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Magda Wojtkiewicz

Managing Editor

Dear readers,

The world has become a very strange place, one in which
things change by the minute. The COVID-19 pandemic
has affected dental practices all around the globe. Dental
practitioners in many countries are only allowed to treat
emergency patients; others struggle with a lack of pro-
tective masks, gloves and disinfectants.

This pandemic is having an impact on the health of our
loved ones, the businesses we rely upon, the condition
of the global economy, the way we live our daily lives, the
way we interact with other people, and the way we try to
maintain good health. How we navigate through these
unique and evolving challenges depends on us.

Microorganisms are all around us, on our body and inside
it. Some of them, like viruses and bacteria, can be dan-
gerous, provoking serious disease, which can be even
lethal. But many bacteria and fungi play an essential role
in helping our immune system keep us healthy.

A balanced diet is essential for our health and for our oral
health. Why? Because the mouth is the beginning of the
digestive tract and the oral microbiome is a biofilm in a
complex environment in which bacteria, viruses and fungi
interact at various times. Everything we eat influences the
microorganisms inside our bodies, including our mouths,
and can support the beneficial ones or the harmful ones.

The activity of certain microbes can modify the oral cavity
environment and thus influence the growth of other mi-
croorganisms, leading to an imbalance and associated

deleterious effects, as with Candida albicans, which is
part of the normal microbiome of the oral cavity, but can
quickly become pathogenic. Excessive consumption of
simple carbohydrates can provoke the growth of patho-
gens responsible for tooth decay, Streptococcus mu-
tans and Streptococcus sobrinus. But that is not all; also
important are interactions between different microbes.
Consider S. mutans and C. albicans. In the presence of
S. mutans and the availability of simple carbohydrates,
C. albicans can develop a better attachment to the tooth
surface. In addition, C. albicans produces a thicker
biofilm when it grows together with S. mutans, which
indicates that S. mutans stimulates the growth of
C. albicans. This example demonstrates the complexity of
relations and interactions between microorganisms and
the food we eat and thus the environment we provide for
microorganisms, which can influence not only oral health
but the condition of the whole body as a system.

Everything starts with the mouth, healthy food can help
to maintain good oral health, and a healthy mouth leads
to good general health, including a healthy digestive track
and nervous system and a lower risk of systemic dis-
eases like diabetes or cardiovascular disease. There-
fore, watch what you eat, take care of yourselves and
stay safe!

Sincerely,

Magda Wojtkiewicz
Managing Editor
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REMINERALIZING ORAL CARE SYSTEMS

SMART ORAL CARE

UNIQUE* TOOTH-STRENGTHENING GEL

R.O.C.S.° Medical Minerals

Remineralization therapy is at present one of the most
relevant techniques in modern dentistry. The number of
possible situations where the teeth can lose their
mineral components is extremely vast: from hormonal
disorders related to imbalances in the mineral
metabolism of the body to etching of enamel before a
filling, the removal of dental braces, or even simple
eating and drinking. In the case where the oral fluid and
saliva are not able to compensate these losses, the
enamel reacts with the appearance of chalky spots and
stripes on the teeth, and often, an increase in
sensitivity as well.

R.O.CS* has, already for many years, been providing a
product designed to take into account all clinical needs
and specifics - the RO.C.S.° Medical Minerals
Remineralizing Gel. As an active base for the gel, a
combination of the most essential calcium and phosphate
minerals for the enamel is used - in the form of the
easy-to-absorb calcium glycerophosphate. The addition of
xylitol to the gel increases the remineralizing potential of
the complex, as well as suppresses the activity of bacteria
that cause caries and periodontal diseases.

*Patent N2RU 2311168

m online.rocs.eu
. VISIT OUR OFFIC

R.O.C.S” Medical Minerals does not contain fluoride,
which makes it safe for babies if swallowed
accidentally and indispensable and effective for
preventing caries at the chalky spot stage in
seographical regions with a high concentration of
fluoride in the drinking water. It's also vital for people
whose general condition is affected by metabolism
imbalances, making the use of products containing
fluoride inadvisable for them.

