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Preface

This second edition of Advanced Dental Nursing has been produced five years after pub-
lication of the first edition. In that time there have been a considerable number of changes
in dentistry, both clinical and administrative. This edition has therefore been extensively
updated and revised to bring the book up to date with contemporary clinical practice. In
addition, a new chapter on implant nursing has been included to reflect the rapid devel-
opment of this area of restorative dentistry and the acknowledged need for dental nurses
who have knowledge, understanding and skills relevant to dental implantology.

Sadly, there are few textbooks published specifically for dental nurses. This book has
been written to fill what is perceived to be a significant gap in the continuing professional
development of dental nurses. It is primarily aimed at those nurses who are registered
with the General Dental Council in the UK or who already have some clinical experience.
It is hoped, however, that there is much useful information, particularly in the first two
chapters, for any nurse just starting out on a career in dentistry.

Each chapter, apart from the chapter on implant nursing, has been jointly written by
a dentist and a dental nurse. This not only provided an opportunity to develop team-
work, but also assured that the contents are both relevant to and appropriate for dental
nurses.

Although the reader may choose to read the book from cover to cover, it is primarily
intended that they should be able to dip into sections of specific interest for further
study or use the book in conjunction with other teaching programmes. To this end it is
anticipated that this textbook will form a useful reference source for dental clinics and
practices.

Within each chapter, many key words have been highlighted in bold for easy reference
and there is an extensive glossary (at the back of the book) of all the abbreviations used.

The reader should be aware that there is considerable reference to current regulations,
legislation and accepted clinical practice, and that these are subject to change with
the inevitable advancement in all aspects of dentistry. The reader should therefore be
prepared to consult other reference sources for changes that may have been introduced
since publication of this book.

Robert S. Ireland

xiii
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Introduction

This book is intended primarily for dental nurses who have obtained their national
certificate or National Vocational Qualifications (NVQ) equivalent and would like to
consider changes in their career development or extend their knowledge and skills,
particularly in the areas of oral health education, special needs, orthodontic, sedation and
implantology nursing. The recently extended remit for dental nurses has not been
included as this is addressed in other texts such as the teamwork publication Changing
Roles in the Dental Team published by the Faculty of General Dental Practice, UK.

Dental radiography has been excluded not only to reduce the cost and size of this book
but also because there are a number of useful textbooks covering this area already on the
market, such as Radiography and Radiology for Dental Nurses, to which the interested reader
is referred. Since general anaesthesia (GA) is now not undertaken in a primary care
environment and the number of nurses wishing to specialise in this area has significantly
diminished, GA nursing has also been omitted.

Legal framework

In May 2001, the General Dental Council (GDC) approved a commitment to regulate all
the members of the dental team, now known as dental care professionals (DCPs). This
term includes:

dental nurses

dental technicians
clinical dental technicians
dental hygienists

dental therapists
maxillofacial technicians
orthodontic therapists.

This regulation came into force following the amendment by Parliament of the Dental
Auxiliaries Regulations 1986. The aim of the GDC in this development was to produce
caring, knowledgeable, competent and skilful individuals who are able to accept profes-
sional responsibility within the framework of their particular area of knowledge and
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competence, and who contribute to the safe and effective care of the patient. They will
appreciate the need for continuing professional development (CPD) that will foster the
knowledge, understanding, skills and attitudes that promote effective lifelong learning
and support.

The implementation of statutory registration has ensured dental nurse updating on an
annual basis to make sure that they are ‘fit to practise’. This process makes dental nurses
a professional body that must be prepared to abide by the GDC rules and code of conduct.
They are liable to disciplinary and misconduct procedures, which could, in extreme
circumstances, result in removal from the register. In such circumstances, that person
would no longer be able to practise as a dental nurse.

Governing bodies and professional associations

General Dental Council

The GDC was created in 1956 and is currently constituted by the Dentists Act 1984, which
was amended in 2005. It protects the public by regulating dental professionals in the UK.
All dentists and DCPs are required to register with the GDC.

The role of the GDC is to protect the patient by:

keeping up-to-date lists of properly qualified dentists, hygienists and therapists
setting high standards of dental practice and conduct

maintaining high standards of dental education

requiring dentists and DCPs to take part in CPD

taking appropriate action if there is concern about whether a dental professional
should be allowed to continue to practise dentistry.

The GDC has undergone a modernisation programme following new legislation imple-
mented through a series of amendments (Section 60 orders) to the Dentists Act 1984. The
Council is now much smaller, consisting of 24 members made up of eight dentists, four
DCPs and 12 lay people. Further information can be obtained from the GDC website
(www.gdc-uk.org).

National Examining Board for Dental Nurses

The aim of the National Examining Board for Dental Nurses (NEBDN) is to ‘advance the
education of dental nurses for the benefit of the public’. This is achieved by:

providing qualifications for dental nurses
publishing syllabuses of study

issuing certificates and badges

standard setting for the qualifications
liaising with other appropriate bodies.
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The NEBDN was established in 1943 to provide a national certificate in dental nursing.
A part-time secretary was employed to undertake administrative and secretarial duties.
The head office was established in Leyland, Lancashire, where the secretary shared offices
with the British Association of Dental Nurses (BADN). It relocated to Poulton-le-Fylde,
Lancashire, in 1963 and then to Fleetwood (also in Lancashire) in 1978, where it remains
to date.

The NEBDN consists of registered dental nurses and dentists, with a current establish-
ment of 400 members. New examiners are appointed according to the needs of the Board.
These members form the panel of the Board, from whom 12 council members are elected.
The Council is responsible for the finance and administration of the Board. Within the
Council are five executive committee members who are empowered to undertake the
business and strategic planning of the NEBDN.

The NEBDN currently provides:

National Certificate for Dental Nurses

NVQ Level 2 Oral Health Support Worker
NVQ Level 3 Oral Healthcare Dental Nursing
Certificate in Oral Health Education
Certificate in Dental Sedation Nursing
Certificate in Dental Anaesthetic Nursing
Certificate in Special Care Dental Nursing
Certificate in Orthodontic Dental Nursing
Certificate in Dental Implant Nursing.

Further information can be obtained from the NEBDN website (www.nebdn.org.uk).

British Association of Dental Nurses

The British Association of Dental Nurses (BADN) was established in 1943 with the
NEBDN and is also based at Fleetwood, but in different premises from the NEBDN. The
association is the professional organisation committed to the representation of all dental
nurses, whether qualified or unqualified, working in all areas of employment. The BADN
represents dental nurses at all levels and has representation on many working groups,
including the NEBDN. It negotiates and represents the interests of dental nurses on remu-
neration and working conditions. All dental disciplines have journals published by their
own associations, and the BADN is no exception. The BADN journal is published every
three months, highlighting relevant workplace issues, letters of concern/praise, aspects
of good practice and employment vacancies. It is an excellent source for keeping up to
date. Further information can be obtained from the BADN website (www.badn.org.uk).

British Dental Association

The British Dental Association (BDA) is the trade union and national professional asso-
ciation for dentists. It represents approximately 18,000 dentists in the UK in all dental
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services, although the majority are from general dental practice. It strives to promote the
interests of its members, to advance the science, art and ethics of dentistry, and to
improve the nation’s oral health. In pursuing its mission the association is guided by the
following beliefs and principles.

m  Oral health is necessary for general health and well-being.

B Quality oral health should be easily accessible to everyone.

B Quality oral care is best provided by co-ordinated teams led by dentists and with
well-trained support staff.

B Research into oral health and the delivery of quality oral healthcare is to be actively
encouraged.

m Collaboration between the association and other appropriate dental bodies is to be
actively pursued.

Further information can be obtained from the BDA website (www.bda-dentistry.org.uk).

Faculty of General Dental Practice [FGDP(UK)]

Since its inception in 1992, the Faculty of General Dental Practice (UK) has been the
academic home of dentists working in the field of primary dental care. The primary aim
of dentistry is the oral health and well-being of the patient, and the FGDP recognises that
the care of the patient really is a team effort. Dentistry cannot function without the highly
capable support of a whole team of dental professionals, and so the Faculty has devel-
oped an approach to education and training that increasingly encompasses the whole of
the dental team. The FGDP(UK) welcomes dental care professionals (DCPs) and offers
affiliate membership to all DCPs, including dental nurses, who are subject to registration
with the GDC. The Faculty also offers diplomas in dental hygiene and dental therapy
and has recently established an RCS Eng Diploma in Orthodontic Therapy and a route
to GDC registration for clinical dental technicians.

Continuing professional development (CPD)

Continuing professional development is often perceived as education that continues if
and when required by the individual. It is in fact lifelong learning that should be ongoing
throughout a person’s working life. It does not always involve formal studies, and can
be achieved through various methods of learning.

It is an individual’s responsibility to undertake CPD in order to maintain, enhance and
broaden professional knowledge already gained. The benefits of this process can include:

B increased job satisfaction
B promotion of awareness of issues or problems
B improved communication with colleagues
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m improved efficiency
B improvement in career prospects
B a greater commitment to the workplace.

Following statutory registration, compulsory CPD requirements were introduced in
August 2008 by the GDC. All DCPs must keep a record of their CPD activity from the
time of their registration. It is necessary to complete at least 150 hours of CPD every cycle
of five years, of which at least 50 hours need to be verifiable CPD. For CPD to be classed
as verifiable it must satisfy four conditions.

B There must be documentary proof of having taken part provided by the activity
provider or organiser.

B The activity should have clearly defined, concise aims and objectives.

B The activity should have clearly defined anticipated outcomes so that it is evident
what can be gained by taking part.

B The activity should have quality controls: there should be an opportunity to provide
feedback so that the quality of future activities can be further improved.

Verifiable CPD should include a specified amount of time in three identified core
subjects. These are medical emergencies (at least 10 hours in every CPD cycle);
disinfection and decontamination (at least 5 hours in every CPD cycle); radiography
and radiation protection (at least 5 hours in every CPD cycle). The GDC recommends
that all dental professionals undertake CPD in medical emergencies every year. It also
recommends keeping up to date with CPD in legal and ethical issues, and complaints
handling.

Non-verifiable or general CPD does not have to satisfy the four conditions for verifi-
able CPD but it does need to be recorded. It can include such activities as reading jour-
nals, background research, and private study.

The records that need to be kept should include the date, title and venue of the activity,
the name of the person or organisation running the activity, whether it is verifiable or
general CPD, and the number of hours spent undertaking the activity. The GDC provides
a CPD booklet on the back of which is a form that may be used for recording all CPD
activity.

The planning and undertaking of CPD should be given careful thought, and the fol-
lowing points should be taken into account:

it can be time consuming

it requires self-discipline

it needs to be structured and organised

the appropriate course may be difficult to locate

it will require searching for CPD outside the workplace.

CPD will help to prepare dental nurses for changing roles or circumstances in the practice
or clinic and help make them safer workers who understand the implications of the roles
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and responsibilities they are undertaking in the workplace. It can also prevent compla-
cency and inertia, which could potentially put patients or staff at risk.

To achieve a high quality standard and appropriateness of CPD, it needs planning
thoroughly via appraisals or performance review. This process will identify the needs of
the individual and the needs of the organisation within the requirements imposed by the
GDC. It encompasses the short-term and long-term goals that need to be met, and how
these can best be achieved. These needs will be addressed through:

B implementation: what, where, when and how these needs can be met
m evaluation: was the CPD appropriate and of high quality?
m review: where do we go now?

If carried out properly, CPD will produce an efficient, enthusiastic, safe and understand-
ing individual in the workplace who will be a great asset to any employer.

This book covers a number of areas of CPD in considerable detail. However, it should
be appreciated that CPD can be obtained from a wide variety of sources, including dental
journals, local meetings, conferences, formal courses, postgraduate handbooks, compu-
ter-aided learning (CAL) and specialist websites. Some of these sources may be verifiable
CPD and some may be general. These will be discussed later in this chapter.

Further activities and resources for CPD

Not all compulsory CPD is based around certificated courses or formal learning. This
type of learning does not suit many individuals because they require a more flexible
approach to their knowledge/skills updating. There may also not be the opportunity to
undertake a formal course for geographical, financial or personal reasons.

Learning can often commence via appraisals and individual performance reviews. This
allows the dental nurse an opportunity to discuss with the dentist, practice manager or
senior nurse, their own development needs, what development is required to deliver the
service effectively, and what activity may be required to help others in the workplace
within the boundaries imposed by the GDC for general and verifiable CPD. This can lead
to productive discussions around the type of activity that can be undertaken.

Conferences

Each year various conferences are held throughout the UK and abroad. These can take
the form of specific areas of interest such as orthodontic conferences, or more wide-
ranging conferences such as the annual BADN conference. Conferences can be useful for:

networking

updating knowledge by attending relevant lectures
updating skills by attending specific workshops
obtaining trade materials and information (usually free).
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Publications and journals

Most dental practices, community clinics and hospitals receive copies of various journals.
These should be stored where they can be easily referenced and used as a medium to
keep up to date with current ideas and issues. Most journals are available in an electronic
format, some of which can be accessed free of charge to non-subscribers. Useful journals
relevant to dental nurses are Vital (British Dental Association), BADN Journal, British
Dental Journal (www.bdj.co.uk), Primary Dental Care (www.rcseng.ac.uk/dental/fgdp/
pdc) and Dental Update (www.dental-update.co.uk).

Projects

Some areas of dental practice requiring attention or review may be highlighted during
audit (see below). This could be an area where the dental nurse becomes involved by
carrying out a project on the topic in question, such as oral health, white filling replace-
ments or evaluating new materials or products. A project could take just a few hours or
may involve a longer review over several months, with a final evaluation process.

