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The Northwest Tribal Dental Support Center (NTDSC), originally funded in Fall 2000 and currently in its second five-year grant cycle, provides services to all 33 IHS and tribal dental programs in Idaho, Oregon, and Washington. The overall goal of the NTDSC is to improve the oral health of the American Indian people in the Pacific Northwest. 

The objectives and activities of the NTDSC focus on encouraging each program to employ public health principles in the administration of their clinical and community dental programs. The activities of the NTDSC are supported through ongoing communication with local dental programs via site visits, email groups, email and telephone consultation, and an annual Prevention Coordinators’ meeting. 

Objective 1:
Provide technical assistance to Portland Area dental programs through 8-12 clinical site visits and 8-12 preventive site visits yearly.  

Objective 2: 
Improve access to dental care at programs served by the NTDSC, per the GPRA objective to maintain or improve access to care.

Objective 3:  
Improve access to prevention services for AI/AN people served by the Portland Area in the areas of sealants, topical fluoride, ECC, and access for patients with diabetes.   

Objective 4: 
Assist dental programs in planning and evaluating HP/DP programs towards reaching Healthy People 2010 Objectives.  

Objective 5:  
Identify training needs and provide training opportunities yearly.

Objective 6:  
Work with IHS Headquarters and other Dental Support Centers towards meeting national HP/DP objectives.
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I don't have time

for prevention! Can't you see I'm up to my elbows in treatment?

(cartoon adapted from Shel Silverstein's Where the Side walk Ends)
You may think you can't afford to take time for prevention, but the truth is you can't afford NOT to take the time to prevent dental diseases. It is only through prevention that we will ever improve the oral health of Native American people in the future.
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INTRODUCTION
Native American populations have a higher prevalence of dental caries and periodontal diseases in all age groups compared to the general U.S. population.  (1) More than 80 percent of Native American children experience dental caries. About 50 percent of these children experience severe Early Childhood Caries (ECC). While dental caries in the permanent dentition has decreased among Native American children, dental caries in the primary dentition has continued to increase.  

In an Indian Health Service (IHS) survey, one third of Native American 


schoolchildren reported missing school because of dental pain. Twenty-five 


percent of the children reported avoiding laughing or smiling. Almost half 


of the adults in the survey avoided laughing, smiling, and conversation with 


others because of the way their teeth look. (2)
Dental caries is caused by a transmissible microbial infection that affects tooth mineral. There are many factors involved in the initiation and progression of dental caries, 

including bacterial biofilm, the frequency of simple sugars in the diet, the flow and 

composition of saliva, the availability of fluoride, the structure of tooth mineral in a given individual, and oral hygiene behaviors. (3-4) The prevention of dental caries should take in all of these factors. 

Our goal is to reduce dental caries among children. This involves the effective use of fluorides, other chemotherapeutics like xylitol and chlorhexidine, sealants, and dietary interventions. A large portion of IHS and Tribal resources are often spent on the treatment of Early Childhood Caries while few resources are spent on the prevention of this devastating disease.

Periodontal diseases in Native American adults are 2.5 times more prevalent than in the general U.S. population. (1) High prevalence of diabetes, along with increasing rates of cigarette smoking among Native American people are significant contributing factors to periodontal disease.  Our most effective tools for the primary prevention of periodontal diseases are self-assessment techniques and oral hygiene instruction. As secondary prevention, we can increase our efforts to identify high risk groups and implement early interventions which include scaling, root planing, chemotherapeutics, tobacco cessation, oral hygiene instruction, and the management of diabetes. 

You will find that "targeting" is a recurring theme throughout this manual. We are long past the "one size fits all" model for dental disease prevention. Those patients at highest risk should receive increased levels of prevention services.
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Clinic-Based Prevention

· Individualized Prevention Planning 
· Chemotherapeutics for  Preventing Dental Caries

· Systemic and Topical Fluorides

· Sealants

· Dietary Counseling

· Oral Hygiene Instruction and Prophylaxis

· Periodontal Disease Prevention

· Prevention of Oral and Pharyngeal Cancers 
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To further support clinic-based interventions, it is important 
that ALL dental staff are trained to deliver consistent, 
repeated oral health promotion messages.

INDIVIDUALIZED PREVENTION PLANNING
An integral component of each dental exam should be a prevention assessment. Checklists have been used effectively to prompt health professionals to provide 

prevention screening and services at regular intervals.  If your examination form does not adequately address prevention needs, a stamp can be incorporated on each patient's exam form. The prevention assessment is meant to serve as both a mechanical reminder to the dental staff to address the preventive aspects of oral health care and as 

documentation that the full spectrum of individual preventive measures were discussed with the patient or parent.
Prevention Assessment

Status of:

Water Fluoridated _____ppm

Use of Fluoride Toothpaste ______

Other Fluoride supplements _____

Oral Hygiene _________________

Tobacco Use _________________

Recommendations:

Topical Fluoride _______________

Sealants _____________________

OHI _________________________

Other ________________________

Recall intervals should reflect the findings from the initial exam and prevention assessment. Patients at low risk for dental caries can be recalled yearly. Those patients with white spots or other signs of early dental caries may need to be recalled several times during the year for fluoride applications. Recall intervals for adults are generally based on periodontal disease status, but should also take into account caries risk.
Chemotherapeutics for Dental Caries
There is a need for simple and effective professional interventions to prevent and treat dental caries. Various chemotherapeutics, and even a caries vaccine, are being researched throughout the world. 