The use of the RO.CS.” Medical Minerals gel has been
proven to be effective and is recommended to be used
in the case of : chalky spot stage caries, caries
prevention, enamel hypoplasia of various origins, after
microabrasions, as a complex approach to fluorosis
treatment, after clinical dental whitening procedures, as
well as an alternative whitening technique that also
brightens and shines the enamel, after the removal of
dental brace systems, for relieving enamel
hypersensitivity, etc.

Remineralization therapy is a simple, safe and very
relevant technique for achieving a number of medical
and aesthetic goals in modern dentistry!

rocsinfo.com

1314, TALLINN, ESTONIA.
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The evolution of paediatric dentistry

Dr Steven Schwartz, USA

Paediatric dentistry, as practised today, has evolved
over a period of almost 100 years. In the early 1900s,
the treatment of childhood caries consisted of extraction
or just leaving carious teeth in place untreated because
many dentists felt that they were going to fall out anyway.
Sometime later, in the 1920s, groups of local study clubs
with an interest in treating children (and in some cases
limiting their practices to paedodontics—the
precursor of paediatric dentistry) banded

together to form the American Society of

Dentistry for Children (ASDC). These den-

tists dedicated

themselves

to research-

ing definitive

methods of

treating

and
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Fig. 2

preventing childhood caries and to management of
paediatric behaviour in the dental environment. However,
no established educational qualifications, standards of
practice or certifying board yet existed.

Certifying paediatric dentistry

To meet these needs, the ASDC established certification
requirements that led to the formation of the American
Board of Pedodontics in 1940. In the late 1930s and
early 1940s, dental schools instituted departments

of paedodontics, followed by the establishment of
postgraduate training programmes. In 1942, the
American Dental Association’s Council on Dental
Education formally recognised paedodontics as

a distinct specialty.

In 1947, a group of ASDC members met to organise
the American Academy of Pedodontics (AAP) with the
objectives to research and critically evaluate proce-
dures used in children’s dentistry. While ASDC mem-
bership was open to all dentists regardless of whether
they went through a specialty training programme, AAP
membership was open only to those dentists who lim-
ited their practices to children or who went through a
formal specialty training programme in paedodontics.
It was not until 1984 that the AAP changed its
name to the American Academy of Pediatric
Dentistry (AAPD). Eventually in 2002, the
ASDC merged with the AAPD to form a

single organisation.

After the establishment of certifying boards,
the formal inclusion of paedodontics into dental



school curricula and the establishment of paediatric
dentistry training programmes, rapid strides were made
in adopting better modes of behaviour management.
Caries prevention and clinical treatment for children also
experienced significant advancement.

Advancing dental procedures

During the 1930s and 1940s, the concept of restoring
primary teeth as opposed to simply extracting them be-
came the generally accepted practice. Restorations of small
to moderate-sized lesions in teeth were accomplished
using amalgam. Treatment of more extensive caries (pulp
exposure) was accomplished by introducing the practice
of performing pulpotomies with formocresol, zinc oxide
and eugenol along with full-coverage gold crowns. Pre-
venting caries further advanced with the introduction of
community water fluoridation programmes in 1945 and
with the practice of adding sodium fluoride to toothpaste.

Dr William Humphrey described the first use of stain-
less-steel crowns in 1950. During the 1960s, they were
adopted more generally for use in the restoration of
grossly carious posterior and anterior teeth. Although
the use of nitrous oxide for pain control dates back to
1844 when first introduced by Horace Wells, its use as
an analgesic/anxiolytic agent was not common until
the 1950s. Lidocaine with a vaso-constrictor as a local
anaesthetic agent was introduced in the 1950s, but its
routine use was advanced by the introduction of dis-
posable plastic syringes in 1989.