Secondments and job swaps

A secondment to another area in a practice, clinic or hospital can be a useful experience
for someone unsure of which direction to take in their career. Secondments can not only
reinforce a decision to make or not make a career change, but they can also provide a
valuable insight into another area of clinical practice. Job swaps, even if only for a few
hours, can provide an excellent learning opportunity to find out about new techniques
or working practices. These can take place within the same building or may involve
travelling to a different location.

Audit

Audit is the systematic analysis of an area of clinical or administrative dental practice
with the intention of producing an improvement. It is usual to talk about audit as taking
place in a cyclic manner as illustrated in Figure 1.1.

A topic for audit is first identified, e.g. how often gloves are contaminated in the
surgery, and then a standard should be set. The standard should, where possible, be one
defined by acknowledged authorities rather than those carrying out the audit. The process
should then be observed and measured against the standard to see whether the standard
is met. If it is not, improvements are made and then the process is observed again. The
audit can take some time and it is quite possible that the original standard used is out of
date on completion of the audit and so the whole audit process would need to be
repeated. This is why it is known as an audit cycle. Any member of the dental team can
undertake audit either individually or as a group. Virtually any aspect of a dental practice
or clinic can be the subject of an audit. Some examples are the reasons for patients failing
to attend, correct mixing of impression and filling materials, aspects of infection control,
etc. Audit can be a very important and rewarding part of CPD for the dental nurse.
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'THE AUDIT CYCLE|

CHOOSE TOPIC
RE-ADDRESS THE

ORIGINAL DEFINITION DEFINE QUALITY FOR
CHOSEN SUBJECT

f

OBSERVE WHAT
IS HAPPENING

MAKE CHANGES

OBSERVE AGAIN

Figure 1.1 The audit cycle.

Distance |earning

Distance learning is a form of learning that takes place where the teacher and the student
are not in the same place at the same time.

For some people this may be the ideal means of learning on a structured course, and
with the advent of registration more of these courses have now become available for
dental nurses. They may live in a region where access to the type of training programme
they require is unavailable, or they may have no access to transport to get to different
locations. Distance learning can overcome the problem of taking time off work or diffi-
culty in attendance due to family pressures.

This type of learning can be very useful, but there may be disadvantages.

It is not always the most appropriate course.

It can be expensive.

Tutors are not always available for support when required.
It requires motivation and discipline.

It is important to be able to evaluate the quality of distance learning programmes, and
some useful guidelines are provided in Teamwork 6: Changing Roles in the Dental Team
(available from the Faculty of General Dental Practice; www.fgdp.org.uk).

Videos and computer-aided learning (CAL)

Videos and computer-aided learning (CAL) have become a part of modern-day culture
and can be very effective tools for learning. They provide an opportunity to build
up a personal learning resource, which can be accessed with ease at any time since
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computers, video recorders and DVD players are now so cheap and widely available.
Videos are often cheaper than CAL programs but have the disadvantages that they can
become quickly outdated and they are expensive to produce and therefore to buy.
Consequently they are tending to go out of fashion. CAL programs can be accessed
via the internet and are considered to be of greatest advantage when linked with a
structured teaching programme. Many of these programmes include self-assessment
and documentary evidence of completion, which is important in contributing to a port-
folio of personal CPD.

The internet

Many dental internet sites offer online verifiable CPD on a subscription basis, often linked
to a journal such as Dental Nursing (a monthly journal specifically for dental nurses) or
Vital (British Dental Association). The majority of these sites keep an electronic record of
verifiable activity, which can be downloaded and submitted to the GDC when requested.
Some sites provide online webinars using a broadband internet connection, in which a
live presentation is given and opportunities are provided for the audience, linked via
computers in their own practices, to ask questions. The Dental Channel (dental-channel.
co.uk) holds webinars for dental nurses on a monthly basis, usually at times that don't
conflict with normal surgery hours.

In-house training

This can be a very flexible approach to learning for both the participant and the deliverer,
and is an excellent opportunity for developing teamwork in the workplace. An in-house
programme can be a one-off update to a full-length course such as the teamwork pro-
gramme. Regular practice or team meetings provide excellent learning opportunities.
They also provide the possibility of company representatives giving demonstrations or
workshops about their products.

In-house training, particularly in hospitals and the Community Dental Service (CDS),
can focus on specific areas that are important to the whole team such as fire practice,
Control of Substances Hazardous to Health (COSHH) regulations, guidance on lifting
and handling, and infection control.

Exhibitions

The largest exhibition in the dental field is ‘Dental Showcase’, which usually takes place
in October each year and features many aspects of dentistry of value to the whole dental
team, such as personal protective clothing, materials developments, advances in equip-
ment design and association stands, e.g. BADN.

Many other meetings or conferences have associated trade exhibitions which are
usually free to all delegates, e.g. at the BDA annual conference.

There are opportunities for nurses to prepare and display their own exhibition either
in the workplace for the benefit of staff or patients or in schools or care homes, etc. This
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can be very time-consuming because it could involve research and communication with
a wide variety of people, but it can also be very rewarding.

Lectures

These are held around the country all year round, and it is a question of deciding which
lecture is of interest or relevance and booking a place at the session. The postgraduate
deaneries (www.oxdent.ac.uk/links.html) and BDA branches and sections organise a
large number of lectures locally, many of which are very relevant to dental nursing.
Schools of dental nursing and local BADN groups (www.badn.org.uk) also organise
many interesting and relevant lecture sessions.

Special interest groups

Many specialist areas within the dental field have societies primarily focused on the
needs of dentists. However, nurses may be invited where it is appropriate for them and
where it will help them keep abreast of current trends and changes. Examples of such
groups are:

British Society for the Study of Prosthetic Dentistry (www.derweb.co.uk/bsspd)
British Society of Periodontology (www.bsperio.org)

British Orthodontic Society (www.bos.org.uk)

British Society of Restorative Dentistry (www.derweb.co.uk/bsrd/index.html)
Armed forces

British Society of Paediatric Dentistry (www.bspd.co.uk/)

British Society of Oral Implantology (www.bsoi.org/).

Many of the above groups produce newsletters or hold training/update days to allow
nurses to network with others with similar interests and skills. There are also specialised
groups specific to dental nurses. They are mainly based within the BADN and can be
accessed via its website. Currently the groups are:

Armed Forces National Group

Conscious Sedation and General Anaesthetic National Group
Special Care Dental Nursing Group

National Teaching Group.

Career opportunities

This section focuses on career and qualification development in the following areas of
employment:

m general dental practice
m Salaried Dental Services (including dental access centres)
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Personal Dental Service
general and district hospitals
dental teaching hospitals
armed forces

industry

Prison Service

education sector.

General dental practice

The majority of primary dental care is provided within the NHS General Dental Services
(GDS); however, an increasing proportion is now provided within private practice.
Additional to their accepted remit, there are a number of areas of responsibility within
a dental practice that nurses can undertake:

additional duties in a specialist practice
oral health education

receptionist

senior dental nurse

practice manager.

Specialist practice

Recently there has been an increase in the number of practices specialising in certain
areas. This includes both existing practices starting to specialise and the establishment
of new specialist practices in order to broaden the scope of treatment for patients. Some
examples are given below.

Implantology

This is a rapidly growing area where the patient has a metal or ceramic implant inserted
into the bone with a fixed or removable bridge or denture attached. Duties of the nurse
may include assisting in the surgical placement of the implants or prostheses, patient
management and appropriate oral healthcare maintenance. Therefore skills in these areas
should be acquired. The NEBDN offers a post qualification Certificate in Dental Implant
Nursing. The Dental Nurse Education and Training Centre at Kings College London
also offers a Certificate Course in Implant Dental Nursing (www.kcl.ac.uk/schools/
dentistry /about/org/acad/dcp.html).

Cosmetic dentistry

These practices specialise in advanced restorative procedures including veneers, multiple
crowns and bridges. The nurse needs to attend courses to gain a working knowledge and
understanding of the techniques and materials involved. Close support operating skills
are essential in this type of work.
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Endodontics

These practices specialise in single and multirooted root canal therapy with possible
surgical intervention, frequently using clinical microscopes. The nurse needs to be famil-
iar with current endodontic techniques and materials and to be able to assist appropri-
ately at the chairside.

Sedation

With the withdrawal of general anaesthetics from general dental practice, treatment
under sedation is often offered as an acceptable alternative. The nurse who is the second
appropriate person is required to have undertaken recognised sedation training. The
experience and knowledge required for this is addressed in detail in Chapter 4.

Orthodontics

These may be specialist referral practices or general dental practitioners offering
orthodontic care using fixed or removable appliances. There is now a new post-
qualification certificate for orthodontic nursing, and the knowledge required for this
certificate is covered in Chapter 5. Training courses are now available leading to the
Diploma in Orthodontic Therapy. These may be particularly attractive to dental
nurses who have obtained a Certificate in Orthodontic Nursing (see Interprofessional
development, p. 20).

Special care

Special care dentistry is that branch of dentistry that aims to secure the oral health of,
and enhance the quality of life for, people with disabilities where an interprofessional
approach, supported by appropriate behaviour management techniques, is required to
deliver efficacious and effective care in a holistic way. There is a post-qualification cer-
tificate for special care nursing, and the knowledge required for this certificate is covered
in Chapter 3.

Oral health education

The importance of prevention is now widely accepted, and many practices and clinics
have developed dedicated preventive dental units. Delivering effective preventive advice
and support to patients of all ages requires both knowledge and great skill. Additional
knowledge and training is required, and this subject area is covered in Chapter 2.

Receptionist

In some practices the dental nurse covers both reception and surgery duties, but with
the complexity of modern clinical practice it is more common to employ a member of
staff specifically as a receptionist. A recent study in southwest England found that 43%
of dental nurses also had non-clinical duties (e.g. reception). The duties of a receptionist
include:



14 Advanced Dental Nursing

patient appointments

stock control

office administration

management of information technology (IT) systems
patient accounts.

There is a nine-month open learning Business and Technology Education Council (BTEC)
level 3 qualification available as part of the Professional Development Award framework
leading to an Advanced Diploma in Dental Reception. This diploma includes the role of
the dental receptionist, dental reception administrative skills, aspects of patient care and
professional development. More information is available from the Dental Resource
Company (www.dental-resource.co.uk). Some receptionists obtain customer care or
reception qualifications by attending courses provided by local colleges or primary care
trusts (PCTs), but the majority tend to learn by means of in-house training provided by
more experienced colleagues. The receptionist plays a key role in the smooth and efficient
operation of a practice and is therefore a valued and essential member of the dental team.

Senior dental nurse

Due to economic influences, larger practices are now becoming more common, resulting
in an expansion of the dental team. This can require an experienced nurse to take on
additional responsibilities. This role may involve:

the allocation of dental nurses to surgeries and specific tasks
monitoring holiday entitlements

monitoring sickness absences

responsibility for continuing professional development
additional clerical or management duties.

A senior nurse would be expected to be qualified and to have had extensive experience.
In the past there has been no formal training in the dental nurse framework for this role,
but a supervisor, team leader or management certificate would be advisable to equip a
nurse with the skills to cope with these demanding responsibilities.

Practice manager

This new role is becoming very important in general dental practices, particularly within
larger practices employing sizeable numbers of staff. Practice managers may be experi-
enced dental nurses who have moved into a management role or they may be recruited
from outside the field of dentistry. There are a number of accredited training courses
available. Some are specific to dentistry, such as the BTEC Diploma in Dental Practice
Management usually delivered in an open learning or workshop format, and the Institute
of Leadership and Management (ILM; www.i-l-m.com) Level 5 Diploma in Management.
Other training courses that are not specifically dental are available from local colleges or
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as distance-learning programmes, such as management and leadership qualifications
offered by the Management Standards Centre (www.management-standards.org.uk).
The non-dental qualifications are either medically, care or generic based and it would be
up to the individual to establish if they were suitable for their needs in their practice or
clinic.

The British Dental Practice Managers Association (BDPMA) was founded in 1993 and
its aims are to promote and support all those who are managing dental practices by
means of:

B representing the views of dental practice managers at all levels of the profession

m providing support and advice for dental practice managers

m providing a channel of communication and co-operation for all who are active in
dental practice management

B encouraging further training and qualifications

B promoting a career structure and pay scale.

Further details can be obtained from the BDPMA website (www.bdpma.org.uk).

Salaried Dental Services

The Salaried (Community) Dental Services and access centres were established primarily
to provide dental care for patients who are unable to register for treatment in general
practice, and to provide care for adults and children in priority groups, including those
with special needs. The main areas of activity are paediatric dentistry including school
screening and orthodontics, special needs dentistry, health promotion and undertaking
epidemiological studies; there is also an increasing role for providing the dental care for
‘looked after’ children and asylum seekers. Because of the large number of patients seen
with special needs, some treatment is carried out under conscious, intravenous, intrana-
sal or oral sedation. A general anaesthetic (GA) service was provided by many salaried
dental service clinics. This service has remained under the management of the salaried
dental staff, only now the procedures are carried out at a local hospital with critical care
facilities to comply with GDC legislation. In some areas the GDC legislation has led to a
reduction in the provision of a GA service.

The structure and set-up within the salaried service varies enormously over the whole
of the UK. Clinics are managed and run independently within different regions, usually
under the control of a clinical director, therefore the dental nurse structure and pay levels
may also vary. The career structure within the salaried service is similar to that within
general practice, with opportunities for advancement to senior dental nurse, principal
dental nurse and dental nurse manager. Some salaried services offer dental nurses the
opportunity to specialise in a particular area of dental nursing such as domiciliary care
and special needs. Because clinics tend to provide dental services requiring special skills,
nurses obtaining or possessing the NEBDN Sedation, Oral Health or Special Care
Certificates, or those who have attended a GA course are very much in demand. The pay
structure for the Salaried Dental Services is the same across the whole of England with
different salary bands being assigned to each specific nurse’s role.
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Dental nurses in the salaried services are often involved in epidemiological studies,
domiciliary visits and nursing home screening. The rural nature of some salaried dental
service regions can mean considerable travelling between clinics or the delivery of health-
care by means of mobile clinics. With the implementation of the Health and Social Care
(Community Health and Standards) Bill which came into effect in 2005, the distinctions
between the General Dental Service (GDS), Community Dental Service (CDS) and the
Personal Dental Service (PDS) have largely disappeared and they are combined within
a Primary Dental Service for which the PCTs have commissioning (purchasing) respon-
sibility. Some dental nurses work entirely within the emergency dental service, such as
the “out-of-hours’ service, since it can fit in with a family lifestyle and working antisocial
hours is often reflected in an increased salary scale.