There are various products on the market today that can lower the number of S. mutans.  Some of the most common antimicrobial/chemotherapeutic agents include: fluoride, chlorhexidine, and xylitol. (33-41)
Antimicrobial agents can:

· inhibit bacteria associated with disease 
· reduce existing plaque and prevent formation of plaque

· inhibit acid production

Chlorhexidine

Chlorhexidine is recommended for parents and other primary caregivers to prevent transmission of S. mutans to their infants. Modification of the mother’s dental flora during the period from birth until the child is two years of age can lower the bacteria transmitted to the baby and positively affect the child’s future dental caries risk. 
How to Use Chlorhexidine

Chlorhexidine therapy would consist of 0.12 percent chlorhexidine gluconate, used as a prescription mouthrinse, 10 ml daily for one week per month or for 2-3 weeks straight and repeated every 2-3 months, for approximately a year. 

Chlorhexidine can also be brushed on the teeth.  Chlorhexidine gels and varnishes have been used in Europe and may soon be on the market in the U.S. Both of these products are currently being tested in American Indian communities.  
Target Groups:

· Pregnant women
· Mothers or other primary caregivers of infants. 

Note: Chlorhexidine rinses are not recommended for young children.

Xylitol Fact Sheet

What is Xylitol? 

Pure xylitol is a white crystalline substance that looks and tastes like sugar. On food labels, xylitol is classified broadly as a carbohydrate and more narrowly as a polyol. Xylitol is slowly absorbed and only partially used, so it has about 40 percent fewer calories than sucrose. Xylitol has been used in foods since the 1960’s. Over 25 years of testing in widely different conditions confirm that xylitol prevents cavities. 
How does Xylitol work?

Xylitol works in many ways to prevent dental cavities. First of all, it is a 5-carbon sugar that cannot be used by bacteria, leading to ingestion by the cell and cell death. There is also a reduction of lactic acid which may lead to reduction in demineralization.
Why Use Xylitol?

►Effective

Studies using xylitol as either a sugar substitute or a small dietary addition have demonstrated a dramatic reduction in new tooth decay, along with arrest and even some reversal of existing dental caries. This xylitol effect is long-lasting and possibly permanent. Low decay rates persist even years after the trials have been completed. 

►Natural

Xylitol is not a strange or artificial substance, but a normal part of everyday metabolism. Xylitol is widely distributed throughout nature in small amounts. Some of the best sources are fruits, berries, mushrooms lettuce, hardwoods, and corn cobs. Most xylitol used in gums and mints is harvested from the birch tree.
►Safe

In the amounts needed to prevent tooth decay (5-10 grams per day), xylitol is safe for everyone. The only known side effects are intestinal gas and osmotic diarrhea, especially if xylitol is taken in large amounts. Even then, tolerance builds and the diarrhea will stop.
How to use Xylitol

It is not necessary to replace all sweeteners to get the dental benefits of xylitol. Look for xylitol sweetened products that encourage chewing or sucking to keep the xylitol in contact with your teeth. Look for products that have xylitol as the first listed ingredient. Beware that there are many products that list xylitol as a 3rd or 4th ingredient. These products do not have enough xylitol to be therapeutic. 
Studies have shown that the therapeutic dose is 5-10 grams of xylitol per day, at least five days a week. It must be used 3-5 times during the day.  
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Which groups should I target?
· Four and five year olds in Head Start.
· Fourth and fifth graders in elementary school. These grades were chosen to have the maximum effect on the first and second permanent molars. 
· Mothers, during the period when the child is two or three months old until the child is two years old. Xylitol used during this stage can prevent colonization of cavity-causing bacteria in the infant and prevent future dental caries. 
· Any patients at high risk for dental caries, including those with exposed root surfaces and xerostomia.  

There is no evidence that xylitol is effective if used inconsistently and in amounts less than those recommended. Therefore, they will be most effective when institutionalized as part of a school or Head Start program.
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FLUORIDES
Fluoride works in several ways to prevent caries. A major goal of each dental program should be to provide topical fluoride, with an increased effort targeted to those children who are caries active. 

Effective methods of delivering the fluoride ion include community water fluoridation, systemic supplements, professionally applied topical gels and varnishes, and self-applied mouth rinses and toothpastes. (5-17, 31-32) The ideal is to have a fluoride exposure (including optimally fluoridated water) every four hours. The chart below lists the various methods of administering fluoride and their relative effectiveness. 

How fluoride works

The effectiveness of fluoride involves several mechanisms.  Fluoride reduces the 

solubility of enamel during the repeated cycles of demineralization and remineralization in the caries process.  When ingested before tooth eruption, fluoride enhances the 

development of fluorapatite which makes enamel resistant to the carious process. Also, topical fluoride establishes a more acid-resistant enamel surface when used 

continually at low levels.  Finally, high-concentration fluoride gels/varnishes may have a bactericidal action on cariogenic bacteria in plaque. 

