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As dentistry becomes increasingly deregulated and the profession
looks nervously ‘down the barrel’ of free market advertising, it is
easy lo forget the principles that have been the basis of so many suc-
cessiul practices in the past and will continue to be into the fulure,
irrespective of the contemporary political environment of the lime.

Successtul dentisls are caring den-
tists wher focus on prevention as the
comerstone of their practice philas-
ophy, The control of dental disease
has been sxpressed in many ways
hut can essentially be distiliee into
reducing the fregquency of fer-
mentable  carhohvdrate  intake,
controlling  plague levels  and
increasing the resistance of the oral
tissues to disease.

Driet controd and oral hvgiene tech-
niques are ongoing challenpes of
self-discipline and a frustration for
those trying to bring ahaut fitesnyle
changes. The use of fluoricdes either
ingested or applied topically have
provided  significant benefits in
controlling dental caries,

Successful dontists
are caring dentists . . .

A relatively simple way to reduce
caries incidence in general practice
5 10 encourage patients o carry oul
maonthly, sell-applications of a 1.23
per cent acidulated phosphate
fluoride [APF} gel, brushed on
bsfosenr rctiring. Furthermore, brosh-
ing twice daily for & week with APF
gel will often eliminale cervical
sensitivity. Patients should be coun-
selled aboint continual use of APF
gel gz demineralication of tooth
structure can ocour with repeated

and frequent use, Children must be
old cnough ot te swallow the gel
otherwise fluarosis may develop in
their permanent dentitions, Fluonide
varnishus ane also availahle, but
these generally reguire professional
application and are less cost oflec-
tive than self-applied technigues.
Initigtives  being  explored by
Professor Rory Hure in California
sugpest patients with a predis
position to dental  diseases may
reduce their susceplibilily by incor-
porating  dietary  changes and
medicaments such as chinrhexidine
tor establish a less pathogenic oral
flaea. Professor Hume further sug-
gusts that when used in combing
tion with the pical application of
tluorides o carious looth surfaces
prictr to restorative  procedores,
angeing reductions in susceptibilio
to both caries and periodontal dis-
eare may develop.

The profession’s monopoly  over
dentstry by discouraped research
into more  efficient  diagnostic
techniques, and to their oredi,
feoclar bas intrmduced a diagnostic
profocel that coables dentists o
perform & series of simple Lesks
within their practices that may help
o idenlily patients with a high
suscentibility to dental disease
Fissure sealing offers patients the nesd
tier of protection before maore
invasive restorative proceduses are
undlertaken. While same practitiones

routinely  seal all  fissures  in
permanent teeth, there is a fine line
betwesn overservicing and  super-
vised  neglect that requires a
measured  judgment  depending
upon paticnt co-operation and the
dizease potential or the mouth.

The diagnostic skills noeded to
differentiate  hetween sealing a
sticky fissure or preparing o cavily
are amongsl thie most challenging in
duntistry It is bewildering that there
have heen supgestions that aoxil-
iarics can be trained in 2 couple of
years o exercise the judgment
resquired in such ciroumstances.,

Fissure sealing offers
patients the next tier

of pratection hefore
more invasive ,
restorative procedures
are undertaken.

A fissure sealing procecdure should
faer b following benadits;

= Presvant caries initiation,

* Prevent proliferation of existing
Cariis.

* Be predictable

* [ long lasting,

= e user friendly,

* [ munimally invasive.

= e aesthatic.

* Be both cost and tme efficient.
The use ot unfilled resing as lissure
sealants provide real benefits in
carivs control, however, every b
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practitioner wha wsed these tech-
niques  has  experienced  some
urpleasant surprises by way of
sealant [oss or caries proliferation
urtder the seal,

Light-activated resins tend fo be lost
from the buccal surfoces of lowers
teeth amd the lingual surfaces of
uppers hecause practitioners rail o
supervise  thair  assistants o
adegquately light-cure these areas
(Fig. 13

Cilass fonomer cements initially
Iooked pramising as o suilable
fissure sealing material  although
clinical experience showed that
Gl st in this manner wen: soon
logt Trom the fissures. Dr Lennarl
Forsten of Turku in Finland has
sugpested, however, that the close
proximity of the plass ionomer
cement 1o the fissure can generate
sufficient fisoride ralease 0 provide
ON-Eoing protection against Caries

even though the orginally placed
glass ienomer has been losl

The first generation of dual-cured
glass  ionomer  lining  cements
(Vitrehond 38d4) alzo looked promis-
ing at first, but performed poorly
clinically —owver relatively  short
periogs. Figures 2 and 3 show the
unsatisfactory  clinical  result o
Witrebond when used as a fissura
sealant and coated with resin over
an 18 month period,

Second peneration dual cured glass
ionomer cements (Fuji ILC G
Photac-Fl ESPE, Vitremer 38} have
been promoted a5 frue restoralive
materials and show promise as
fissure sealants, especially when
wsed with & composite resin gver-
g,

The following technigue describes a
process that generally fulfills the
clinical requirements of a fissure
sealant by having a glass innomer
cement al the Looth restorative
interface and a composite at the
restorative oral interface.

Fig. 1

Technigue summary

* The decision Lo apply a fissure
sealant will depend upon both the
clinical appearance of the tooth and
an assessment of 2 patient’s poten-
Liah to develop dental carnes,

* (ypen the fissure slighth with a 12
fluted tungsten carbide bur irea high
spevd  handpicoe. This has two
benefits. Firsthe, it removes dehris
and peliicle from the fssure and
seconddiy, aids in the diagnosis of
underlying caries by opening up the
fissures sufficiently to produce the
sutiden decp penetration of o sharp
bur should there be an existing
Iesion (Fig. 41.

* Cich the fissure for 10 seconds
with 37 per cent phosphaoric acid,
wash and dry with ail free air [Fig.
Ik

* lsolate the teoth from the oral
envirnnment (prior o etching it b
ber dham s wsed)

= Apply a thin layer of dual cured
glass ionomer cement over all fis
sures using @ periodental  probe
Fig. @i,

» Take o small increntent of com-
prisiter resin fdentists tend to be over
penernus when applving resing and
pucdle the material into the centre
ol the unsct plass ionomer, working
away from the fissures and op the
incline planes of the woth (Fig, 7,
Driagram 17,

* [ual cure the glass ionomer and
compasite resin for 20 seconds. As
the resin cures before the plass
ipnomer cement significant polv-
merization shrinkage will ocow
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Infurmation about the
Australian Socicty of Dental
Aesthetics may be oblained
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