Personal Dental Service (PDS)

One of the criticisms of NHS general practice has been that because it is delivered in
the same way throughout the UK, it is not sensitive to the local needs of different
population groups. The National Health Service (Primary Care) Act 1997 provided the
necessary legislation to establish the PDS on a pilot basis in 1998. The aims of the PDS
are to:

provide flexibility to address local needs

improve access to NHS services

reduce oral health inequalities

increase the utilisation of skill mix (including the employment of dental therapists)
provide more integrated health services for local communities

provide better value for money.

The PDS pilot schemes were successfully established by dentists working in both the
CDS and NHS general practice. These schemes have provided training and employment
opportunities for nurses. As stated above, in 2005 the PDS pilot schemes have largely
been incorporated into a salaried Primary Care Service administered by the PCTs.

Hospitals

Patients might attend an Accident & Emergency department by self-referral or referral
from NHS Direct or from dentists as part of an out-of-hours emergency scheme for swell-
ing, bleeding or trauma. Here they would normally be treated only as a medical emer-
gency and then referred back to their general dental practitioner for ongoing longer-term
care or a more appropriate hospital. There are three types of hospital that undertake the
delivery of dental treatment:

m district/general hospitals
B dental teaching hospitals (schools)
B postgraduate teaching hospitals.
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District and general hospitals

These hospitals specialise in orthodontics and oral and maxillofacial surgery. They usually
employ a fairly small specialised workforce. Nurses working in these hospitals would be
expected to undertake post-qualification training in the appropriate discipline.

Dental teaching hospitals/schools

Following a recent expansion in the number of undergraduate dental schools, there are
now 13 dental hospitals/schools in the UK, located as follows:

Northern Ireland - 1

Scotland - 2
Wales — 1
England - 11

Their primary roles are the provision of dental care and the teaching and education
of undergraduate and graduate dental students, together with the education of DCPs,
i.e. dental nurses, dental hygienists, dental therapists and dental technicians. Dental
hospitals are linked to university dental schools, which may be responsible for the
teaching and the assessment of diploma or degree courses.

Not all hospitals provide training for every category of DCP. The training of dental
nurses can also vary, with some hospitals taking on 20-30 students per year while others
take only six per year. Some hospitals provide part-time training for dental nurses
working in general dental practice. Most hospitals now deliver courses leading to one or
more of the post-qualification certificates, although this is dependent on the demands
within their geographical area. The structure for training dental nurses in teaching hos-
pitals is subject to wide variation.

Trainee or student nurses receive a salary while undertaking a two-year training pro-
gramme. They receive day or half-day release for their off-the-job training, and receive
assessments and procedural instructions while working in the departments. They now
work towards the NEBDN Certificate or the NVQ level 3 dental nurse qualification, but
may also receive a hospital certificate or other in-house qualification.

Hospitals are usually split into different departments, such as periodontal, restorative,
paediatric dentistry, etc. Qualified dental nurses tend to be assigned to certain depart-
ments and they only move due to nurse shortages. This consolidates their skills and they
are able to gain additional qualifications to suit their working environment.

Some nurses act as co-ordinators and are employed in a certain field, such as sedation
or implantology. Their role is to co-ordinate the clinical and administrative element of
these treatment specialties. They undertake patient allocation and organise their own
workload. These posts not only demand experience and post-qualification training in the
specialist area, but also the ability to take initiatives and additional responsibility.

A senior dental nurse takes overall responsibility for the running and day-to-day
management of a specific department. They are responsible for staff allocation, ordering
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supplies and regulating patient throughput, in addition to health and safety issues and
Control of Substances Hazardous to Health (COSHH) regulations. They are required to
liaise with the clinician or consultant to establish good relationships to help with the
efficient running of the department. They are normally required to be qualified for at
least a three-year period and preferably have a supervisor, leadership or teaching
qualification.

Most hospitals have a principal dental nurse or dental nurse manager who may have
responsibility and professional accountability for either just the qualified dental nurses
working in the departments or for both the qualified staff and the staff within the school
of dental nursing. There are also hospitals where the manager is responsible specifically
for the school of dental nursing. Post-qualification management experience would be an
essential criterion for employment in this role.

As can be appreciated, roles are different and varied throughout the country, as are
the criteria for appointment. A candidate for one of these posts would have to demon-
strate considerable dental nurse experience, preferably in a wide range of work areas,
and possess additional qualifications, especially in management.

A new post, that of director of dental nursing, has been developed within the dental
nurse workforce. Such an appointee would have overall responsibility for dental nurse
training and education within the hospital, and in addition would have responsibility
for the delivery of external certification and post-certification courses.

Postgraduate teaching hospitals

These hospitals are usually slightly smaller than traditional teaching hospitals and
specifically undertake research and the training of postgraduate students and DCPs to
diploma or degree level. They do, however, recruit and maintain similar dental nurse
staffing grades to the teaching hospitals described above.

Armed forces

The employment of dental nurses in the armed forces is different from that in civilian
life. Personnel assisting the dentist are termed dental clerk assistants. They are graded
into three categories.

Class 111 standard
This category can perform the following duties:

B select the appropriate instruments for any dental procedure and present them to the
dental surgeon

routine maintenance of dental equipment

sterilisation of instruments

taking of x-rays, and processing and mounting of films

give emergency treatment for fainting, cardiac arrest, etc.

carry out a range of clerical duties.
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Class II standard
This category can perform the following duties:

as for class III but with more experience and knowledge
oral hygiene instruction

carry out first aid

handle classified documents.

The person holding this post usually holds the rank of lance corporal or corporal. They
are responsible for supervising other dental clerk assistants and will be able to effect
office management to a reasonable degree of competence.

Class I standard
The duties this category can perform are the same as for class II, with the following
additions:

have knowledge of relevant anatomy and pathology

understand the principles and methods of sterilisation

able to repair fractured plastic dentures

able to undertake office management of a dental group headquarters.

This person may hold one of several different ranks, such as:

B sergeant or staff sergeant, who may be the senior dental clerk assistant in a multi-
surgery dental unit

B company quartermaster sergeant in a dental unit

m  warrant officer, who may be a chief clerk in a dental unit

B warrant officer class I, who could be a superintending clerk at the Ministry of Defence,
administrative warrant officer of a dental group or a staff assistant in the dental
branch of a formation headquarters.

The armed forces also provide facilities for hygiene, therapy and dental technology train-
ing. More information about employment can be found at the Dental Defence Services
website (www.mod.uk/Defencelnternet/ AboutDefence/WhatWeDo/HealthandSafety /
DDS/).

Industry

Approximately 30-50 years ago saw the introduction of dental practices within industry.
Many companies and large departmental stores such as Marks & Spencer saw the benefits
in on-site dental and medical facilities, thereby relieving the need for employees to take
time off for appointments that included additional time for travel.

The service is usually manned on a part-time basis, by dentists who work mainly in
general dental practice. Nursing staff are either employees of the company or are
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employed by the dentist. Changes in industry have seen a marked reduction in industrial-
based dental practice. Industrial practice provides an opportunity for nurses to become
employees and enjoy the benefits of large organisations.

Bodies corporate

The term bodies corporate is used to refer to a particular group of dental organisations that
share the same type of legal entity, although their philosophy and approach to dental
care can vary considerably. The number of bodies corporate was restricted to 27, but
following changes to the Dentists Act, any corporate body can now carry out the business
of dentistry provided that it can satisfy the conditions of board membership set out in
the amended Dentists Act. Employment opportunities can be explored by contacting
these bodies corporate directly via their advertisements in the dental press, e.g. in the
British Dental Journal. Examples of bodies corporate are Oasis Dental Care Ltd, Integrated
Dental Holdings and Whitecross Dental Care Ltd.

Prison Service

The Prison Service does not provide its own dentists and nurses, but as with the
industrial-based practices it contracts part-time staff to form the dental team. However,
some prisons, e.g. Birmingham, have a full-time dentist. Recruitment may be problem-
atic in view of the environment and the limited range of treatment provision. In some
instances the salaried dental services hold contracts with the Prison Service for the
delivery of primary dental care. Prison healthcare, including dentistry, is now also the
commissioning (purchasing) responsibility of the primary care trusts. Dental nurses
working within the prison service need to acquire additional skills, such as security
awareness.

Interprofessional development

Dental hygienists

Under the Dentists Act 1957 a class of ancillary dental workers called dental hygienists
was established. Hygienists are permitted to work in all sectors of dentistry. In addition
to their health promotion role, they help to treat and prevent periodontal disease by
scaling and polishing teeth, applying prophylactic and antibacterial materials, and apply-
ing topical fluorides and fissure sealants. A hygienist works to the written prescription
of a registered dental surgeon. As from July 2002, following legislative changes and
subject to appropriate training, hygienists are permitted to take impressions, administer
inferior dental block analgesia, replace dislodged crowns with temporary cement, and
carry out dental work on patients under conscious sedation.

Most dental schools are currently offering a two-year full-time diploma course and
some, e.g. Manchester University, are offering a three-year degree course. Most of these
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courses are extended by an additional three months to include the Diploma in Dental
Therapy. Entry requirements for training for dental hygiene vary between different
schools, but normally two A-level passes are required, although applicants may be con-
sidered if they possess a nationally recognised dental nursing qualification. Further
details can be obtained from the British Dental Hygienists Association website (www.
bdha.org.uk).

Dental therapists

A dental therapist can undertake the full remit of the dental hygienist with the
addition of simple restorative treatment in both deciduous and permanent teeth, and
the extraction of deciduous teeth under local infiltration anaesthesia. Since 2002, follow-
ing legislative changes and subject to appropriate training, therapists are permitted
to take impressions, undertake pulp therapy on deciduous teeth, place preformed
crowns on deciduous teeth, temporarily replace crowns and administer inferior dental
nerve block analgesia. They are also permitted to treat patients under conscious
sedation.

The number of dental schools offering courses leading to the Diploma in Dental
Therapy linked with the Dental Hygiene Diploma has recently greatly increased. Further
information can be obtained from the British Association of Dental Therapists website
(www.badt.org.uk).

Dental technicians

Dental technicians are responsible for constructing a range of oral and facial appliances
to the prescription of a dentist. They require a high degree of manual dexterity, problem-
solving skills and the ability to use their skills across a wide and varied range of tasks.

Training can be achieved by full-time study within a dental hospital, college of further
education or university. Trainees can also study on a part-time day-release basis from
dental laboratories. The entry requirements are five GCSE grades C or above, or BTEC
1st in science. The qualifications they can achieve are:

m BTEC National Diploma
m BTEC Higher National Diploma
B BSc(Hons) Dental Technology (A-level entry only).

The disciplines covered in dental technology are prosthetics, crown and bridgework,
orthodontic and maxillofacial appliances. The career opportunities include working in
dental hospitals, community clinics, private commercial laboratories and laboratories
attached to dental practices. Following changes to the Dentists Act, all dental technicians
now have to be registered with the General Dental Council. Further information can
be obtained from the Dental Technicians Association (DTA), formerly the Dental
Technicians Education and Training Advisory Board, website (www.dta-uk.org or from
www.nhscareers.nhs.uk /nhs-knowledge_base/data).
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Clinical dental technicians

The GDC has approved the introduction of a new class of PCDs called clinical dental
technicians who are able to undertake the clinical aspects of the construction of prosthetic
appliances. Following new legislation, they have to be registered with the GDC and are
able to practise subject to post-technician training in sciences, clinical and interpersonal
skills. Further information can be obtained from the Dental Technicians Association
(www.dta-uk.org).

Oral health education/promotion

The majority of oral health educators/promoters are employed within the salaried dental
service, Personal Dental Service or in hospital settings, although some are now employed
in general dental practices. Within the salaried service they not only work on an indi-
vidual patient basis but also visit schools, care homes, Scout/Guide groups, and give
oral health advice and messages to various target groups.

Within teaching dental hospitals oral health educators can have an oral health role for
patients on wards in the main general hospital who have chronic illnesses or for those
who have illnesses that have side effects affecting the teeth, gingivae or oral structures,
such as cancer patients. They may also advise special needs patients visiting the hospital
on an outpatient basis.

The National Oral Health Promotion Group is a forum for all professionals interested
in the promotion of oral health. The group holds an annual conference and details can
be obtained from www.nohpg.org

Nationally recognised oral health courses available for dental nurses include the
following:

m The NEBDN post-qualification course, the contents of which are covered in more
detail in Chapter 2. This course predominately focuses on one-to-one teaching and
applicants must be qualified and registered to undertake this course. A number of
centres in the UK offer this course.

m The Royal Society for the Promotion of Health Foundation Certificate in Oral Health
Promotion. This is a 13-week course with approximately 32.5 hours of teaching held
in Stoke-on-Trent. Details can be obtained from www.hpromo.northstaffs.nhs.uk/
pdfs/RSH_Info.pdf

Orthodontic therapists

In 1999 the General Dental Council agreed to establish a new type of PCD known as an
orthodontic therapist. This PCD classification is not to be confused with the remit of the
orthodontic nurse described in Chapter 5. The orthodontic therapist is trained to under-
take more specialised and complex tasks, details of which are available in the teamwork
publication Changing Roles in the Dental Team.