EFFECTIVENESS OF VARIOUS FLUORIDES
	Method
	Frequency/duration
	Concentration of        dosage

	Approximate reduction in dental caries

	Community water fluoridation

	Lifetime consumption
	0.7-1.2 ppm
	Primary teeth  30-60%

Adults              20-40%

	Fluoride Tabs/Drops
	Preschool-8th grade
	Varies by age
	30%


	Mouthrinses
	School year
	0.05% NaF (daily)

0.2% NaF (weekly)

	 20-35%

	Toothpaste
	Lifetime
	0.24% NaF

0.76% MFP

0.4% SNF2

	20-30%

	APF/tray gel
	1-2 times a year
	1.2% APF
	20-26%


	Fluoride varnish
	2-4 times a year
	.2% NaF
	20-40%



Safety of Fluoride Supplementation
Like many other nutrients, fluoride is beneficial in small amounts and toxic in large doses. The safety and effectiveness of fluoride is supported by a long list of 

professional associations and research. However, to effectively promote the use of fluorides, we must be aware of its potential for toxicity and thus keep our prescriptions within the recommended dosages. First aid for a toxic dose of fluoride consists of 

inducing vomiting as quickly as possible or ingesting a material to bind fluoride. Milk is usually the most readily available.

As a safety precaution, the American Dental Association (ADA), Council on Dental Therapeutics, makes the following recommendations:

· Do not store large quantities of sodium fluoride in the home.

· When prescribing fluoride supplements, no more than 264mg. of sodium fluoride 

(120mg.fluoride) should be dispensed at one time. Commercial fluoride preparations available for home use are generally dispensed in bottles of 100 to 200 tablets. Fluoride rinses and gels recommended for home use are also 

dispensed in these recommended concentrations.

· In addition to the use of child-proof containers, each package dispensed should also bear the statement: CAUTION-STORE OUT OF REACH OF CHILDREN. 

· If it is determined that a young child is routinely swallowing rather than expectorating a topical fluoride agent, such as a toothpaste, the therapy should be modified or closely supervised.

· For dental clinics or institutions that store fluoride preparations in amounts that may be harmful if consumed at one time, it is essential that these supplies be kept in a locked storage area.

Cavities used to be a fact of life. But over the past few decades, tooth decay has been reduced dramatically. The key reason: fluoride. Research has shown that fluoride reduces cavities in both children and adults. It also helps repair the early stages of tooth decay even before the decay becomes visible. Unfortunately, many people continue to be misinformed about fluoride and fluoridation. Fluoride is like any other nutrient; it is safe and effective when used appropriately. ADA website, 2007

Systemic Fluoride Supplements
Young children (birth to 16 years) not receiving the benefits of optimally 

fluoridated water should receive a prescription for systemic supplementation. 

1. Document the source of drinking water and the fluoride content. 

2. Write the appropriate prescription. Determine whether there are other young children in the home and use this opportunity to prescribe the appropriate dose for each child. Prenatal fluoride supplementation is not recommended. Instruct the parent that the tablets should be chewed and swished before swallowing when possible. This provides both a topical and systemic benefit. 

3. Counsel the parents on the importance of systemic supplementation. Parents are much more likely to comply if they thoroughly understand the significance of the 

prescription. It will also increase compliance if you can help the parent arrange the best time of day to fit this new habit into their life style.

4. On return visits, check for compliance and further counsel the parent if there is 

noncompliance. Document each counseling session in the chart.

When prescribing systemic fluoride, you have an excellent opportunity to educate families about the importance of water fluoridation. Example: "Since your water is not fluoridated, you need to supplement your diet with a fluoride tablet."

Note: Fluoride lozenges can be beneficial (as a topical agent) for caries-active adults.

Fluoride Supplement Dosage Schedule—1994
Approved by the American Dental Association, American Academy of Pediatrics and American Academy of Pediatric Dentistry

	Age
	Fluoride Ion Level in Drinking Water (ppm)* 

	 
	<0.3 
	 0.3-0.6 
	>0,6

	Birth-6 months
	 None
	 None
	None

	6 months-3 years
	 0.25 mg/day**
	 None
	None

	3-6 years
	 0.50 mg/day
	 0.25 mg/day
	None

	6-16 years
	 1.0 mg/day
	 0.50 mg/day
	None

	* 1.0 ppm = 1 mg/liter
** 2.2 mg sodium fluoride contains 1 mg fluoride ion.
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Fluoride Toothpaste
When doing the prophylaxis, inform patients about the importance of using a fluoride toothpaste daily. Reinforce this message on subsequent appointments. A pea-sized dab, or small smear of toothpaste is the recommended amount of toothpaste for young children. This can best be achieved by swiping the toothpaste across the toothbrush instead of along the length of the toothbrush. This will minimize the possibility of fluorosis if the toothpaste is frequently swallowed. 

Fluoride Mouthrinses
Daily fluoride mouthrinses (.05% NaF) may be recommended for children 

and adults with smooth surface caries. Do not recommend them for children 

under the age of six because they may swallow it. These rinses can be 

beneficial for targeted patients and are available over-the-counter. You may 

find a low rate of compliance because daily rinses require a certain amount 

of patient motivation.  

Professionally Applied APF Gels
Professionally applied gels are recommended for children (ages 6 and older) and adults with smooth surface caries. The acidulated phosphate fluoride (APF) and tray method is 

recommended. A four-minute treatment is the most effective. The treatments should be given 2-6 times a year for caries-active patients.

· Dry the teeth. A rubber cup prophy is not necessary before a fluoride treatment. 

· Use a fluoride tray for isolation.

· Leave the fluoride on the teeth for four minutes.

· Be sure the patient is seated upright. Suction as much fluoride as possible from the patient's mouth. These fluorides are highly concentrated formulations and are not meant to be swallowed.

· Instruct the patient not to rinse, eat, or drink for 30 minutes.

