capacity can be modified by toothpaste or
chewing gum that contains baking soda. Some newly
developed toothpastes and creams raise salivary pH of the saliva
for a period of time, providing the necessary buffering effect
needed to stay acid attacks.”” Some are over-the-counter, others
need a little guidance from the clinician then dispensed from
the dental office.

Salivary flow is also impacts sugar clearance times. Higher
stimulated flow rates clear

has profound properties releasing and storing fluoride, bonding
directly to the tooth, and not allowing biofilms to grow on it."”

In cases where the decay is rampant and pain is imminent
temporary fillings can be placed to stabilize the patient until the
infection can be brought under control. These temporary fillings
can be administered as ART and placed by the dental hygienist in
many states.

Toothpastes are a unique category of dental materials.
Whether they are purchased with or without professional
involvement they can make a difference in the case outcome.
The actual product selection and method of application are
deciding factors in the final outcome. Choices include: high
fluoride, buffering ability, Triclosan, ACP, CPP-ACP, Novamin,
Calcium Bicarbonate/Carbonate. Each product chemistry has
specific benefits.

Some are interchangeable, some have specific purposes with
intended outcomes. It can be beneficial to have a designated
staff member who investigates

sugars faster from the oral
cavity and dilute and buffer
acids more quickly. The cure
for poor salivary flow may be
as simple as increasing fluid
intake. It may be as complex as
prescribing medications to
stimulate flow. The most
common disease that affects
salivary flow is Sjogren’s
Syndrome a complex auto
immune disease that affects
the salivary glands.
Autoimmune conditions often
come in pairs or trios. If the
patient already has one
disease, such as Rheumatoid
Arthritis, or Lupus , Sjégren’s
disease may be the cause of
the salivary dysfunction.

Hyposalivary function is
most commonly caused by a
polypharmacy condition. In
this case it's virtually impossible to change all medications to
accommodate an adequate salivary flow or quality. Other means
for stimulating or compensating for salivary flow should be
looked for. The depth of the problem can not always been seen
directly. This condition would be obvious from a health history or
a chairside saliva screening.

Dental Materials

Dental materials can make a difference in a person who is
suffering from dental decay. For pediatric cases, glass ionomers,
are a good line of defense. Atraumatic Restorative Treatment
(ART) as a system for treating decay should be considered in all
children, particularly those with high risk. This system requires
only hand instruments to remove the soft decayed portion of the
tooth. The material used to fill the tooth is a glass ionomer which

Figure 1: Taking a formal risk assessment, the dental hygienist speaks to the patient in a private setting.

new products and
understands the benefits for
certain conditions. If one
follows the medical model, this
dental  prevention/product
expert can be the practice Oral
Health Education (OHE) or in a
more futuristic title could be
Risk Factor Manager (RFM).

Dental materials used to
cement dental appliances from
crowns and bridges to
orthodontic brackets and
bands have evolved to
incorporate some unique
features into them. ACP or
Amorphous Calcium and
Phosphate is added to some
products and a boon to those
children in brackets and bands.
A smart material like a glass
ionomer cement can be used
for attaching crown and bridge
in a high risk person. Remembering that the goal is to intercede
as little as possible. Smart materials often have properties that at
first glance can make them less desirable as long term cements.
However the traditional cements will not adversely affect the
bacteria or counteract the affects of poor quality or quantity
saliva. [Table 1]

Steps

v First get the entire staff on board. The practice may want to
consider a pilot project where a single clinician leads. Even if that
where to be the case, the entire staff must be on board.
Incentives for managing a system like this may be in order as
increases in production become evident. Begin with a collection
of articles on risk management, caries process, and oral disease
management. This will help others understand the shift in
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practice focus. Abstracts and full articles can be easily located
using the search engine www.pubmed.gov.

v Second is to find or create simple risk assessment forms to
help guide treatment plans. A simple way to find forms that are
already in use is to use Google or another search engine. Many
dental schools and dental hygiene programs have risk
assessment forms on their Web sites to use as a starting point for
your own.

v Third evaluate products and decide on the ones that make
the most sense for the philosophy of the practice. Cheaper isn't
always better. Using Pub Med each individual ingredient can be
researched. This method will assure that slick advertisements
won't rule the treatment recommendations.

v Fourth is to create a flow sheet for patient flow which
answers the questions:

+ Is the patient new or existing?

+ Is there a risk for caries?

* Is a caries infection evident?

+ Are there frank caries lesions? (keeping in mind that frank
lesions are predictive of incipient and microscopic lesions).

v/ Fifth, develop a decision tree on what the practice is likely to
do with each question. Things like fluoride varnish and xylitol
may be easy to recommend for all caries case presentations.
Determining a radiograph interval sequence takes more
information and time.
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v Sixth, evaluate the current status of CDC codes. New codes
may reflect new procedures associated with this type of evolving
practice. A class in medical coding can be helpful. For example a
person with Sjogren’s has a medical reason for a dental implant
in a failing tooth. A crown may be more invasive in the patient
with no saliva. A traditional crown is doomed to fail in the
coming year or two.

v Seventh, track patients. Take photographs regularly to
document lesions as the fastest and easiest way to follow lesions
which are healing.

v Finally, start. Identify patients with caries using the traditional
methods and begin by educating them. Use advanced
diagnostics and pinpointed treatment plans to address their
unique cause of decay. Dentistry has conquered a lot of the
decay problem in the USA, only the tough cases remain.

Eventually, this type of practice will encompass the art of
treating periodontal disease, occlusal diseases, and oral cancer.
Advances in diagnostics and treatment are forcing clinicians to
evaluate how their treatment plans are working for the
betterment of the practice as well as the patient. Surgery doesn't
cure bacterial diseases. The argument that dentistry is the last
healthcare profession that amputates infected body parts is worth
considering. The time has come to really sit down and evaluate
the effectiveness of current dental and dental hygiene practice.

Figure 2: Saliva sampling is key to assessing risk for caries

Figure 3: A saliva test kit includes everything needed to test pH, flow of stimulated and resting saliva,
and buffering capacity