Training for orthodontic therapy is available to nurses holding the NEBDN National
Certificate, NVQ level 3. Several training programmes have now been established, either
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associated with existing dental schools or as outreach programmes. The courses are of
approximately 12 months duration, a considerable part of which involves practical chair-
side clinical experience. The training programme leads to a Diploma in Orthodontic
Therapy, currently awarded by either a university or the Faculty of General Dental
Practice.

Teaching and training

The NEBDN has offered the national certificate in Dental Nursing since the foundation
of the Board in 1943. There is now the alternative of obtaining competence and qualifica-
tions via the NVQ route. It is not the purpose of this book to provide details of NVQ
level 2 and level 3 qualifications, but an overview of the NVQ process can be found in
Changing Roles in the Dental Team.

The introduction of the NVQ level 3 dental nurse qualifications has seen the develop-
ment of many new and diverse appointments. The main areas of progression within the
teaching area are discussed below.

Dental tutor or trainer

This role is primarily involved in the setting up and delivery of either a syllabus for the
National Certificate or knowledge evidence and performance criteria for the NVQ. The
main qualification tutors usually hold is the City & Guilds 7404 /6 teaching qualification.
This allows a person to teach the subject in which they are qualified and occupationally
competent. Within the NVQ framework tutors or trainers can also hold the D32/33
Award, which enables them to assess their students’ progress. Additionally, tutors or
trainers can obtain the Certificate of Education, which allows them a broader scope
within their teaching. Tutors or trainers are employed in teaching hospitals, colleges of
further education, training centres, large practices that deliver their own training and the
armed forces.

Assessors

This role is encompassed within the NVQ framework. The assessor’s role is to act as an
independent unbiased person to ensure the trainee dental nurse is competent in their
area of work. They assess the performance criteria within the workplace that the students
must undertake. The assessor carries out this assessment and makes the decision as to
whether the student is safe and understands what they are doing. The assessor should
hold a D32/33 Assessors Award. In January 2003 this qualification was upgraded and
replaced by the ‘A1 and A2’ Assessors Award. The qualification takes from three to nine
months to complete depending on access to students, motivation and time constraints.
Assessors can be employed on a full-time, part-time time or peripatetic (as and when
required) basis by centres delivering the NVQ qualification. Initially, NVQ centres
planned to train and qualify assessors working within general dental practices to assess
their own student dental nurses working with them. This resulted in a number of
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difficulties, such as the time required to undertake the assessment, particularly for remote
rural practices, funding issues and the lack of independence of the assessors. It has there-
fore been found to be more effective to train enthusiastic dental nurses to be assessors
but employ them on a peripatetic basis and send them to other practices to assess trainees
they do not know who are undertaking the qualification. This has proved to be a more
successful solution.

Internal verifiers

This is a completely new role within dental education. The role of the internal verifier is
to sample portfolios of students who are undertaking the NVQ to determine whether the
assessor has made a valid decision on their work. They are checking to ensure there is
sufficient evidence, it is authentic, current and reliable, and signatures and dates are
valid. It is one of the many quality assurance mechanisms within the qualification.

The internal verifier must posses a D34 Internal Verifier qualification. In January 2003
this qualification was upgraded and replaced by a ‘V’ unit qualification. They are also
required to be qualified and occupationally competent in the dental field. They can work
full time (although there are very few centres large enough to warrant full time), part
time, peripatetically or can be subcontracted by centres that require this facility but have
no one suitably qualified.

External verifiers

External verifiers are employed by the awarding bodies, i.e. City & Guilds and the
Scottish Qualifications Authority. Their role is to provide support and advice to centres
and act as the main quality assuror for the course. They visit the centre twice a year and
check that systems are in place to offer a fair, equitable qualification.

The external verifiers are usually employed on a yearly contract for a minimum of 20
days per year and they are allocated centres around the region in which they reside.
While verifying centres, they are expected to complete the D35 qualification which is
delivered by the awarding body. They must be occupationally competent in their field
of expertise and hold the D32/33/34 qualifications.

Centre managers/NVQ co-ordinators

The establishment and delivery of the NVQ and the complex funding structures involved
have led to the development of managers/co-ordinators to manage the areas. Most are
employed on a full-time basis and possess all the above qualifications (barring D35),
including a management qualification.

Post-qualification courses

Currently, the most widely accepted post-certification courses are those awarded by the
NEBDN. The first of these courses was the Certificate in Conscious Sedation introduced
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in 1989, followed by the Oral Health Education Certificate in 1991. The success of these
qualifications led to the development of the General Anaesthetic Certificate in 1996, the
Special Care Dental Nurse qualification in 1998, the Orthodontic Dental Nurse qualifica-
tion in 2000, and in 2010 the Implant Nursing qualification.

The delivery of these courses in many instances is based at the large teaching hospitals,
due to the depth of training and resources required to deliver the course, although the
Oral Health Education Course has been delivered successfully for many years at local
colleges or training centres.

Attendance certificates

In the past, dental nurses have been encouraged to attend courses relevant to either their
work environment or to develop their own interest. These were delivered either by
marketing companies, BADN training days or teaching hospitals. On some occasions
attendance certificates were issued for the nurse to retain or display in the practice.

Statutory registration and CPD has changed this concept, and now registration is
mandatory, dental nurses are required to attend relevant courses to keep up to date in
order to maintain their annual registration. The provision of attendance certificates has
become obligatory for those delivering the course and an essential requisite for dental
nurses in enabling them to build up a portfolio of CPD.

There are a number of core areas in which dental nurses will need to keep up to date
on a regular basis including;:

cardiopulmonary resuscitation
first aid

health and safety

infection control.
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Promoting oral health

Introduction

The role of the dental nurse is constantly developing. In promoting oral health this
can vary from translating the hard to hear or understand words of a dentist to active
involvement in dental and general public health programmes. Scope of Practice (General
Dental Council, 2009) has stated that dental nurses can undertake further oral health
education and promotion activities subject to appropriate training and competence.
It has also enabled dental nurses to undertake a range of other duties, such as the
application of fluoride varnish in a programme overseen by a consultant or specialist in
dental public health, and other activities, such as using plaque indices. These provide
direct opportunities for further involvement in oral health promotion. It also enables
dental nurses to perform other patient care duties, which will give them more oral
health education opportunities. There is now opportunity for nurse-led clinics in dental
practice and community settings. The scope for oral health education and promotion
is expanding.

Health education and health promotion

Health education can be defined as any learning activity that aims to improve an indi-
vidual’s or community’s knowledge, attitude and skills relevant to their health needs.
However, until the mid-1980s the term health education had been used widely to describe
intervention by health professionals who decided there was a health need. Health educa-
tion is an integral part of health promotion offering relevant information to individuals
or groups. The recipients can then make an informed choice about their health.

The Our Healthier Nation (Department of Health, 1999) document highlighted the fol-
lowing health education responsibilities in its contract for health.

B Government and national players can raise awareness of health risks clearly to the
public, e.g. smoking, oral cancer.

B The public and others should have the information they need to improve their health.

m People can take responsibility for their own health and make healthier choices about
their lifestyle.

The World Health Organization (WHO) defines health promotion as a process of ena-
bling people to increase control and improve their health. To reach a state of complete
physical, mental and social well-being, an individual or group must be able to identify
and realise aspirations, to satisfy needs and to change or cope with the environment.
Health is therefore seen as a resource for everyday life and not the object of living. Health
is a positive concept emphasising social and personal resources as well as physical
capacities. Oral health is certainly encompassed within this definition because a healthy,
functioning dentition throughout life will ensure that an individual is free from dental
pain, able to eat properly and has a socially acceptable smile.
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PUBLIC POLICIES

HEALTHY SURROUNDINGS

Codes of practice, e.g. on tobacco
advertising

Legislation on water fluoridation,
seat-belts

Food hygiene regulations

Taxing ‘unhealthy products’, e.g.
tobacco and subsidising ‘healthy
products’, e.g. fruit in schools

Wider availability of sugar-free foods,
drinks and medicines and provision of
sweet-free checkouts

Improved housing

Environment safety measures such as
safe disposal of sewage

Safe drinking water

Workplace health policies

Provision of safe equipment and
protective clothing at work

HEALTHY LIFESTYLES

HIGH-QUALITY SERVICES

Mass media campaigns, e.g. breast
feeding awareness, National Smile

Screening programmes, e.g. cervical and
breast cancer

Week
e Immunisation programmes
e One-to-one patient education
e Access to affordable dental services to
e Health education/promotion in schools all groups
and workplaces, e.g. healthy choices

awards

e Training for health professionals to
enhance their knowledge and skills in
health education, e.g. nursing/care staff

Figure 2.1 Examples of general health and health promotion.

The Ottawa Charter set out at the first international conference on health in 1986 rec-
ognised that health promotion is not just the responsibility of the health sector but goes
beyond healthy lifestyles to well-being. Figure 2.1 illustrates some examples of general
health and health promotion.

Oral health promotion
Who is involved in oral health education and promotion?

A wide range of professionals and agencies outside dentistry have a key role to play in
improving the oral health of the nation. Figure 2.2 illustrates some of these professionals
and agencies who are involved in oral health education and promotion.
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Dietician
Pharmacist
GP/HV
Nurses
Dental team

Oral health

Policy makers

Water companies

Foo‘(igS;irClgards education Pharmaceutical
Community and . companies
Health promotion Supermarkets

Schools
Teachers
Catering departments
Social services
Carers

Figure 2.2 Who is involved in oral health education and promotion? GP, general medical
practitioner; HV, health visitor.

Definitions

There are many different terms that are used to describe the ways in which people work
together to promote health. Although these are often used interchangeably, it is possible
to distinguish between them.

B Multi-agency refers to organisations that belong to the same sector, such as health,
social services or education, and who are all statutory providers of public services.

B Partnership refers to joint action between partners (national and local agencies and
the public). It refers to equal sharing of power.

B Inter or multidisciplinary working is sometimes used to describe joint working of
people with different functions or roles within the same organisation or across sectors.

B Intersectoral goes beyond any one sector and may include the public, voluntary
groups, public and private business and commerce.

m Collaboration is a term often used in health promotion. It requires the active partici-
pation of a wide range of agencies at national and local levels.
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Primary healthcare team

Health visitors have a duty to all parents, carers and new infants. Their public health role
is expanding. It is now integrated into the child health surveillance programme which
covers weight, height and the oral health status of each child. This programme enables
the health visitor to offer advice and support to new parents. There is the opportunity to
encourage toothbrushing as soon as the first tooth erupts, weaning advice and, of course,
early registration with a dentist.

Community nurses visit people in their own homes and are therefore able to build a
strong relationship with their patients over a period of time. This enables them to carry
out extensive one-to-one education, such as encouraging a patient to remove and clean
dentures to prevent oral infections, and this may in turn affect the eating habits of the
patient.

General medical practitioners

General practice has traditionally been a private consultation between doctor and patient.
Health promotion may consist of opportunistic advice or information relating to oral
health care. However, it has been recognised that the general practitioner has a lead role
to play in the screening process for oral cancer, especially with high-risk patients who
may be attending for medical reasons other than a dental problem. The general practi-
tioner, whenever possible, should also be prescribing sugar-free medication for patients.

Salaried dental services

Primary care trusts (PCTs) and health boards have salaried dental services (sometimes
known as the Community Dental Service or CDS) that may offer specialised oral health
promotion services. Sometimes such oral health promotion expertise may lie within the
local department of dental or general public health.

Pharmacists

There are nearly 12,000 community pharmacists in the UK, who thus provide an ideal
and accessible location for the provision of opportunistic oral health promotion advice.
Many pharmacists, when possible, will alter a prescription for a sugar-free preparation
if this has not already been prescribed by the general practitioner. Pharmacists also
engage in National Smile Month campaigns at a local level to promote the key oral health
messages.

Local authorities

Some authorities are major providers of housing. Most are major employers. Individual
departments also have key roles in the promotion of health, which includes oral health.
This may be incorporated into ‘health at work” award schemes across the departments.
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Local authorities may also provide a range of services for the community, which may
include breakfast clubs and after-school care. Within both these settings toothbrushing
programmes and a healthy snacking policy will influence positive oral health.

Residential care workers

Residential care workers have a key role to play in the care of older people. A healthy
mouth will greatly assist in the nutritional status of a patient, which will in turn minimise
illness. Care workers are often the people who clean dentures and when necessary call
on the services of a dentist to visit a residential home. It is important that the correct
techniques and materials are used and therefore appropriate training should be offered
to all new staff.

Local education authorities

Local education authorities have the responsibility for health promotion in schools, col-
leges and youth clubs. Oral health is now integrated into the school curriculum and
should also be reflected in the tuck shop, which many children will access throughout
their school life.

Health Development Agency

The Health Development Agency has the task of leading and supporting health education
in England. In Scotland, the Health Education Board carries out this function. In Wales,
it is carried out by the Welsh Assembly and in Northern Ireland by the Northern Ireland
Health Promotion Unit.

Food Standards Agency

The Food Standards Agency is an independent food safety watchdog set up by an Act
of Parliament in 2002 to protect the public’s health and consumers’ interests in relation
to food. One of the aims of the agency is to promote honest and informative labelling to
help consumers. Clarity in labelling will assist in the selection of healthier food and
drinks, which will impact on oral health in the future. Currently ingredients are listed in
weight order, with the main ingredient being listed first. While many manufacturers and
retailers provide additional nutritional information, the differences in presentation and
the use of small print often make comparison very difficult. It is not realistic for a con-
sumer to read all the labels while shopping.

Supermarkets

Supermarkets are key players in the availability of affordable fresh fruit and vegetables
that encourage parents to purchase healthier options for the family. Reducing the number
of sweets sold at checkouts, where young children often see and ask parents to purchase
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on their behalf, is perhaps an area that needs to be addressed. Many supermarkets still
have large numbers of checkouts with sweets on show.