Fluoride Varnish

Fluoride varnish is an alternative to the APF topical gel or foam previously used in most dental clinics.  In fact, most IHS and Tribal dental clinics use fluoride varnish exclusively for patients of all ages. When painted on the teeth, the fluoride is held in contact with the enamel until the varnish wears off.  More fluoride is incorporated into the outer enamel with a fluoride varnish treatment than with a topical APF application.  Some of the advantages of fluoride varnish vs. a traditional gel/foam application include: 

· Fluoride varnish stays on the teeth longer.   
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· It is ideal for young children who tend to swallow other topical fluorides.

· There is no tray to cause young children to gag. 

· Fluoride levels remain low because the varnish wears off over a matter of days.  

· The "paint-on" application technique is quick and the varnish sets on contact with saliva. 

For patients with white spot lesions, consider 3 applications in a two-week period, with a reassessment in 4-6 months. Dental auxiliaries, as well as other health care providers, can be taught how to apply the varnish, therefore eliminating some of the access and manpower issues.  Fluoride varnish is shown to be effective in preventing dental caries, is safe, is easy to apply, and requires very little patient cooperation.  Fluoride varnish has been used on young children and has been shown to be effective in preventing caries in both permanent and primary dentitions.  The reported caries reduction ranges from 18 to 54 percent.  
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PIT AND FISSURE SEALANTS
Sealants are an effective method for preventing decay.  Sealants protect the caries-susceptible occlusal and pitted surfaces that receive the least benefit from fluoride. 
Do NOT use a sharp explorer to diagnose caries. It has been demonstrated that using a sharp explorer may produce irreversible traumatic defects in demineralized areas in occlusal fissures and hasten lesion progression. 

Support

There are more than 20 years of research that shows sealants to be effective in caries prevention. (16-20) There is a 100 percent reduction in pit and fissure caries if the 

sealants are retained without leakage. We can expect to see 80-100 percent retention after two years and 55-66 percent retention up to seven years after sealants are placed. It has been demonstrated that incipient lesions will not progress when sealed and that an incipient lesion is five times more likely to decay if not sealed.  

Criteria

· Although permanent molars and premolars are targeted for sealants, primary molars may also be appropriate for some children. The placement of sealants should be limited to incipient carious lesions and previously unrestored pits and fissures. 

Open grooves very selectively, and only when you are certain there is decay.

Code PRRs as sealants until they are into the dentin.

· The placement of sealants should be accomplished as soon as possible following the eruption of the targeted teeth and when a dry field can be maintained.

· Patients receiving sealants should ideally be on some type of preventive fluoride program to reduce the risk of smooth surface caries. However, the absence of water fluoridation or topical fluoride programs should not preclude the use of dental sealants.
Check It Out

Is your air line contaminated?

Has your sealant expired?

For primary molars and partially erupted teeth, consider using a tinted fluoride-releasing product. This is better than waiting and the tinted material will serve as a reminder to reseal the tooth at the next appointment.

Application Procedure
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   Four-handed technique is recommended for the placement of dental sealants.
1. Remove any debris from the occlusal surfaces using a toothbrush or prophy brush.  

A prophy jet also works well to clean the surfaces. 

2. Isolate the teeth to be sealed with cotton rolls and absorbent shields. 

3. Dry the teeth for 15 seconds. 

4. Apply etching gel. Apply the gel over all pits and fissured surfaces. Do not rub. Allow gel to remain for 20-30 seconds. 

5. Rinse the teeth to remove gel. A high speed evacuator should be held close to the tooth while rinsing to keep the sour-tasting acid from patient's tongue and to keep 

cotton rolls as dry as possible.

6. Dry the teeth for 20 seconds and examine the etched surfaces. They should be frosty in appearance. 


Maintaining a dry field is critical at this point.
7. Place additional cotton rolls if necessary to maintain field isolation.  If contamination occurs, re-isolate and re-etch the teeth to be sealed for 10 seconds.

8. Dry the teeth and gently apply a thin coat of sealant, trying not to touch the enamel surface. Maintain a perfectly dry field until the sealant has been completely 

polymerized by the light. 

9. Place the curing light 2-3mm from tooth surface for 20 seconds. Buccal and lingual grooves will require an additional 20 seconds. Depending on the size of the light wand, you may need to cure for an additional 20 seconds. 

10. After polymerization is complete, evaluate the sealant for retention and occlusion. 

If the coverage is deficient in any areas or there are bubbles, apply more material.

11. Remove isolation materials and rinse.
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DIETARY COUNSELING
Dietary factors play a role in the prevention of dental caries. (21-23) Unfortunately, it is difficult to recommend specific foods to patients because it is the patient's susceptibility to caries and the combination and frequency of foods that determine if a food is cariogenic. Nonetheless, dietary counseling should not be overlooked as a method of caries prevention for patients who are caries-active.

