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Lecture : Caries in primary and permanent teeth inchildren in different ages. Ethiology. Clinic. Treatment.

Caries Management

( Diagnosis & Treatment strategies).

Teses.

Traditional caries management has consisted of detection of caries lesion followed by immediate restoration. In other words, caries was managed primarily by restorative dentistry.

However, when the dentist takes the bur in hand, an irreversible process begins. Because this is the start of a restoration cycle in which the restoration will be replaced several times.

Before restoration a group of certain questions has to be asked

• Is the caries present

• If so how far does it extend

• Is the restoration required or could the process

be arrested by preventive treatment?

The modern dentistry and with the introduction of adhesive dentistry, the dentists are allowed to make smaller preparations. Which have led to preservation of hard dental tissues. This allowed elimination of G.V Black’s principles.

The treatment goal in caries management should be:

• To prevent new lesions from forming

• To detect lesions sufficiently early in process

that they can be treated and arrested by non

operative means.

If these attempts have failed, restorations will be required to restore the integrity of the tooth surface.

• The activity of caries should be determined and

causative factors should be evaluated

• Caries risk should be assessed before treatment

is considered

• Treatment should include preventive regimens to

arrest the caries process

IN Conclusion

The 1st step in caries management start with detection of the caries lesion whether it is active or arrested may have to delete the image and then insert it again.

If the examination reveals arrested caries

NO treatment is required

If the lesion is active The general approach to active caries should be preventive treatment

• Reduce sugar consumption/ reduce frequent

consumption by confining sugar to meal time.

Use sugar substitutes

• Plaque control: brushing twice daily with

effective fluoride tooth paste. Use dental floss

• Application of topical fluoride gels, solutions,

chlorhexidin rinse or gel and fluoridated

varnishes.

• Stimulate saliva by use Xylitol chewing gums .

Xylitol is a naturally occurring, low-calorie sugar substitute

with anticariogenic properties. It is a sugar alcohol, derived mainly from hardwood trees.

Xylitol contains 40% fewer calories than sucrose.

If the patient is found to have active caries and the dentist immediately and skillfully restore the teeth is the patient still at risk????

The answer is yes unless the biological environment that caused the caries to occur has been changed. Caries risk factors has to be determined and the patient should be made aware of his or her caries risk status to encourage them to become involved in his or her own preventive care 

If the examination reveals active caries but initial or incipient The dentist has to think of a way to arrest the the lesion (remineralization) then restoration is never required

Caries Risk Assessment Goals

•Identify the underlying reason(s) - EDUCATE the patient.

•FORMULATE control measures.

•ASSESSING patient’s ability to change (habits).

-These goals are as important if not more important than the restorative part of your

treatment plan.

-Success/failure of the restorative phase will depend on whether you can achieve the goals stated above.

Etiology of dental caries.

Tooth--------- Dental plaque----------Diet

Time ----- Fluoride ----- Saliva--------Social & Demographic factors.

Rate of caries progression:

Caries: Our Present Understanding

Caries is modified by saliva

– buffering

– deminremin balance

– low flow = HIGH risk!

How does saliva help to prevent tooth decay?

Saliva plays a very important role in process of fighting tooth decay.

Here is a list of some of the benefits saliva provides:

•Saliva contains buffering agents that can neutralize the acid created by

the bacteria that inhabit dental plaque and cause tooth demineralization

(tooth decay).

•Saliva contains the minerals that must be present for the tooth

remineralization process to occur.

•Saliva contains antibacterial agents that

can inhibit the proliferation of oral bacteria.

Caries in pits or fissures

Non-cavitated

Enamel: Light or dark brown discoloration at the base

of the pit or fissure with or without white

demineralization at the sides of the pit or fissure that

could be detected visually after cleaning and drying the

teeth. No breakdown in enamel (no cavity) but the

area is soft (sticky) upon gentle exploring.

Dentin: Non-cavitated lesions in dentin have signs of

enamel undermining that show as opacity or

discoloration inside the surface.

Cavitated

An actual hole in the tooth in which an explorer can

easily enter the space. An active cavity should have

soft walls or floors.

Sound

A pit or fissure that is "retentive" to a sharp explorer

should not be classified as carious unless there are

other signs of dental caries

Caries in pits and fissures

• Since it is difficult to diagnose in its early stages and fissures are susceptible sites, the dentist may decide to fissure seal susceptible teeth as soon

after eruption as possible

• The occlusal lesion which shows on a bite-wing radiographs should be restored. These lesions are larger than they appear on radiographs and rate of

their progression may be rapid.

Pit and fissure sealants

When active fissure caries has been diagnosed or if a high risk has been established and fissures have susceptible morphologic characteristics, sealants with a low filled resin is indicated.

Preventive resin restoration

If additional preparation is needed to the pits and fissures other than opening of the fissure, posterior resin composite is placed in that area and remaining fissures and surface of resin composite restoration is sealed with sealant material.

Literature :

Bevenius J, Linder L, Hultenby K (1999). Site-related streptococcal attachment to

buccocervical tooth surfaces. A correlative micromorphologic study. Acta Odontol

Scand 52:294-302.

Bille J, Thylstrup A (2011). Radiographic diagnosis and clinical tissue changes in

relation to treatment of approximal carious lesions. Caries Res 16:1-6.

Bille J, Carstens K (1998). Approximal caries progression in 13- to 15-year-old

Danish children. Acta Odontol Scand 47:347-354.

Billings R (1996). Restoration of carious lesions of the root. Gerodont 5:43-49.

Birkhed D (1999). Behavioural aspects of dietary habits and dental caries. Caries Res

24:27-35.

Adriaens P, Loesche W, de Bover, J (2011). Bacteriological study of the microbial

flora invading the radicular dentin of periodontally diseased caries-free human teeth.

T Lehner and G Cimasoni (eds). Borderland Between Caries and Periodontal Disease.

3rd ed. pp. 383. Geneva: Editions Medicine et hygiene.

Adriaens P, de Bover J, Loesche W (1998a). Bacterial invasion in root cementum and

radicular dentine of periodontally diseased teeth in humans: a reservoir of

periodontopathic bacteria. J Periodontol 59:222-230.

Adriaens P, Edwards C, de Bover J, Loesche W (1989). Ultrastructural observations

on bacterial invasion in cementum and radicular dentine of periodontally diseased

human teeth. J Periodontol 55:493-503.

Ainamo J (1970). Concomitant periodontal disease and dental caries in young adult

males. Proc Finn Dent Soc 66:303-366.

Alaluusua S, Myllarniemi S, Kallio M (1999). Streptococcus mutans infection level

and caries in a group of 5-year-olds. Caries Res 23:190-194.

Alaluusua S, Kleemola-Kujala E, Gronros L, Evalathi M (1990). Salivary cariesrelated

tests as predictors of future caries increment in teenagers. A 3-year

longitudinal study. Oral Microbiol Immunol 5:77-81.

Alexander M (1991). Microbial Ecology. New York: John Wiley.