In order to guide a patient through changes in their lifestyle to improve health one
must consider past and current influences and behaviours. This information enables the
dental team to target their advice appropriately, making it relevant and realistic to
patients.

Socialisation

Socialisation is the direct or indirect effect of social norms on an individual’s attitudes,
beliefs, values, knowledge and behaviours.

What are attitudes, beliefs and values?

Attitudes
These are learned feelings that influence a person’s particular circumstances. This learn-
ing does not have to be based on personal experience; it may be the result of social,
cultural or economic influences. These are extremely influential both in terms of primary
socialisation, which occurs within families, and secondary socialisation, which takes
place as people learn behaviours that help them to be accepted into a wider social group.
This is reflected in popular culture, family, social status, peer groups and the media.
When attitudes are being challenged it is essential that this is done in a non-threatening
manner, as health professionals” values may well be resented by those from other
backgrounds.
People’s attitudes are made up of two components:

B cognitive: the knowledge and information they possess
B affective: their feelings and emotions, and their evaluation of what is important.

Beliefs

These determine preference based on current knowledge. They can be changed more
easily than attitudes, because to change whatever knowledge the belief is based on alters
the belief. However, beliefs alone are unlikely to change behaviour. Health beliefs are
built on information collected from a wide range of sources. Some of these will be scien-
tifically accurate and some inaccurate and potentially harmful messages, which are
motivated by commercial ends rather than health gains. The dental team can lessen the
damage of inaccurate messages by offering patients the information they require to make
a valued judgement in their decision making.

Values

These are vitally important in forming the rules by which we live. They are an integral
part of how we make judgements. To make people change, oral health educators need to
identify a person’s values because they are a powerful force in shaping behaviour. Values
give an individual a positive or negative attitude towards someone or something.
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Attitudes, beliefs and values are embedded within primary and secondary socialisation
stages. These are explained below in relation to the stages of life and influencing factors.

Primary socialisation

Primary socialisation takes place in the pre-school period. The most important influences
on the child at this time are the immediate family, especially the mother. The attitudes,
beliefs and values of parents are demonstrated in their behaviour patterns. A good role
model in terms of regular, thorough toothbrushing will greatly assist the dental team in
reinforcing the oral health messages.

Most parents are motivated to provide the ‘best” for their children and therefore
should have a positive attitude towards good oral health. Unfortunately there are many
barriers to achieving the positive outcome of a healthy mouth. Confused beliefs (tooth-
brushing prevents decay) and contradictory attitudes (visiting a dentist is expensive,
time-consuming and not worth the effort) all have a negative impact on good oral health.

A parent may believe that grandparents may be offended if they are not allowed to
give the grandchildren sweets. Many grandparents as well as parents need to be offered
support to recognise the hidden cost of using sweets to control or reward children; the
dental team can play a valuable role in helping them first to understand and then to find
alternatives.

Secondary socialisation: the formal process

Secondary socialisation begins when the child goes to school. This is when the child
learns to relate to the outside world away from the security of the family. The influences
in secondary socialisation are teachers, friends, classmates and the media. The process
continues throughout life, so that later on neighbours, work colleagues and others will
be important influences. Behaviours learnt in this stage are much more rational. They are
based on decisions that are much less reliable than habit and routine. An example of this
is toothbrushing where a patient may make a rational decision to start to brush their teeth
more often. However, laziness, forgetfulness and shortage of time may influence the
subsequent behaviour.

Changing behaviour

The work of Prochaska and DiClemente (1984, 1986) highlighted that any change we
make is not final but part of an ongoing cycle of change. Their work has focused on
encouraging change in addictive behaviours, although the model can be used when
trying to change or acquire behaviours. This process is illustrated in Figure 2.3 and identi-
fies the following stages.

Precontemplation

Those in the precontemplation stage have not considered changing their lifestyle or
become aware of any potential risks in their health behaviour. When they become aware
of a problem, they may progress to the next stage.
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PRECONTEMPLATION
Individual not ready

< | for change

RELAPSE

CONTEMPLATION
< Individual is
thinking about change

MAINTAINING THE
CHANGE ] READY TO CHANGE
A T
MAINTAINING THE MAKING A CHANGE
HEALTHIER LIFESTYLE

Figure 2.3 The stages of change model (after Prochaska and DiClemente, 1984).

Contemplation

Although individuals are aware of the benefits of change they are not ready and may be
seeking information or help to make that decision. This stage may last a short while or
several years. Some people never progress beyond this stage.

Ready to change

When the perceived benefits seem to outweigh the costs and when the change seems
possible as well as worthwhile, the individual may be ready to change, perhaps seeking
some extra support.

Making a change

The early days of change require positive decisions by the individual to do things
differently. A clear goal, a realistic plan, support and rewards are features of this
stage.

Maintenance
The new behaviour is sustained and the person moves into a healthier lifestyle. For some
people maintaining the new behaviour is difficult and the person may revert or relapse
back to any of the previous stages.

It is not perceived to be a failure on the part of the patient who relapses but recognition
that the individual can go both backwards and forwards through a series of cycles of
change.
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Prochaska and DiClemente argue that while few people go through each stage in an
orderly way, they will go through each stage. This has proved helpful for health profes-
sionals, who find it reassuring that a relapse on the part of their patient is not a failure,
but that an individual can go both backwards and forwards through a series of cycle
changes — like a revolving door. Thus a patient with periodontal disease may initially
improve their oral hygiene after a visit to the hygienist, but after a period of time may
lapse into neglecting flossing or brushing regularly. Nevertheless, the patient is still
aware of the benefits of improved oral hygiene and the hygienist may be able to focus
on small changes, which can provide the hygienist and the patient with a sense of
achievement and identifiable progress.

While individuals may not have an awareness of contemplating, actioning and main-
taining change, the intention will be based on individuals deciding it is in their best
interest to change. The key to successful intervention is for the patient to be motivated.
In oral health education, motivation for a long-term lifestyle change is challenging unless
the patient is also aware of short-term benefits. It is difficult to maintain enthusiasm for
restricting intake of sugar or for thorough daily oral hygiene for better teeth in later life.
Feeling better or being more attractive now rather than later may be more influential in
promoting the desired behaviour. Recent anti-smoking campaigns have started to include
a greater emphasis on short-term improvements such as the reduction in blood pressure
and heart rate after just 20 minutes. If a patient does not make the short-term change,
there will be no long-term change either.

Oral health education

Before targeting any oral health promotion activities it is important to consider the ways
in which people learn, levels of understanding and the skills they will need to carry out
any behavioural changes.

Types of learning

There are three types of learning.

m Cognitive: learning that takes place in the head and deals with thinking skills.

m Affective: learning that comes from the heart and deals with attitudes and
behaviours.

B Psychomotor: learning that involves the hands and deals with physical and practical
skills.

When asking a patient to make changes in their or their child’s lifestyle it is necessary
to consider the depths of learning that this change requires. Different depths of
learning will have the effect of using different verbs to measure the levels of knowledge
required.

This can be illustrated by using an example such as toothbrushing. When asking a
patient to list or state a fact, you are relating only to rote learning which involves solely
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the memory, therefore you have no assurance that someone can actually explain what
something means.

It is important to measure a patient’s level of understanding before they leave to ensure
they know why they are carrying out a particular task or purchasing a specific type of
toothbrush. This type of activity can be measured using verbs such as explain and describe,
and on this occasion both memory and understanding are being used. When asking a
patient to select an appropriate toothbrush and demonstrate their toothbrushing tech-
nique you are now able to measure all three levels:

= Understanding) — (* Application

Aims and objectives

Once the level of knowledge required has been established it is necessary to have specific
aims and objectives to measure the effectiveness of any activity. Aims and objectives help
to identify what someone is hoping to do and how they are going to achieve it.

An aim is a general statement of intent. Examples might be:

B to promote oral hygiene
B to promote safer snacks.

Umbrella statements like these are useful as they help to give a broad overall view before
specialising in introducing objectives. There are, however, limitations in solely using aims
as one is never certain whether aims have been achieved and therefore they are of no use
without objectives.

Objectives are what one is trying to achieve, reach or capture; they are much more
specific than aims and therefore can be identified as a means of achieving an aim.
Objectives will always contain a key verb which will give evidence of behavioural change
having taken place.

Objectives should be SMART:

Specific
Measurable
Achievable
Realistic
Time-related.

Examples of objectives are:
B to state the reason for flossing regularly

B to list four sugar-free snacks
B to brush teeth and gums effectively
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B to identify three types of sugar on food labels
B to select the correct fluoride supplement for their child
B to describe the early carious lesion.

Some further examples of aims and objectives linked together are shown in Figure 2.4.
It is necessary to consider carefully what is being asked of someone and is it achievable.
Using the checklist illustrated in Figure 2.5 can help in this process.

As well as setting aims and objectives it is necessary to identify the target group. If a
practice nurse is invited to speak to a local group about oral health it is necessary to
consider the following points.

® How much do you know about your target group?
® How many will be in your target group?

AIM:

To provide an overview of periodontal disease
OBJECTIVES:

1. Understand the formation of plaque

2. Identify the role of plaque in periodontal disease

3. Describe the stages of periodontal disease

4. Classify the types of inflammation related to periodontal disease

5. Identify the role of calculus in periodontal disease
AIM:

To provide an insight into the caries process
OBJECTIVES:

1. Identify the factors involved in the caries process
2. Understand the acid attack theory
3. Describe the Stephan curve

4. Understand the role of demineralisation/remineralisation

Figure 2.4 Examples of aims and objectives in oral health education.
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AIMS AND OBJECTIVES: CHECKLIST
e What are your aims?
e Are they clear and understandable by other people?
e Do your objectives agree with your aims?

e Are your aims and objectives consistent with what your target group might want to
learn about?

e Have you checked with your colleagues that these aims make sense?

e Have you set realistic targets for your aims and objectives?

Figure 2.5 Checklist for aims and objectives in oral health education.

What is the age range of the group?

What sex/race are they?

How will their culture, social or environmental background affect the way they will
understand your presentation?

What will they expect from your presentation?

What do they already know about your topic?

What misconceptions might you have to correct?

Planning an oral health education session

To assist in the delivery of oral health education (OHE) a formal lesson plan should be
written. Before this can be done the following questions need to be answered.

Information required before a lesson

Number in group: this will determine the number of resources required, e.g. tooth-
brushes, leaflets, etc.

Age and ability: this will influence the type of activity and resources that can be used,
e.g. games, disclosing tablets or solutions, etc.

Any previous instruction or prior knowledge: this prevents duplication. New infor-
mation will maintain interest.

Location: size of the room, access and availability of the location, e.g. church hall.
Time of lesson: this may be, for example, before or after lunch. Children react differ-
ently at different times of the day.

Length of time available: this will reflect in the objectives set - SMART (see Aims
and objectives).

Power supply available: this is necessary when using additional resources.
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Use of additional resources: these may be overhead projector (OHP), screen, sink,
video recorder. These are all useful resources to maintain interest with groups and
expand activity, e.g. sinks are needed when disclosing with individuals.

Blackout facilities: necessary when using slides or OHP.

Chalkboard: particularly important if no electrical supply is available.

Why have a lesson plan?

A lesson plan makes it possible to do the following.

Provide an analysis: a structured lesson plan allows each section of the lesson to be
reflected upon and any alterations made for the future.

Establish realistic achievable objectives: in considering the age, ability, resources
and the methodology it will become apparent if the objectives set are achievable.
Establish what has to be taught: defining the topic will assist in formulating the
lesson.

When and to whom methodology: this information ensures the lesson is pitched at
the right level.

Establish a logical sequence invoking the principles of learning: introduction and
developments incorporate different levels of activities aimed at the group. The
summary and conclusion brings the lesson to a natural closure.

Determine resources/materials required: it enables the resources to be clearly identi-
fied, indicating when and where they will be used.

Avoid teaching from memory since this is not dependable: a written lesson plan
will assist on returning to the right section if you are disturbed or interrupted.

It should always be remembered, however, that a plan is a plan and not a straitjacket and should
be altered accordingly.

Information to be included in a lesson plan

Aims and objectives

Target group

Topic and duration

Time and evaluation process

Sample lesson plan templates are shown in Figures 2.6 and 2.7. Examples of how these
might be completed for a typical lesson are shown in Figures 2.8 and 2.9.

Evaluation

Evaluation is needed to assess results, determine whether objectives have been met and
find out if the methods used were appropriate and efficient. It should be carried out for
the following reasons.
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LESSON PLAN

LOCATION
DATE
DURATION
AIM
OBIJECTIVES

TOPIC EDUCATOR’S
NAME

TIME | KEY WORDS| CONTENT METHOD AIDS

INTRODUCTION

DEVELOPMENT 1 TEACHER | STUDENT
ACTIVITY| ACTIVITY

Figure 2.6 Sample: lesson plan 1 template.

TIME | KEY WORDS| CONTENT METHOD AIDS

DEVELOPMENT 2 TEACHER | STUDENT
ACTIVITY | ACTIVITY

DEVELOPMENT 3 | TIME | KEY WORDS| CONTENT METHOD AIDS

TEACHER STUDENT
ACTIVITY | ACTIVITY

CONCLUSION

SELF-EVALUATION

Figure 2.7 Sample: lesson plan 2 template.
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LESSON PLAN
LOCATION Surgery 1
DATE 3 April 2004
DURATION 30 minutes
AIM Highlight the importance of effective oral hygiene
OBJECTIVES The patient will be able to:
1. Understand the role of plaque in gum disease
2. Identify signs of poor oral hygiene
3. Highlight areas of plaque accumulation using disclosing solution
Topic 4. Brush teeth and ffectivel
EDUCATOR’S . Brush teeth and gums effectively
NAME A.N. OTHER
TIME |KEY WORDS| CONTENT METHOD AIDS
INTRODUCTION 3 Introducti R for visi Friendly, informal Name
ntroduction eason for visit
mins welcome badge
OHE PATIENT Flip chart
DEVELOPMENT 1 ACTIVITY | ACTIVITY
Describe plaque Pages 1-3
7 Plaque Relate to Demonstrate | Observation Stages of
mins photographs 1-3 plaqug
on flip charts Di . formation
iscussion
Bacteria
Q&A involved

Figure 2.8 Completed example: lesson plan 1. OHE, oral health education.

m To assess what has been achieved. Did the intervention have its intended effects

(efficiency)?