Support

While researchers are still struggling with the exact relation between diet and dental caries, there is little question that the total intake of dietary sugars and highly refined 

carbohydrates play a role in dental caries.  There is little difference in cariogenicity between white sugar, brown sugar, fructose, dextrose, and honey but sucrose remains the "arch-criminal" because of its greater availability and frequency of consumption.  Sticky foods do not appear to be more cariogenic than liquids.  Artificial sugars such as aspartame (Nutrasweet) and saccharin are not cariogenic and can be recommended as substitutes. Studies suggest that chewing sugarless gum after meals or other exposures to sugars is helpful in clearing the sugar left in the mouth and reducing the drop in salivary pH.  
Efforts should be directed towards a decrease in the amount and frequency of those foods that are acidogenic. Any snack recommendations should adhere to general 

standards for nutrition (i.e. although chocolate is not acidogenic, it is non-nutritive and should not be recommended for children as a healthy snack). Likewise, although fresh fruit contains natural sugar, it is recommended as a "good" snack for children.
Stop the Pop

There has been increasing concern about soda pop as it relates to dental caries and overall health. Health concerns include obesity, diabetes, weakened bones, and tooth decay. A 12 ounce can of pop has 9-12 teaspoons of sugar. As soda pop use increases, milk intake decreases. Milk is an important source of calcium for children and teenagers. In coordination with the Toddlers, Obesity, and Tooth Decay Project (TOTS), we encourage you to provide the following recommendations for the families you work with:

· [image: image15.wmf]Soda pop has no place in a toddler’s diet.

· Don’t keep pop in your home.

· Encourage milk at every meal.

· Offer water as an alternative to sweetened drinks.

Discourage These Snacks

Pop or soda


Candy



Cookies

Kool Aid/Tang

Cakes



Chips

Any sweetened drinks
Donuts/sweet rolls

White crackers

Gum containing sugar
Pop Tarts


Jellies/jams

Encourage These Snacks

Milk



Yogurt



Fruits

Vegetables


Vegetable dips

Cheese

Sugar-free drinks

Unsweetened juices

Eggs

Meat cubes


Nuts/seeds


Popcorn



Dried fish


Pizza pieces


Sandwiches

Pretzels


Tacos



Sugar-free gum 

NOTE: All foods must be chosen as appropriate for age, especially for babies and toddlers who can easily choke.
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      Tell Your Patients:



Drink pop and eat sweets less often. 


When you drink or eat cavity-causing foods, have them at mealtime. 



That's because you get an acid attack at each meal anyway.


Eat snacks all at once. For example, cereal in a bowl with milk is an OK 


snack. A baggy full of dry cereal that is carried around and eaten at 



different times during the day will cause cavities. That's because you'll 



have more acid attacks.
ORAL HYGIENE INSTRUCTION AND PROPHYLAXIS
Oral hygiene instruction (OHI) for all patients should include disclosing the plaque, having the patient remove the plaque, and then having the dental professional provide helpful suggestions for plaque removal specific to the patient's particular problems. The parent should be involved in the OHI for children until the child is eight years old. Flossing instructions should begin between the ages of eight and ten depending on the child's manual dexterity and interest. OHI may also include the use of videotapes, 

pamphlets, and other educational materials. Remember: Education is most effective when it provides a consistent message that is individualized for each patient depending on his/her level of skill and motivation.

Support

We all know that the bacterial agents causing dental caries are harbored in plaque, yet OHI in itself has not been proven to be an effective method of caries control. The major reasons for these findings are poor patient motivation and a lack of technical skill.  Regardless, OHI is our best tool in the primary prevention of periodontal disease. Furthermore, a toothbrush is the vehicle for delivering fluoride toothpaste on a daily basis. Effective OHI requires both skill-building and patient motivation, with patient motivation presenting us with our greatest challenge.
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Procedure


· Evaluate patient brushing technique.

· Use a disclosing solution or tablet to show any areas of remaining plaque.

· Have patient remove the plaque with the dental professional providing helpful suggestions.

· Demonstrate floss or other interproximal cleaning devices.

· Provide instructions dependent on the patient's dexterity, oral health, and interest.

· Stress ongoing self-assessment of oral health.
The more you involve the patient, the more successful you will be!

PROPHYLAXIS
It is recommended that all children under the age of 18 be given a toothbrush 

prophylaxis with a fluoride toothpaste unless there is extrinsic stain that could most efficiently be removed by a rubber cup. Mechanical plaque removal by dental 

professionals does not produce beneficial reductions in gingivitis nor improvements in oral hygiene levels. (24-28)

Support

A rubber cup prophylaxis unnecessarily removes a significant amount of the outer layer of fluoride-rich enamel.  One study demonstrated that children who 

administered a self-prophylaxis with a toothbrush had lower plaque scores and greater dental knowledge than children who either had no prophy or only had a rubber cup polishing from a dental professional.  The only indication for doing a rubber cup prophylaxis is extrinsic stain.

It is not necessary to use a rubber cup prior to topical fluoride application.  The toothbrush prophy will provide a better educational experience for your patients as they learn that plaque can be adequately removed with a toothbrush.

Procedure

During disclosing and completion of oral hygiene instruction, most of the plaque is removed by the patient. The dental professional should then perform the toothbrush prophylaxis. The following is a recommended procedure. The sequence listed is not crucial.

· Remove all calculus.

· Put a pea-sized dab of fluoride toothpaste on the brush and explain that this is the correct amount of toothpaste to use on a daily basis. Brush all surfaces of the teeth. It is helpful if you have a sequence. Use a small circular motion being sure to get the brush into the gingival sulcus. Substitute a rubber cup prophy when stain is present that a toothbrush won't remove.

· Floss between all of the teeth.
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Periodontal Disease Protocol

Northwest Tribal Dental Support Center

Background

Healthy People 2010 U.S. National Objective

Objective 21.5: Reduce destructive periodontal disease in adults aged 35-44 years.

