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PREVENTIVE ORIENTED TREATMENT PLANNING

1. Paradigm Shift
a) Restorations do not cure dental caries

b) Dental caries is an infectious disease

c) Treatment of dental caries is not complete until the infection is controlled.

2. Steps in Preventive/Restorative Treatment Planning
a) Diagnose disease (carious lesions)
i) Isolate and dry teeth thoroughly

ii) Use good lighting

iii) Utilize magnification loupes / lenses

iv) DO NOT pick and probe with sharp explorer

a) use explorer to feel tooth contours

b) use explorer to clean away debris, plaque, etc.

v) Look for opacity / shadowing undermining enamel

vi) Correlate clinical presentation with radiographic findings using diagnostic quality radiographs.  

vii) Bite-wing radiographs are the diagnostic standard for interproximal surfaces

viii) Transillumination may be helpful

b) Determine caries activity 

i) Important in treatment decision making

ii) Evaluate caries activity in general and activity of individual lesions

iii) Determine activity by comparing lesion size at two different points in time

iv) Other indicators of caries activity

a) number of lesions in mouth

b) lesions in normally caries-free locations

c) color and consistency of lesions

c) Identify contributing factors (etiology of patient’s caries problem)

i) Cariogenic bacteria (Mutans streptococci)

ii) Diet

iii) Saliva

iv) Fluoride Exposure

v) Oral Hygiene

d) Develop preventive/restorative treatment plan
i) (see Caries Risk Decision Matrix)

3. Ideal Treatment
a) Conservative as possible
i) Sealants

ii) Remineralization

a) Non-cavitated lesions can be remineralized

b) Correlation of Radiographic Depth to Surface Cavitation

               Pitts and Rimmer, 1992
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c) Probability of caries progression

(1) Foster LV, 1998

(a) 3 year radiographic investigation of the progression of carious lesions extending beyond the DEJ

(b) Lesions extending 0.5 – 1.0 mm beyond DEJ had a 70% and 92% chance of progressing within 1yr and 3 yrs respectively
(c) Lesions <0.5mm into dentin had a 20% and 50% chance of progressing within 1 yr and 3 years respectively
d) Recurrent caries cannot be remineralized and must be restored

e) Conclusion:  Should attempt to remineralize noncavitated carious lesions extending <0.5mm into dentin.  Should restore lesions extending beyond 0.5mm into dentin. 
iii)  Repair restoration defects when possible

a) bonding with sealant

b) repair crown margins with glass ionomer

iv) Conservative prep design

a) Preventive Resin Restorations

b) Constricted cavity preparation

c) “Box only” preparations

b) Prevents future disease
4. Steps for Preventive/Restorative Treatment
a) Eliminate nidus of infection

i) Restore cavitated lesions

ii) Pit and fissure sealants

b) Implement Preventive Strategies

i) Patient education

a) etiology of caries (bacterial infection)

b) role of diet, oral hygiene, fluorides, xylitol

ii) Measure salivary flow (should be at least 1ml / min.)

iii) Fluoride application

a) in-office

b) at-home

iv) Oral hygiene instruction

v) Xylitol gum

c) Chlorhexidine Regimen

i) Begin only after completion of necessary restorations and sealants.

d) Recall

i) Check sealant retention

ii) Reinforce oral hygiene; diet; fluoride and xylitol usage

iii) Bacterial Testing

5. Goal of Treatment
a) Suppress the cariogenic oral flora and allow the less cariogenic normal oral flora to repopulate the mouth.

b) Diet modification is probably most important factor in reducing S.mutans levels

6. CAUTION!!!!
a) Putting a “Watch” or an “Observe” in the dental record on the tooth with incipient caries is NOT considered remineralization therapy.

b) Recall monitoring is vital to preventive treatment.  You must assess whether or not treatment is successful.

7. Document!  Document!  Document!   
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