B To measure its impact and whether it was worthwhile (effectiveness).
B To judge its cost effectiveness and whether the time, money and labour were well

spent (economy).

B To inform future decisions and plans
m To justify decisions to others perhaps for funding or future support.

Evaluation of health programmes is usually concerned with identifying their effects.
The effects of an intervention may be evaluated according to its:

B impact: immediate effects such as increased knowledge or shifts of attitudes
B outcome: the longer-term effects such as changes in lifestyle.

Outcome evaluation
What is assessed and how it is assessed depends on the aims, objectives and methods of
the programme. As has previously been described, any objective should be SMART (see
Aims and objectives).
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TIME | KEY WORDS CONTENT METHOD AIDS
DEVELOPMENT 2 Relate to: TEACHER | STUDENT | Flip chart
Page 4: ACTIVITY ACTIVITY P 46
Healthy photograph N N ages a—
3 gums pink, firm, healthy D I(SDC;SXOH Healthy
mins gums gums
Pages 5-6: Demonstrate | Observation Inflamed
Inflamed bleeding, shiny gums )
gums
gums Relate to patient’s Demonstration i
mouth Q&A Mirror
DEVELOPMENT 3 TIME |KEY WORDS CONTENT METHOD AIDS
Explain role of TEACHER STUDENT Flip chart
disclosing ACTIVITY ACTIVITY
: Page 7
. . solution Observation Practical Disclosi
Disclosing Use disclosing 1sclosing
10 tablets tablets Discussion tablets
mins Systematic Q&A Mirror
h t :
Eflrx)srk??:g Ol(’)l Demonstrate | Observation Vaseline
Effective
brushin models Observation | Practical Models
rushing Patient brushes own Toothbrush
teeth and gums Q&A and paste
CONCLUSION mizns Consolidation of objectives

Positive reinforcement with patient

SELF-EVALUATION

Forward planning assisted in positive feedback from patient

Objectives 1-4 achieved. However, need for reinforcement at future visits if necessary

Figure 2.9 Completed example: lesson plan 2.

Changes in knowledge can be assessed by:

B interviews and discussions
B pre- and post-questionnaires
B short answer tests.

Changes in attitudes can be assessed by:

B pre- and post-questionnaires with a rating scale.

Changes in behaviour can be assessed by:

B pre- and post-questionnaires
B records of behaviour, e.g. diet sheets.

Changes in skills can be assessed by:

B pre- and post-clinical examination, e.g. plaque scores and gingival indices.
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Process evaluation
This is concerned with assessing the process of the programme/session implementation.
It addresses the participants’ perceptions and reactions to the intervention and identifies
the factors that support or limit these activities. Process evaluation is therefore a useful
tool to assess the appropriateness and acceptability of the intervention.

The following methods may be used in the evaluation process.

Self-evaluation/reflective practice: this should always be done to assess positively
what was well done and what could be improved. Self-evaluation can be undertaken as
an ongoing process for reflective practice. It may, however, be carried out at a specific
point in time immediately after the event or days or weeks later. There are a number of
useful questions that can be asked.

m Prior to presentation:
0O Who is your intended target group?
0 How will you decide what should be evaluated?
0O How will you carry out the evaluation, e.g. questionnaires, demonstrations etc?

B After the presentation:
0O How happy are you with its effectiveness?
0O What have you learned from giving the presentation?
0 What would you most like to change?
0O How durable is your presentation; will you or could you use it again?

Peer evaluation: feedback should be obtained from a colleague who has observed or
participated in the lesson. An observer may have a different, more independent, less
emotionally involved perception of the presentation. They can observe the presenter’s
body language, speech pattern and how the audience behaves when eye contact is not
made with them. They can concentrate on the content and presentation of the session
without the distraction of having to deliver it.

Target group evaluation: This can be assessed by:

verbal and non-verbal feedback

active participation

questionnaires, rating methods

reviewing the content and presentation of the programme.

It may be carried out immediately after the event or deferred for days or weeks. Deferred
evaluation can result in a poor response or inaccuracies due to memory loss of the par-
ticipants, but it provides an opportunity to assess any long-term changes in knowledge,
attitudes or behaviour.

Questionnaires are very powerful evaluation tools but require great skill to design if
they are to be useful or effective. All questionnaires should first be piloted using a small
number of respondents who are not going to participate in the final evaluation. This will
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help to eliminate simple design errors. The types of questions used reflect the quality of
data obtained. Closed questions (see Ways to improve communication, below) are easy
to analyse but give limited information. Open questions allow great variation in the
answers but make analysis more difficult and can be a disincentive since they take longer
to complete. Some common faults are spelling errors, poor grammar, poor layout, illogi-
cal ordering of questions and making the questionnaire too lengthy. Generally speaking,
anonymous questionnaires will result in a greater response rate and will probably provide
more honest answers. Further information on questionnaire design can be found in
Oppenheim (1999).

Cost-effectiveness

m  Time spent
B Number of staff employed in activity
m Cost of resources, e.g. room hire, equipment, materials, etc.

Evaluation is only worthwhile if it will make a difference. This means that the results of
the evaluation need to be interpreted and fed back to the relevant parties. An indication
in advance that this is going to take place will often improve the response rate of the
participants.

Principles of communication

There are many aspects to consider when communicating with individuals or groups.
In oral health education much communication involves face-to-face contact with an
individual, a family unit or a group. Face-to-face communication is a two-way process
in which all participants transmit information about what they know and feel. Effective
communication involves being aware of what we are saying, how we are saying it and
how it is being interpreted by other people. Everyone makes judgements about the
person with whom they are communicating and there are skills that the oral health
educator can use to convey messages and recognise how they are being interpreted.

Research has shown that we rapidly make judgements about the person with whom
we are communicating. This applies whether we are talking, listening or observing. The
judgements made can help or hinder communication.

It has been shown that when an individual makes a judgement on what sort of person
is communicating with them or on how that person feels, the decision is based on a
combination of factors. These can be classified as verbal, paralinguistics and non-verbal
communication. Verbal communication relates to what the person says. Paralinguistics
relates to how they say it and includes voice tone and volume, speed of speech and the
uhms and ahs they say. Non-verbal communication includes gestures, facial expression,
eye contact, body language and clothes.

Research has indicated (Mehrabian, 1981) that value judgements on the person
communicating with us are based on these three factors in the following percentages:
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m verbal - 7%
m paralinguistics — 38%
B non-verbal — 55%.

These figures are only approximate but indicate the relevance of the adage ‘It isn’t what
you say, but the way that you say it". Further, they show that non-verbal communication
is the most important factor in assessing the person with whom we are communicating.
Oral health educators should therefore be aware of the signals they are transmitting non-
verbally and those of the patient or group with whom they are communicating.

If the oral health educator is to address the needs of their patients, the first and most
important communication skill is listening. Unless the patient’s needs can be identified
they cannot be met. It is important that the oral health educator should both listen and
show that they are listening.

Active listening is a term used to indicate the skills that show one is listening. It
involves appropriate verbal responses, but again paralinguistics and non-verbal com-
munication are the more important features. The acronym SOLER is useful for the non-
verbal demonstration of listening:

Square
Open
Leaning
Eye contact
Relaxed

Square. For effective demonstration of listening skills the oral health educator should
face the client squarely. Otherwise they might seem uninterested.

Open. Open body position involves avoiding crossing arms and legs, as these are often
interpreted as a defensive or shutting-out action.

Leaning. A slight forward lean indicates an eagerness to hear more.

Eye contact. When listening, most people maintain good eye contact and this encourages
speakers to continue.

Relaxed. A relaxed posture is important, as otherwise the communication will seem very
artificial.

It should be remembered, however, that overdoing these powerful signals can be con-
fusing and therefore discretion is necessary.

The educator should also be aware of the effects of height and distance. Height is often
associated with power. Patients may feel vulnerable if they have to look up at the person
with whom they are communicating. For discussion as equals, both parties should be at
an equal height. Shy people may feel more confident speaking if the other person is lower
than they are. All people have an area of personal space and feel threatened if a person
with whom they are not intimate invades it. The oral health educator should look for
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non-verbal clues to check they are not too close to the person they are trying to help.
They should also look for similar clues to indicate that they are not too distant. If they
are too far away, communication will be lacking any sense of working together and is
not likely to be effective. Some people need more personal space than others. City dwell-
ers are used to having people around them and will tolerate the close proximity of
strangers better than country dwellers. The appropriate distance varies with their rela-
tionship to the person with whom they are communicating. The closer the relationship
to the other person, the closer they will be tolerated. Because of the individual nature of
personal space it is worth asking if the patient is comfortable with the standing or seating
arrangements and moving either nearer or further apart if they are not.

Barriers to communication

It is also useful to be aware of potential barriers that may impact on the delivery of oral
health education/promotion. Social and cultural barriers include:

B ethnic/cultural and religious beliefs
B socioeconomic groups
m family values.

All of the aforementioned must be carefully considered in order not to offend or set
objectives that perhaps cannot be achieved due to pressures outside the control of the
individual or group.

It may be the case that an individual may not wish to or cannot communicate because
of learning disabilities or may be too busy or preoccupied and does not see oral health
as important in their list of priorities. On some occasions negative communication may
be influenced by:

a bad past experience of dental treatment

the patient thinking the oral health educator will pass judgement or criticise

the patient thinking they know it all in relation to the advice being offered
objectives being set too high; a patient may feel they cannot comply

financial constraints; these will have an impact on the availability to purchase tooth-
brushes, toothpaste, etc.

social constraints that relate to lifestyle; a patient may not want to give up sweets as
they are used as a comforter or bribe with children.

Limited understanding or memory, poor English and the use of jargon or dental termi-
nology will all have an influence on communication. Therefore knowing the target group
will assist in the correct information being delivered in the most appropriate way.
Reinforcement of messages will reduce the possibility of information fade. It is important
that contradictory messages between other health workers offering conflicting advice or
‘experts’ changing their minds is minimised to enable the individual delivering or receiv-
ing information to have confidence and credibility. It is also important to be realistic and
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acknowledge that some deeply held beliefs may be contrary to current oral health educa-
tion messages and extremely difficult to change.

Ways to improve communication

Communication is a two-way process that involves listening as well as talking. By using
some simple techniques it is possible to improve the interaction between individuals or
groups. The following need to be considered.

Respect
By identifying the patient’s needs and expectations and involving them in decision
making it is more likely that a positive outcome will be achieved.

Listening skills

Listening to patients is essential for an oral health educator to be able to help them.
Until patients have been listened to, the oral health educator can not be sure that the
patients’ needs are being met nor can the best way to help be decided. Listening itself is
a good starting point, but the patient also needs to know that they have been listened to.
This is known as active listening. Active listening involves showing by body language,
responses and questioning that we have truly heard and understood what the patient
has said.

Questioning skills

Patients can be helped to talk by adopting a careful questioning technique. The following
are examples of some of the different types of questions that may be used, although some
are best avoided.

m  Closed questions
These invite a short response usually ‘yes” or ‘no’. Questions such as ‘Do you like
visiting the dentist?’, ‘Do you know what plaque is?’ or “Are you going to do this
now or later?” are examples of closed questions. They fail to open up the conversation
and allow the patient to give a reply without necessarily having given it much or any
thought. Closed questions should be avoided. They can, however, be used to clarify
what the patient has said, but give only limited information.

m  Open questions
These provide no guidance to the patient as to what might be the correct answer and
cannot be answered by either ‘yes’ or ‘no’. They require the patient to give some
thought to the response. Examples are: “What type of toothbrush do you use?’, ‘How
often do you attend the dentist?’, "What is plaque?’.

m Leading questions
These give the patient an indication of the answer that is expected. ‘Surely you don't
brush your teeth only once a day?” or “You don’t have more than one fizzy drink a
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day do you?” are examples of leading questions because they give clues as to the
answer that the questioner wishes to hear. The answers will therefore not necessarily
be truthful.

B Multiple questions
‘Do you brush and floss your teeth?’ is a multiple question. If the person questioned
answers “Yes’, it would be impossible to determine whether the reply is yes to brush-
ing, flossing or both. This type of question only serves to confuse everyone.

m  Offensive questions
It is all too easy to antagonise a patient by using an ill-conceived question. Saying
to an overweight person ‘Do you eat a lot of chips or doughnuts?” is likely to be
interpreted as being offensive even if it is true.

B Ambiguous questions
‘Do you go to the dentist for regular check-ups?’ is an ambiguous question since
‘regular’ to one patient might be once every six months whereas to another it might
mean a visit every five years.

Encouragement should be offered, as this in turn will enable the patient to feel positive
about changes that are suggested.

Non-verbal communication should also be considered when interacting with patients,
for example:

physical appearance, i.e. uniform or casual clothes

facial expression — welcoming smile

posture — relaxed rather than crossed arms

eye contact — shows interest

hand and head movements acknowledge responses
non-verbal behaviour — yawning indicates a lack of interest!

The environment in which oral health advice is offered can have an impact on the
patient’s receptiveness to advice. A comfortable, non-clinical setting in which the seats
are carefully positioned at the same height to prevent a non-threatening approach is
desirable. This format will enable the patient to feel more comfortable.

Language should also be carefully considered as follows.