U.S. general population baseline data (1999-2000): 20%

Target: 14%

IHS 1999 Oral Health Survey: Adults 35-44 Years




        CPITN 3


       CPITN 4

Total IHS

    
36%



23% 

Portland Area 


27% 



  7%




     Have Diabetes

       Use Tobacco

Total IHS


10.8%



37.8%

Portland Area


 8.5%



47.5%

Note: Periodontal disease status remained unchanged between the
1991 and 1999 Oral Health Surveys

Fact: Native American diabetics between 35-44 years are 38 percent more likely to have advanced periodontal disease compared to those without diabetes. Further, a higher proportion of diabetic patients with poor blood sugar control had advanced periodontal disease (31%) compared to those with controlled blood sugar (18%).

Fact: Native American tobacco users between 35-44 years are 46 percent more likely to have advanced periodontal disease compared to those that do not use tobacco on a regular basis. Furthermore, periodontal disease increased with the length of time and the amount an individual has smoked or used smokeless tobacco.
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Community Periodontal Index: CPI

The Community Periodontal Index (CPI) is a quick, easy method for assessing and describing the overall periodontal status of a community.  The CPI, which is promoted by the World Health Organization and used throughout the world, evaluates three indicators of periodontal status – gingival bleeding, calculus, and periodontal pockets. It does not evaluate clinical loss of attachment.  Until recently, the CPI was known as the Community Periodontal Index of Treatment Needs (CPITN).Changing patterns of periodontal treatment, however, have invalidated the treatment needs portion of the original index. For this reason, the index is now used to evaluate periodontal status rather than periodontal treatment needs.

All patients 18 years and older should be routinely screened for periodontal disease during the exam appointment. The Indian Health Service Dental Program recommends the use of the CPI. This screening does not replace thorough periodontal charting when complex periodontal treatment is being considered.

A specially designed periodontal probe is used for screening. The probe features a 0.5mm balled end and a colored band extending 3.5 to 5.5mm from the tip. The balled tip enhances patient comfort and aids in the detection of overhanging margins and subgingival calculus. Gentle pressure should be used to avoid pain and discomfort. This gentle movement will also detect subgingival calculus on the root surface.

Simplicity is the core element of the CPI. The mouth is divided into sextants and only the deepest probing depth of each sextant is recorded in the patient’s record using the unique CPI code.

	                   Score
  
            Indicators



	                          0

             no disease

       

	                          1

               bleeding



	                          2

               calculus
  

	                          3

         4-5 mm pockets
                 

	                     4               6 mm or deeper pocket


Reference: http://www.whocollab.od.mah.se/expl/orhcpitn97.html

Given a shortage of resources, our goal is to seek methods to attain maximal health improvement with available resources. 
Clinical services should be targeted to those at highest risk who have the highest potential for success.

Periodontal Protocol
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Northwest Tribal Dental Support Center

Patients > 18 Years

Dental Exam Must Include CPI
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Prevention of Oral and Pharyngeal Cancers

The majority of tumors affecting the oral cavity and pharynx are squamous cell 

carcinomas. This includes cancers of the lips, tongue, pharynx, and oral cavity. These cancers are among the most debilitating and disfiguring of all cancers. Primary risk factors for oral cancers in the United States are the use of tobacco and alcohol products and, for lip cancer, exposure to sun.

You can take an active role to prevent tobacco use among children by getting involved with the Tribe and schools to enforce a school policy on tobacco use, strictly enforce no sales to minors in your community, and educate teachers, children, and parents about the short- and long-term negative physiologic and social consequences of tobacco use. 

Secondary prevention includes oral cancer screening. This should include a 

comprehensive clinical examination of the mouth, full protrusion of the tongue with the aid of a gauze wipe, and palpation of the tongue, floor of the mouth, and lymph nodes in the neck. 

We recommend the use of the National Cancer Institute's tobacco counseling model using the "4 As."
ASK all teens and adults if they use spit tobacco or smoke.
ADVISE them to quit or not to start if they don't use tobacco.
ASSIST those interested in quitting by prescribing the use of nicotine replacement and give tips for successful quitting. 
ARRANGE for follow-up. Set another appointment to reinforce the decision to quit using tobacco. If the patient is not interested in quitting, make a note in the chart and be sure to ask again at the next appointment. 
The number of Native American children and teenagers who use spit

tobacco is much higher than the U.S. general population. Be sure to ask

children if they use spit tobacco. Some of these children sleep with a

wad of tobacco in their cheeks, an indication of the extent of their

addiction. The key to this problem is primary prevention: influencing

children never to start!


Community-Based Prevention

Medical and Community Health Staff Training

Water Fluoridation

School-based Sealant and Fluoride Programs

Early Childhood Cavities Prevention Programs

Community-Based Program Planning


Medical and Community Health Staff Training
For those dental clinics that have a medical clinic in their facility, it is recommended that the dental staff meet with the medical and community health staff yearly to provide information on the prevention of dental diseases. There are numerous ways that these health professionals can assist your efforts towards meeting your prevention objectives. 


· Prescription of systemic fluorides to infants and young children. 

Many infants and children under the age of five are not routinely seen in the dental clinic and we must rely on the efforts of the medical staff to provide systemic fluoride prescriptions for these children. You can encourage this intervention by discussing the importance of systemic supplementation and providing the medical staff with updated schedules for prescribing fluoride. 

· Primary prevention of Early Childhood Caries. 

Again, since we do not routinely see parents of infants, the medical and Women, Infant, and Children (WIC) program staff are critical to a comprehensive program for primary prevention. Work with community health nurses, immunization clinics, physicians, and WIC so that they have the appropriate information to provide counseling to caregivers of children under one year of age. Medical and community health staff can also be trained to provide infant oral health assessments and apply fluoride varnish.
· Referral of newly-diagnosed diabetics.