Improving dental equipment

Preparation of tooth restorations advanced from using
belt-driven handpieces in the 1930s to the development,
in 1957, of air-driven handpieces by Dr John Borden.
The 1990s saw the rise in popularity of electric micro-
motor-driven handpieces offering high torque and low
vibration. Advancement in soft-tissue surgery and tooth
preparation occurred with the introduction of lasers in
1960 for soft-tissue management and the Er:YAG laser
for use on dentine in 1997. With the development of the
first fully reclining electric dental chair (DentalEz), in
1958, sit-down, four-handed dentistry was introduced,
improving productivity and shortening treatment time.

paediatric dentistry
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Introducing innovative materials

Aesthetic dentistry took a major step forward in the late
1940s. In 1947, direct-filling methyl methacrylate resins
were introduced to dentists in the US.

In the 1950s, bonding agents were introduced. In 1955,
Dr Michael Buonocore found that, by applying phosphoric
acid to enamel, significant mechanical bonding of resins
could be achieved. Dr Rafael Bowen introduced composite
resins in 1962. Their use was enhanced with the introduction
of ultraviolet polymerisation in 1973 and the introduction of
visible light-polymerised resins in 1978. Microfilled resins
came into use in 1977, providing practitioners with highly
polishable and stain-resistant restorations.

The 1970s also brought about the use of sealants as
a preventive measure. Acceptance of the concept of
preventive restoration involving removal of only carious
tooth structure had been secured by the practice of per-
forming restorations using composite resins. Furthermore,
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paediatric dentistry

Timeline of the evolution of paediatric dentistry

1950 Stainless-steel crown restorations first described by Dr William Humphrey

1955 Mechanical bonding of resins demonstrated by Dr Michael Buonocore

1997 Electric micromotor-driven handpieces introduced offering high torque and low vibration

2002 American Society of Dentistry for Children merged with the American Academy of Pediatric Dentistry into one organisation
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the application of sealant to the remaining pits and fis-
sures served to introduce dentists to the importance
of minimally invasive dentistry. Glass ionomer cements
(GIC) were also introduced in the early 1970s. Taking
advantage of GIC’s fluoride-releasing properties, GIC
composite restorations soon replaced amalgam as a
preferred restorative material.

The 1980s saw stainless-steel crowns being replaced
with more aesthetic full-coverage techniques, such as
pre-veneered stainless-steel crowns and composite
strip crowns. More recently, zirconia crowns (originally
used only for adults) were introduced for paediatric use
in 2010, followed by fibreglass crowns in 2017.

Adopting improved techniques

Currently, there is movement toward more intensive
preventive treatments with the introduction of minimally
invasive techniques such as using an application of
fluoride varnish, silver diamine fluoride (approved as an
anti-caries agent by the U.S. Food and Drug Administration
in 2015) and remineralisation materials.

Recently, | conducted an informal poll targeting members
of a collaborative paediatric dentist group on Facebook.
| questioned the members regarding what techniques,
technologies and products they started using in the past
five years that have: (1) made a significant improvement
in the way they deliver care; (2) improved treatment out-
comes; and (3) enhanced patient satisfaction. A relatively
small number of the group members posted responses,
yielding the results summarised in Table 1.

| was surprised that no one mentioned lasers, prefab-
ricated zirconia crowns or social media services, con-
sidering that these technologies, products and services
are so highly advertised in print and at dental meetings.
How do we explain why respondents failed to mention
these widely advertised items as contributing to any
significant improvement in the way they deliver care?
Why did only three additional responses even attest
to their use? Forum members mentioned two reasons
why they did not include such items as laser treatment
or zirconia crowns in their responses. The reasons they
offered were the following:

- lack of or minimal instruction in paediatric dentistry
training programmes in utilising new technologies
(lasers, single-tooth anaesthesia, zirconia crowns); and

- issues relating to the business and practical applica-
tion of the procedure. They mentioned coding and re-
imbursement issues. While being reimbursed for silver
diamine fluoride or remineralisation may be a problem,
the fees charged for these procedures are generally
affordable. The higher fees charged for full-coverage
aesthetic restorations and laser treatment, however,



may make these options unaffordable for parents
without insurance reimbursement. In addition, respon-
dents mentioned longer preparation time for zirconia
crowns compared with stainless-steel crowns.