Tailor messages to the needs of the individual.

Talk at the same level.

If there are communication problems, speak clearly and simply.
Do not use jargon.

Use a logical sequence when explaining key messages.

Check understanding by asking the patient to confirm knowledge.
Gain feedback to improve the next session, if necessary.

Reinforce the message to ensure retention.
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Relevant visual aids will assist in retaining the interest of the patient.

B Demonstrations are always a useful tool to tell and show techniques.
m Patient involvement — active participation will allow the patient to feel included.

Levels of preventive intervention

The type of preventive message needs to be related to the relative stages of the disease
process that the target group is experiencing. This can be considered under the headings
below.

Primary prevention

This is the stage where there is no disease present and any information or advice is related
to potential health threats. Offering appropriate dietary advice to mothers of very young
children even though the primary dentition has not erupted will reduce the caries risk.
Similarly, offering fissure sealants as the permanent molars erupt is another preventive
regime.

Secondary prevention

Secondary prevention relates to changing the behaviour of a person who is at risk of a
disease but has not yet developed it, such as a smoker who is still healthy. This does not
fit well with the main dental diseases, which are extremely common and of insidious
onset. The dental profession usually interprets secondary prevention as being concerned
with the prevention of the development of existing disease, minimising its severity and
reversing its progress. Some behavioural change is necessary. For example, patients with
gingivitis may be able to return to a healthy gingival state if they improve their oral
hygiene regime.

Tertiary prevention

Tertiary prevention is concerned with preventing deterioration, relapse and complica-
tions associated with a disease process. A patient with dentures will never regain their
own dentition, but it is important to offer advice on denture care and the need for regular
dental attendance to monitor the health of the oral tissues and the fit of the denture.

Identifying the stage that a patient is at before intervention will greatly assist in the
delivery of an oral health message specific to that individual or group.

Evidence-based prevention

It is important that the dental nurse is able to assess the evidence that supports the advice
and preventive measures being given to the patient. The strength of evidence indicates
the level of confidence that we can have that our information is correct and therefore
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unlikely to change. This is often presented in the form of a hierarchy such as the
following.

B Level 1 Systematic review of a number of well-designed random controlled trials
(RCTs).

B Level2 Evidence from atleast one well-designed RCT. The evidence is not as strong,
as it has not been replicated by other researchers on different populations.

B Level 3 One or more studies where bias has not been controlled by randomisation,
such as a cohort or case control study.

B Level4 Evidence from well-designed non-experimental studies from more than one
research group or centre.

B Level 5 Opinion of respected bodies or organisations based on clinical studies,
reports of expert committees or descriptive studies.

As the hierarchy is descended the information available is less robust and is more
likely to change as new evidence becomes available. A systematic review is a very
thorough review of the available evidence, which states the criteria by which studies
were included and excluded and details of the assessment criteria on which its findings
are based.

There have been a number of systematic reviews of oral health education and promo-
tion. Most notably that of Kay and Locker (1998) indicated the lack of high-quality
evidence in both domains, to the extent that it is generally unclear what activities
are effective in producing significant long-term change. They did find strong
evidence that indicated the utilisation of fluoride as being effective in reducing caries
incidence.

Prevention of dental disease

The main dental diseases are preventable. Individuals who can control their frequency
of sugar intake can prevent themselves from developing caries. Those who can clean their
teeth thoroughly every day can prevent themselves from suffering from periodontal
disease. Restriction of alcohol intake and not smoking reduces the risk of oral cancer.
Prevention relies mainly on the person looking after their own oral health with the
support of their family, carers and peers. The dental team can help by giving scientifically
correct messages in a way that the person can understand and act on. They can also help
through the application of preventive agents such as fluoride. As discussed earlier in this
chapter empowering the individual is far more effective than reliance on professional
help.

The Scientific Basis of Dental Health Education can be downloaded from the Business
Services Authority website (www.nhsbsa.nhs.uk/dental). It is also available in print
format. It gives excellent guidance to an oral health educator to give to patients. Clear
and simple messages are backed up by scientific information and advice. Comprehensive
knowledge of this document is essential for any oral health educator.
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Formation and structure of plaque

Plaque is involved in both dental caries and periodontal disease. It is a soft bacterial
deposit that forms on the surface of the teeth. The first deposit to form on a cleaned tooth
is the acquired pellicle. This is a film of glycoproteins from saliva formed within a few
minutes. Bacteria can stick to this film and within about three hours there will be con-
siderable colonisation. Unless removed, the bacteria will multiply.

Plaque changes in nature as different organisms start to grow within it. The plaque,
however, will be composed almost entirely of bacteria (70%) and the substance they have
produced, the matrix. Food is not a main component of plaque.

If left, the plaque can absorb minerals from the saliva to become calculus. This is physi-
cally hard and has a high inorganic content (70-90%). It is partly crystalline and partly
amorphous calcium phosphate.

Dental caries

Dental caries is caused by the action of acids on the surface of the tooth. Bacteria in
plaque, especially Streptococcus mutans, metabolise sugars and some other carbohydrates.
They produce acid, which attacks the tooth. The plaque also holds this acid in contact
with the tooth. As the acid attacks the tooth, calcium and phosphate ions leach out of the
tooth into the plaque. This is known as demineralisation.

If the plaque is not fed with sugars, the calcium and phosphate ions slowly return to
the tooth, repairing it. This is called remineralisation. If, over time, demineralisation
continues more rapidly than remineralisation, caries will occur and progress.

Many mothers believe that their teeth are weakened when they have a baby. There is
no evidence that calcium and phosphate ions leave the teeth during pregnancy to aid the
growth of the baby. Even if this did happen the teeth would remineralise. Some mothers
also blame themselves unnecessarily for their children’s weak teeth as they think they
did not consume sufficient calcium in pregnancy. Again there is no evidence that this is
a factor in developing caries. In the UK there is no evidence that a lack of calcium in the
diet increases susceptibility to caries. While these suppositions have become accepted
wisdom in some societies, they are ‘old wives’ tales” and should be discouraged. They
may prevent people taking the action for themselves to look after their oral health and
that of their family.

Progress of caries

Many books describe the carious process but the importance of the surface layer of
enamel is not always indicated. The surface is so resistant to caries that in the early stages
the main area of demineralisation is beneath the surface. Because of its colour, this is
known as a white spot lesion. At this early stage caries is reversible — the tooth can fully
recover. If the caries continues to progress the surface will break down and the tooth will
not be able to repair itself completely. Caries can then either become arrested (i.e. stops
progressing) or it may continue.
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Frequency of sugar consumption

There is a very strong association between the frequency of sugar consumption and
caries. The most important sugars are the non-milk extrinsic (NME) sugars. These are
the sugars added to food and drinks during their manufacture and in the home. They
include sucrose, the type of sugar with which we are most familiar. Others are dextrose,
glucose, glucose syrup, maltose, invert sugar, fructose, hydrolysed starch and lactose.
Lactose is a sugar found in milk and is less likely to cause caries.

Fruit contains naturally occurring sugars known as intrinsic sugars. Intrinsic means
that the sugar is part of the cell wall. These sugars are not so rapidly broken down by
the bacteria in plaque and are not likely to cause caries. Fruit juices, even without added
sugar, can cause caries as the sugar has been separated from the cell walls and is easily
metabolised. Juices have NME, not intrinsic, sugars.

Each time an NME sugar is consumed the plaque produces acid within one to two
minutes. This is when demineralisation starts. It usually continues for about 20 minutes
but can take up to two hours, depending on the salivary flow and the buffering ability
of the saliva. Salivary flow may be reduced in the elderly, while people sleep and in
conditions affecting the salivary glands and ducts. Stephan’s curve is the name given to
a graph that depicts the fall in pH in plaque following the intake of a 10% glucose solu-
tion into the mouth. A similar fall is seen with other concentrations and other NME sugars
in foods and drinks. When the pH drops below the critical level of pH (5.5) demineralisa-
tion takes place; above this remineralisation occurs. Stephan’s curve for someone taking
sugar at mealtimes only and someone having frequent sugar intakes between meals is
shown in Figure 2.10. As can be seen, with frequent sugar intake the pH remains below
5.5 for a considerable time. Sugar between meals increases the number of acid attacks
and therefore also reduces the opportunity for remineralisation. This is the basis for the
advice to restrict the frequency of intake of sugar-containing foods and drinks. Sugar at
mealtimes only is not damaging as there are long repair periods and there will be
increased salivary flow and therefore increased salivary buffering. Sugar intake between
meals is relatively easily controlled. Most people can realistically control their diet suf-
ficiently to ensure they get no further caries.

A similar demonstration of the importance of sugar intake frequency can be given
using a sugar clock. Shading a 30-minute block on a drawing of a clock gives a visual
indication which can be recognised by many patients. A sugar clock with a low number
of acid attacks on the teeth is illustrated in Figure 2.11, whereas Figure 2.12 shows the
increased number of acid attacks produced by the more frequent intake of sugar. This
also reduces the length of time of enamel repair between intakes.

The progression of dental caries and its treatment is described in a number of books.
It is important that the dental nurse can explain the process and procedures to patients
in a simple, non-threatening way. Children and some elderly patients may well be at
high risk of developing caries and if so, preventive advice should always be given. Many
adult patients may only require repair to existing restorations. They may not develop
new carious lesions.

Dietary advice should always be specifically tailored to meeting the health needs of
the patient. For example, restriction of the frequency of sugar intake by young children
can involve parental advice and practical tips to:
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Figure 2.10 Stephan’s curve: the effect of the frequency of sugar intake on the pH level in
tooth surface plaque.

avoid sugared dummies or juices in a feeder cup or night comforter
discourage the use of a bottle after 12 months — a cup is better

restrict fruit juices and other acidic drinks to mealtimes and dilute well
ask for sugar-free medicines.

For dietary advice to be effective it should be SMART — specific, measurable, achievable,
realistic and time-related — in the same way as when an oral health educator is teaching
a group (see Aims and objectives). Realistic objectives are more likely to be achieved than
difficult or complex tasks. Small behaviour changes are more likely to be adopted than
major ones. For example reducing the number of sugar intakes from 10 per day to six is
more feasible than the total elimination of sugar. This could be a suitable objective for a
person whose diet record indicates they have a particularly high frequency of sugar
intake. If the patient achieves the objective they have agreed with the oral health educator
they should be praised. A further objective may then be set, such as four intakes per day
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Figure 2.11 The sugar clock: a good day for teeth (reproduced with permission from
Fuller S and Harding M (1991) The use of the sugar clock in dental health education.

British Dental Journal 170, 414—416).
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Figure 2.12 The sugar clock: a bad day for teeth (reproduced with permission from
Fuller S and Harding M (1991) The use of the sugar clock in dental health education.
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if this is considered to be beneficial and achievable. Other advice may be to substitute
a sugar-free cola for a sugary one. While erosion may continue to be a problem, caries
will not be supported. Such a small behaviour change is more likely to be adopted and
maintained than the advice to drink only water or milk.

The final target may be for patients to consume only those foods and drinks between
meals that are safe for the teeth, but for many patients this is most successfully achieved
in instalments rather than all at once. The small changes are likely to be supported by
peers, friends and family, whereas a sudden dramatic change may make the individual
feel isolated from those around them. In such isolation the behaviour change is unlikely
to be adopted and even less likely to be maintained. Some people find the best way is to
eliminate the behaviour completely, such as a smoker who may feel the need to quit
completely at once, but for others a gradual alteration is more acceptable.

Some foods are alkaline and help neutralise acid. Hence peanuts and cheese have been
recommended either as dentally beneficial snacks or a good food with which to finish a
meal. However, as both contain a large amount of salt and fat, they are likely to be det-
rimental to general health if eaten excessively. Also if it is dentally acceptable to consume
sugar at mealtimes, there appears to be no real reason to rapidly neutralise the plaque
after meals.

Sugar-free chewing gum, fruit and vegetables stimulate salivary flow and thus aid
remineralisation. For many individuals these are likely to provide a healthy alternative
to sugar-containing foods and drinks.

Fluoride

The application of fluoride to the enamel surface increases the tooth’s resistance to caries.
The topical effect is more important than the systemic value of swallowing fluoride. This
is because the important surface zone is being continuously attacked and repaired and,
as discussed earlier, it is the integrity of this part of the tooth that decides whether com-
plete repair is possible. A fuller description of the various mechanisms by which fluoride
protects teeth can be obtained from the British Fluoridation Society website (www.
bfsweb.org).

Toothpaste

All children should regularly use a correctly formulated toothpaste according to the
manufacturer’s and dentist’s instruction. To reduce the risk of opacities children under
six years who are at low risk of developing caries should use a toothpaste containing no
more than 600 parts per million fluoride (F). Those with a higher risk of developing caries
should use a standard 1,000 ppm F paste. In Scotland a 1,000 ppm F paste is recommended
for all children as the caries rate is so high. Children under six years of age should use
only a small pea-sized amount of paste. Children over six years should be encouraged
to use a toothpaste of between 1,000 and 1,450ppm F. An adult should supervise the
amount of toothpaste used and the toothbrushing technique, up to at least seven or eight
years of age.
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Fluoride supplements
Fluoride supplements are of limited value as a public health measure but may be con-
sidered for those at high risk of caries. Factors that affect caries risk in children are shown
in Figure 2.13.

The recommended levels of daily supplement in areas where there is no more than
0.3ppm fluoride in the drinking water are:

less than 6 months — nil

6 months-3 years — 250 micrograms F
3 years—6 years — 500 micrograms F
over 6 years — 1,000 micrograms F.