The dental clinic often does not see the diabetic patient until it is time to extract teeth. The referral of newly-diagnosed diabetics to the dental clinic can provide the dental staff with an opportunity to provide a periodontal assessment and OHI. 

It is also important that you keep the medical staff informed about your efforts in all areas of prevention so that the medical staff can support the prevention messages when interacting with patients.



Community Water Fluoridation
For more than half a century, community water fluoridation has been the cornerstone of caries prevention in the United States; indeed, the Centers for Disease Control and Prevention (CDC) has recognized water fluoridation as one of the great public health achievements of the twentieth century.  All natural water contains at least trace amounts of fluoride. Numerous studies have documented the effectiveness of water fluoridation. In a review of 95 studies, it was reported that caries reduction following water fluoridation was 40-50 percent for primary teeth and 50-60 percent reduction for permanent teeth. The increase in fluoride exposure through toothpaste, mouthrinses, and foods and beverages processed using fluoridated water has led to a decreased benefit from fluoridated water. Because caries has declined in both fluoridated and nonfluoridated areas, a review of only recent studies concluded that caries reductions ranged between 15-40 percent in fluoridated communities. Water fluoridation continues to be a highly cost-effective strategy in the prevention of dental caries.

The real beauty of water fluoridation is that it benefits everyone in the community, regardless of their socioeconomic status or compliance as a dental patient. Optimal fluoridation is 0.7-1.2 ppm, depending on the mean maximum daily air temperature of the area. This adjustment assumes that people in warmer climates drink more tap water.

Recommendations
· Find out if the local water community water supply is fluoridated.

· If you are unsure about the status of water fluoridation, take a water sample and send it to a lab for testing. You can also test several sample wells to see if there are any significant amounts of fluoride in well water. The tests should be done with ion analyzer test equipment, rather than colorimetric test equipment. This is to ensure that interfering ions, if present, do not result in false readings.

· If the community you work in does not have its community water supply fluoridated, you may want to become involved in working with the Tribe, Environmental Health programs, and other local officials to fluoridate the water. 

· Talk to your patients about water fluoridation to educate about the importance of effective water fluoridation. Building community support could be one of the most important steps you take towards community water fluoridation.



 School-Based Sealant 
and Fluoride Programs

A multitude of research has documented the effectiveness of school-based and other community-centered sealant and fluoride programs. Regardless of whether these programs used fixed or portable dental equipment and regardless of the physical delivery site or personnel, the effectiveness of these programs has been similar to clinical trials. 

It is important that the dental staff look beyond the patient population for the application of sealants and fluoride varnish. By implementing school-based sealant and fluoride varnish programs, you can prevent caries in children who might never come to the dental clinic until they have a toothache. It is also more cost-effective to apply sealants in specified blocks of time. This can be accomplished on-site at the school using portable dental units or by bringing schoolchildren to the dental clinic in groups.
 Combined Sealant and Fluoride Varnish Programs

There is evidence that combining school-based fluoride and sealant programs can produce dramatic reductions in caries.  While sealants prevent caries on the occlusal surfaces, fluoride varnish or mouthrinses prevent caries on the interproximal and other smooth surfaces.

If you are unable to establish school-based sealant and varnish programs, you must explore other ways to increase access to these important prevention services for school-age children. 

· Consider working with after-school programs. 

· Work with any summer programs for school-age children.

Recruit children to the dental program offering incentives such as movie tickets when all sealants are completed. 

· Early Childhood Caries Prevention Programs:

Steps to Getting Started

Establish baseline prevalence of ECC in the community

Baseline data will provide a means to measure effectiveness and help you evaluate your project.  It will also give you local data to generate support for the program.  A community-based sample such as Head Start, WIC or day-care centers is preferable to a clinic-based sample because those who receive clinical services may not be representative of the entire population.  On the other hand, if a large percentage of children receive oral exams in a clinical setting, this sample would suffice.  

A visual examination is all that is required to determine if there are any cavities or fillings on the primary teeth.  To measure disease severity, you should count the total number of teeth that are decayed, filled, or extracted due to decay. A sample survey form is on the next page.  If full dental examinations are provided for all Head Start children in the dental clinic, you can take the completed exam forms and transfer the necessary information to the survey form.

The easiest group for a program to screen is Head Start children who are usually 4-5 years of age.  The definition of ECC, however, is caries in a child 3 years or younger.  If possible, you may want to also consider screening 1-3 year old children in community settings such as Early Head Start, WIC and day-care centers.  
Contact Key People in Your Community

Contact several key people in the community to get their support and cooperation.  The best way to do this is to contact them on an individual basis.  Key contacts might include the Tribal Health Board, Head Start, WIC programs, and medical personnel. 

Design a program plan

The program plan should be customized to the community and encourage ongoing development of strategies and education materials tailored to the population.  It should also include an evaluation plan that can be used to monitor the success of the program. You will probably want to collect information at the beginning of your program and then every year or two, so you can see if you are making a difference. (See “Community-Based Program Planning”)


ECC Survey Form  

Name of examiner___________________________  Date ___________

Location of screening _____________________________________

      Total             Treatment

Name




          Age            # decayed
    needed
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Note: For “Total # decayed”, write the number of primary teeth that are decayed, restored, or extracted due to decay.
Risk Assessment for Infants and Toddlers
	Low Risk
	No active carious lesions at exam 

Good oral hygiene habits

Shallow, coalesced grooves

No white spot lesions

Doesn't sleep with a bottle


	Oral hygiene instruction

Fluoride toothpaste & 

Assess for systemic supplements

6-12 month recall



	High Risk
	Any cavitated or white spot lesions 
High S. mutans level  



Bottle fed beyond 12-14 months

Diet high in refined sugars

Family caries history
Inadequate exposure to fluoride

Inadequate saliva flow


	Oral hygiene instruction

Fluoride toothpaste
Assess for systemic supplements 
Sealants (behavior permitting)

Fluoride varnish treatments
Restore any carious lesions* 

Dietary counseling. 
Discourage bottle use at bedtime.