Regarding the issue of preparation time, it should be
pointed out that hands-on training programmes spon-
sored by zirconia crown manufacturers help practitioners
improve their technique and reduce their preparation time.
The first point cited in

the poll results (lack

of or minimal instruc-

tion), especially, war-

rants being addressed

more fully and ought to

be resolved by ensur-

ing adequate instruc-

tion during dental

residency.

Fig. 4

Enhancing residency instruction

Over a period of approximately 100 years, children’s
dentistry treatment options have evolved, following
these sequential, progressive steps: (1) no treatment
(or tooth extraction); (2) treatment using unaesthetic
materials; (3) use of aesthetic materials; (4) minimally
invasive restorative treatments; and (5) more proactive
preventive treatments. Behaviour management has similarly
evolved from relying on physical restraint as previously
practised to the non-traumatising dental experiences of
today. Parents, possessing increased awareness of the
newer techniques providing more aesthetic treatment
outcomes and overall pleasant dental experiences for
their children, are demanding that dental providers use
these newer treatment options and techniques.

To meet parental expectations and patient needs, dental
provider training opportunities in these newer techniques
and technologies must be available to those in dental
undergraduate and postgraduate training programmes, as
well as to those in practice. Dental schools and hospital
residency programmes must provide adequate training that
will enable graduates to implement the newest and most

paediatric dentistry

advanced technigues and technologies. Only in this way
will their graduates be able to meet patient needs and sat-
isfy parental expectations. School, hospital and programme
administrators often claim funds are not available to provide
such training, but it is their obligation as advocates at teach-
ing institutions responsible for training the next generation
of paediatric dentists to find the means to do so.

Funding one or two faculty members to attend educational
forums or manufacturer-sponsored programmes will en-
able them to return to their programmes with the knowledge
and ability to train students. Requesting manufacturers and
suppliers to provide a limited amount of free product, or
in the case of technology companies (e.g. lasers, isolation
products and computerised delivery systems), use of their
products for a limited period, will at least expose trainees
to proper techniques required in the use of these products.

Continuing dental education

If you are a provider already in practice and no longer able
to benefit from training offered in a residency programme,
you must take advantage of continuing education oppor-

tunities to keep abreast of recent advances in paediatric
dentistry. You may do so by attending formal training
programmes and meeting with exhibitors at dental
meetings. Or make the effort to attend specialised train-
ing programmes sponsored by product manufacturers.
Sales representatives should be welcome to visit your
office rather than be brushed off. As providers, we must
become involved in organised dentistry to educate and
encourage third-party payers to reimburse patients, at a
reasonable level, for newer and more effective procedures.

Advances and innovations in paediatric dentistry are
coming down the pike at quantum speed. As dental
health professionals, it is our obligation to keep up with
them and make them available to our patients.

about

Dr Steven Schwartz
After graduating from the New York
University College of Dentistry in the US,
Dr Steven Schwartz completed a
postgraduate residency in paediatric
dentistry at the then Jewish Hospital and
Medical Center of Brooklyn in the US.
He served as clinical associate
professor in the Department of
Pediatric Dentistry of the then University of Medicine and
Dentistry of New Jersey in the US. Before retiring, he was the
director of the paediatric dentistry residency programme at
Staten Island University Hospital in the US. Dr Schwartz is
a diplomate of the American Board of Pediatric Dentistry and
writes and lectures on clinical and practice management topics.
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