Where there is between 0.3 and 0.7 ppm fluoride in the drinking water the recommended
levels are:

GENERAL LOW RISK HIGH RISK
Mother’s education: secondary, Mother’s education: secondary only.
Social tertiary. Poor attendance pattern
Good attendance pattern Family: single parent, social class
Family: nuclear, employment, IIIM, unemployment

social class LILITINM

General health Good health Poor health/chronically sick
No sugar-containing medication Medication containing sugar
LOCAL LOW RISK HIGH RISK
Oral hygiene Good oral hygiene, regular Poor oral hygiene, irregular
brushing twice per day with brushing without assistance
assistance
Diet <3 sugary intakes per day >3 sugary intakes per day
Regular brushing with fluoride Irregular use of fluoride toothpaste
Fluoride experience toothpaste No fluoridated water supply

Optimally fluoridated water

dmft <1, DMFT<1 dmft >5, DMFT > 5
Past caries experience No ﬁnitial lesions > lQ injtia] lesions
Caries-free first permanent Caries in first permanent
molars at 5*8 years of age molars at 6 years of age
3 year caries increment<3 3-year caries increment>3
Orthodontic treatment No appliance therapy Fixed appliance therapy

Figure 2.13 Factors affecting caries risk in children.
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B less than 3 years — nil
B 3 years—6 years — 250 micrograms F
B over 6 years — 500 micrograms F.

Supplements are not recommended in areas with above 0.7ppm fluoride in the drinking
water.

Sucking fluoride tablets until they dissolve in the mouth maximises the topical benefit.
They are best taken at a different time from toothbrushing to increase the topical effect
further and to reduce plasma levels of fluoride which peak after ingestion.

Professionally applied fluoride

Topical fluoride varnishes are effective and help arrest nursing bottle caries and cervical
decalcification. The recommended dose should not be exceeded. Fluoride gels (e.g. acidu-
lated phosphate fluoride containing 12,300ppm F) can also be effective. They are applied
to the teeth in trays. They are not recommended for use in small children, as if swallowed,
there will be high plasma levels of fluoride. They may also remove the glaze from por-
celain crowns. They are less pleasant for the patient and not as safe as fluoride varnish.

Fluoride varnish application by dental nurses

Fluoride varnish can now be applied by appropriately trained and competent dental
nurses. It can reduce the incidence of caries in children and adolescents by 33% (Marinho
et al., 2007). The varnish can be applied twice a year to the teeth of all children and young
people, except those with a history of hospitalisation for asthma or who have the very
rare allergy to colophony. Those at greater risk can have it applied three or four times
each year. Fluoride varnish can also be used in the prevention and control of root surface
caries in the elderly or those with reduced salivary flow. It also relieves the symptoms
of dentine hypersensitivity experienced by patients suffering from tooth surface loss
through abrasion, attrition or erosion. Delivering Better Oral Health: an evidence based toolkit
for prevention (Department of Health/BASCD, 2007) provides guidance on recommended
frequencies of application for different patient types.

Fluoride varnish can be applied in the dental surgery or in outreach situations such as
children’s centres, schools, residential and nursing homes. It is suitable for outreach situ-
ations as it is relatively simple to apply and does not need complete moisture isolation.
As with many agents it is important not to exceed the recommended dose, which for a
2.26% varnish is:

m 0.25ml for the primary dentition
m 0.40ml for the mixed dentition
m 0.75ml for the permanent dentition.

If there is a small overdose the patient should be encouraged to vomit and be given a
drink of milk as the fluorine in the varnish reacts with the calcium in the milk to form a
stable compound so that less is available for absorption. If a large overdose is taken then
the ambulance service should be contacted.
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Role of toothbrushing

For a long time many dentists told patients that clean teeth do not decay and many people
believe this to be so. It is incorrect. The use of a fluoride toothpaste reduces caries sus-
ceptibility as fluoride is applied to the surface of the teeth. The actual removal of plaque
is relatively unimportant in caries control. It is the too frequent consumption of sugar
that causes caries so it is best prevented by reducing the frequency.

Erosion

Frequent or prolonged contact between teeth and acidic foods or liquids may cause loss
of enamel by chemical erosion. Erosion affects the tooth surfaces without the presence of
plaque. While acidic drinks are the most common cause, some foods such as yoghurt are
also acidic. Vomiting or gastric reflux also causes erosion. Conditions resulting in gastric
reflux and vomiting are more extensively described in Chapter 3.

There has been a large increase in the consumption of carbonated “fizzy” drinks, which
are acidic. Any acid-based drink, such as cordials, squashes or fruit juices, can cause
erosion. These are best well diluted and taken in moderation. Ribena Toothkind appears
less damaging than other fruit-based drinks. Some drinks have what is called a high titrat-
able acidity. This means that they are hard for the saliva to neutralise and are particularly
damaging to teeth. Pure fruit juices have high titratable acidity. Carbonated water is acidic
but has a low titratable acidity and so is less likely to cause severe erosion. Erosion is
usually painless but there may be sensitivity to hot and cold stimuli. It is difficult to diag-
nose until well advanced. There is often a widespread loss of enamel affecting the labial
and lingual surfaces of the anterior teeth and the occlusal surfaces of the lower molars.

Erosion may be reduced or prevented by:

restriction of the frequency of acidic foods and drinks

referral for investigation for frequent vomiting, as in bulimia, or gastric reflux

the use of a straw to reduce erosion of anterior teeth

avoiding holding or washing fizzy drinks round the mouth

not brushing the teeth for about half an hour after drinking acidic drinks as more
tooth substance will be brushed away.

There is lack of evidence that fluoride is effective in combating erosion, although its well-
documented role in reducing demineralisation indicates it may be beneficial. Specialised
toothpastes are available.

It is essential to identify the cause before restoration is attempted. Just covering eroded
teeth would leave others exposed to continuing damage. Treatment can involve covering
the teeth with porcelain veneers and metal casings, although restoration with composites
and glass ionomers is becoming more commonplace.

Periodontal disease

Gingivitis may be considered to be the first stage of chronic periodontal disease. The
gingival margin becomes red and swollen and bleeds when brushed. This can be reversed
completely by effective oral hygiene. If allowed to progress, chronic periodontitis may
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develop. In periodontitis the bone and fibres that support the teeth are destroyed.
Although this usually happens gradually, in some people it progresses rapidly.

There are several theories about how plaque causes periodontal disease. It is widely
accepted that the bacteria in plaque release toxins which cause the inflammation.
Aggregatibacter actinomycetemcomitans and Porphyromonas gingivalis are among the organ-
isms that appear to be associated with periodontal disease.

The prevention of the disease is by the effective removal of plaque. Once-a-day plaque
removal is sufficient so long as all the plaque is removed. A thorough cleaning twice a
day is recommended as it gives two opportunities to ensure all the plaque has been
eliminated. This fits in with most people’s lifestyles and is a realistically achievable objec-
tive. Thorough cleaning is far more effective in preventing periodontal disease than more
frequent but incomplete brushing to make the mouth ‘feel nice’.

Smoking and diabetes are also important risk factors in periodontal disease. People
vary widely in their susceptibility to periodontal disease. There are also considerable dif-
ferences in the pattern of the disease. Early onset aggressive periodontitis is uncommon,
affecting about one person in 1,000 in the UK. This term covers a range of disorders.

B Pre-pubertal periodontitis: which is usually associated with an immune system
defect.

B Localised and generalised juvenile periodontitis: where there is severe disease
before the age of 25 years.

B Rapidly progressing: in which most destruction happens in less than one year,
usually before the age of 35 years.

Chronic adult periodontitis usually starts in the late teens or early twenties. It progresses
slowly and is more common than the other forms.

Sub- and supragingival calculus contributes to the progress of periodontal disease.
Calculus forms a rough surface onto which the plaque can stick. Calculus itself is
inert and would be harmless if the plaque did not adhere to it. Orthodontic appliances,
poorly contoured fillings and partial dentures can also contribute to plaque retention.

Prevention

Toothbrushing is the most important oral hygiene measure. A simple, short backward
and forward scrubbing action is the simplest and most effective technique for most
people, especially children. The more complex a technique is, the more difficult it is for
the patient to learn and to maintain over weeks, months or years. Toothpaste has a deter-
gent effect and some toothpastes also contain an anti-bacterial agent such as triclosan.
A fluoride toothpaste should be recommended for its caries prevention properties.

A variety of other oral hygiene aids are available. For a patient with poor oral hygiene
the first advice should be to develop a methodical, thorough brushing technique that
causes no damage. This should then be established as a daily routine. When this has been
achieved it can be supplemented with a variety of aids such as floss, tape and interdental
brushes. It is good practice to concentrate on achieving oral health by helping patients
learn one skill at a time.
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Not all patients have good manual dexterity. Some will need a toothbrush adapting
so they can grip it properly. Flossing is not suitable for young children. Wood sticks can
cause damage if misused. While most people need encouragement to clean their teeth
effectively, some patients will do so excessively. A heavy-handed enthusiast may cause
tooth abrasion and gingival damage. Such a patient could be encouraged to use only
small backward and forward actions. Holding the brush in a pen grip reduces the pres-
sure with which the brush is applied.

There are many mouthwashes available for purchase. Some have little demonstrable
effect. The most effective mouthwashes against plaque formation contain 0.2% chlorhexi-
dine gluconate. If this is used for two minutes every 12 hours it prevents plaque accu-
mulating on a clean tooth surface. It is not a replacement for toothbrushing as it should
only be used for up to one month. It also tends to form brown stains on the teeth espe-
cially if red wine, tea or coffee are consumed. Chlorhexidine gluconate is also less effec-
tive if sodium lauryl sulfate, which is an ingredient of many toothpastes, is present in
the mouth. Because of this the mouthwash should not be used until at least half an hour
after toothbrushing.

The establishment of good oral hygiene is essential for success in both the prevention
and treatment of periodontal disease. Unless patients clean their teeth effectively, estab-
lished periodontal disease will progress despite the best efforts of the dental team. Many
patients expect a six-monthly scale and polish. There is no evidence that this produces
any significant health benefit. As calculus makes plaque removal difficult it should be
removed, but the most important measure is the patient’s daily oral hygiene routine. Any
patient who needs regular scaling does not have a high enough level of oral hygiene to
ensure any periodontal disease does not progress.

Dental nurses are permitted to use plaque indices to monitor patients’ oral hygiene, so
long as they are trained and competent to do so. There are many different indices which
can be used. They use specific surfaces on selected teeth in various parts of the mouth
which represent the whole dentition so that the operator does not need to measure how
much plaque there is on all surfaces of all teeth. Most are used following disclosing of
the teeth with a vegetable dye and record the amount of the tooth surface which is
covered with plaque. Some indices measure the thickness of plaque at the gingival
margin. The findings are converted into a numerical score. There is always some subjec-
tivity in recording plaque levels but the operator should try to be as consistent as possible.
The patient should agree realistic objectives with the operator and should be praised for
any improvement seen. The amount of plaque varies with the length of time since tooth-
brushing and so a poorer score may be seen in afternoons than in the mornings.

Anti-bacterial chips can be placed by a hygienist, therapist or dentist. They are placed
in periodontal pockets to prevent further progression and may be associated with limited
repair in some patients. Periodontal surgery should be undertaken only once the patient
has demonstrated that they can clean their teeth effectively and will maintain this, oth-
erwise any surgery will be doomed to failure.

Once effective oral hygiene has been established and obvious plaque and calculus
removed, root surface planing has been shown to be effective in resolving inflammation,
reducing pocket depth and improving clinical attachment. A patient having root planing



Oral Health Education 61

or other forms of periodontal surgery should be forewarned about the prospect of sen-
sitivity (although this usually reduces with time) and gingival recession which may leave
the margins of previously fitted crowns visible or give the appearance of ‘being long in
the tooth’.

Systemic antibiotics are of limited use in the treatment of chronic periodontal disease.
Tetracyclines may help in early onset periodontitis as they may help to reduce the break-
down of collagen. Metronidazole may be used in slower adult forms. Such use of anti-
biotics is only in addition to other measures and on its own is ineffective and should be
avoided.

Osseointegrated implants can be used to replace lost supporting tissues. Once the
implant has successfully integrated with the remaining tissues it can be left for about six
months and can then be used as a base for a denture, crown or bridge.

Acute necrotising ulcerative gingivitis

Acute necrotising ulcerative gingivitis (ANUG) is a much less common form of gingivitis.
Itis caused by anaerobic organisms (i.e. they thrive in the absence of air). Poor oral hygiene
and stress may contribute to the disease. It is characterised by destruction of the interden-
tal papillae of the gingivae, which become covered by a grey slough. The gingivae become
painful and there is often noticeable halitosis. The pain will initially prevent effective
toothbrushing. Anti-bacterial therapy is commenced initially to control the infection until
the condition settles sufficiently to permit thorough oral hygiene. Metronidazole is an
effective antibiotic. Oxygenation can be achieved using hydrogen peroxide or sodium
perborate mouthwash. Effective daily oral hygiene should be encouraged as soon as the
pain has subsided sufficiently to permit it. A chlorhexidine mouthwash will not have a
marked effect on ANUG but may help to control plaque levels during the initial treatment.
Following severe ANUG there may be cratering of the interdental papillae, which looks
unsightly and makes oral hygiene difficult. Surgical recontouring may be necessary.

Denture stomatitis (denture sore mouth)

Many people who wear their dentures throughout the day also like to wear them at night.
The continuous warm, damp environment in the mouth provides favourable conditions
for the growth of the fungal organism Candida albicans (thrush). The area under the
denture may become inflamed, or there may be painless white plaque which can be
wiped off with some gauze. The area under the upper denture is most often affected.
Prevention is best achieved by leaving the dentures out at night and stressing the impor-
tance of regularly brushing the fitting surface of the denture.

Angu/ar cheilitis

If either of the dentures, or the teeth, are worn down there is a reduction in the height
of the face. As the jaw overcloses, folds develop at the angles of the mouth that can
become infected. This is known as angular cheilitis. It is characterised by soreness,
redness and cra