3-6 month recall 


*Consider using atraumatic restorative technique (ART) to restore primary teeth.

Increasing Access for Infants and Toddlers:  What Works?



    Keep in mind that 2 years old is too late!

· Through your clinical data system or immunization program, obtain a list of all one year olds and send them a birthday card along with a ticket for a dental screening, toothbrushes, toothpaste, tippee cups, and other goodies. 



· Work with well-baby and immunization programs to encourage referrals to the dental clinic for a screening. Some clinics are applying fluoride varnish treatments on-site at these programs while others have trained the medical staff to apply fluoride varnish. 

· Work with WIC to establish a referral system for one-year-old children. 

· Work at making your dental clinic family-friendly with as few barriers as possible to make it easy for families with young children to visit your clinic.

· Use media sources such as radio, local TV stations, and newspapers or newsletters to promote brief dental appointments for one-year-old children.

· Set up blocks of time each week or month when you can see infants on a walk-in basis. You might coordinate this time block with an immunization clinic or another event that draws families of young children into the clinic.
Community-Based Program Planning: POARE Model

The following model can assist you in program planning, evaluation, and grant writing. On the next page, you will find a form that will get you started on your very own oral health promotion program plan. Good Luck!

Problem: Decide which oral health problems are of the greatest concern in your community. You can do this by assessing your screening results. You will also want to take into account the major health problems in your community. For instance, if diabetes is a major health problem in you community, then you might want to focus on limiting pop and other sweetened beverages.  Also take into consideration the health problems that parents are most concerned with.

Objectives: Write one or more objectives that address what you can realistically achieve. Try to make each objective measurable. Ask yourself, how will I know if we achieved this objective?

Activities: What actions or activities will you implement to reach your objectives? This could include educating parents, making an appointment to talk to the dentist, purchasing educational materials, etc.

Resources: How much money and other resources will you need to achieve your plan? Items might include personnel, outside services, materials, funding and approvals. Start out by thinking big. You can make reductions later if you have to. The people who get their budget increased have positive attitudes about money. You have to think big and play to win. Don’t be afraid of money and don’t be afraid to use it.

Evaluation: Put simply, how will you know if you have met your objectives? Keep your evaluation plan simple and if possible, measurable.



Health Planning Worksheet





Additional Resources
Northwest Portland Area Indian Health Board website: 

www.npaihb.org/epicenter/project/northwest_tribal_dental_support_center/
This website will give you information about the Dental Support Center and provides links to other good dental websites.

IHS Division of Oral Health website: 
www.doh.ihs.gov/
The IHS website has an Oral Health Promotion/Disease Prevention page that includes the HP/DP program objectives, trainings, communications, information on 

prevention programs, and education materials that you can download and print.
To download AI/AN education materials: www.doh.ihs.gov/HPDP/index.cfm?fuseaction=resources.publications
You will also find links in the Resource Guide to many other good websites.

IHS Head Start Program website:

www.ihs.gov/nonmedicalprograms/headstart/
National Head Start Oral Health Resource Center

www.mchoralhealth.org/HeadStart/materials/
.

Oral Health in America: A Report of the Surgeon General published by the 

Department of Health and Human Services in 2000 is the first-ever Surgeon General's Report on Oral Health.

http://www.surgeongeneral.gov/library/oralhealth/
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Check It Out


Is your air line contaminated?


Has your sealant expired?





For children ages 12-17 Probe index teeth and assess future risk. Pseudo pockets due to eruption or orthodontics are not a risk factor. You are looking for calculus, early onset bone loss, and any unexplained bleeding. By identifying children at high risk for future periodontal disease, we can intervene early to prevent future disease.








Recall 1-2 Years





No Treatment





CPI = 0





Annual Recall	


Unless assessed at high 


risk for future perio disease





OHI Tobacco Cessation





CPI = 1





Scaling, OHI


Tobacco Cessation





Annual Recall	


Unless assessed at high 


risk for future perio disease





CPI = 2





For CPI 3 and 4, initially set a 3 month recall, assess response to treatment, 


reassess the treatment plan, and then reassess the recall interval.





Complete Perio Charting


Treatment Plan


Debridement/Root Planing


More Complex Treatment or Referral


Discuss Treatment & Recall Intervals with Patient





Scaling, OHI


Tobacco Cessation





CPI = 4





Complete Perio Charting if multiple 


sextants of CPI 3 


Treatment Plan


Debridement/Root Planing (as needed)


Discuss Treatment & Recall Intervals with Patient





Scaling, OHI


Tobacco Cessation





CPI = 3





Risk Factors for Future Periodontal Disease: Age, Diabetes, Tobacco Use, Stress, Medications such as dilantin and cyclosporine. A patient with CPI scores of “1” may be considered high risk because of uncontrolled diabetes and therefore require a 3-6 month recall.�
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