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Introduction

Dental disease patterns in children are changing.  Research completed by the National 
Institute of Dental Research (NIDR) in 1979-80 establishes that 20% of children experience 80% of dental disease.  Those most at risk for dental disease are those least likely to see a dentist.  Children who are of low-income status are in greatest need of population based preventive interventions.  In May 2001, Oral Health in America, A Report of The Surgeon General confirmed that the statistics from NIDR are still valid today. 

The Caries patterns are also changing.  Eight out of every ten cavities that school children experience occur in the pits and fissures (chewing surfaces) of the teeth.1  Dental sealants are the most effective means of preventing pit and fissure cavities.2  Sealants are thin plastic coatings that provide a physical barrier to the bacteria which cause decay. The United States Public Health Services’ National Oral Health Objective for the Year 2010 is that at least 50% of school children will have protective sealants on the chewing surfaces of permanent molar teeth.3
The California Oral Health Needs Assessment, conducted in 1993-94, found that 69% of all children in grades K-3 have had some tooth decay.  However, only 10% of 8-year-old children have received protective sealants on the occlusal surface of at least one of the four permanent first molar teeth. 

In response to this information, legislation was enacted in July 2000 to include a required dental sealant component for all projects participating in the CDDPP.  This required component can be met with a school-linked sealant program or a school-based sealant program.  A school-linked sealant program would entail contracting with a dental office or clinic for the placement of sealants.  This may be done with volunteer dentists and staff or can be accomplished with a fee for service arrangement.  A school-based sealant program would entail the use of portable equipment and sealant placement at the school site.  Although these guidelines are more geared for the school based-sealant program, the information will be useful for a school-linked program as well. 

These guidelines are provided to assist local programs in promoting the use of sealants and in organizing and implementing school-based or school-linked sealant programs.  It should be noted that regardless of the option chosen, each participating county must track all data required by the Department of Health Services and submit required semi-annual reports to the Department.

Note:  OOH encourages programs in optimally fluoridated areas to use fluoride supply savings to increase the number of children receiving a dental screening or increase the number of children receiving dental sealants.  

Howtc \l2 "How to Use the Guidelines
These guidelines have been designed as a notebook for practical use and are set up as steps to follow.  You may add information or make revisions by adding pages as your program develops.

It is important to follow the steps as they are listed in the guidelines.  Each step builds on the preceding one.  Experience has shown that effective programs are well planned and include community involvement.  The details, criteria established for quality assurance, and forms are meant to be followed carefully and with consideration to each community's specific needs.

Step 1
Define the Population to Be Served

The first step in planning a community sealant program involves identifying where and to whom the services will be offered.  The geographic or administrative area will be identified first, then the children, and finally the teeth to be sealed.

Geographic or Administrative Area

The geographic or administrative area can be defined by one area in which the planners have either an interest or a responsibility for serving.  The area may represent neighborhoods, school systems, clinic catchment areas, a city or a county.

Children

Targeting a sealant program for the children most in need of the service is necessary for efficient use of resources.  The extent of resources available may also determine the size of the target population identified for the program.  Children may be targeted by income, age or both.

Income


Income criteria for identifying the children to be served are considered because children from low income families are at higher risk of having dental disease and receive less dental treatment.4  California uses statistics from the Federal Free and Reduced School Lunch Program (FSLP) as the basis for targeting low income schools.  This program provides meals at school that are free or at a reduced cost to children whose families meet income guidelines. Since eligibility for this program relates to family income, it is a good method of determining where the largest number of children from low-income families are located.  All children in the targeted classrooms in an area of low-income are offered the opportunity to receive sealants.  State law prohibits discriminating between Medicaid (Medi-Cal) eligible students and noneligible students within a school.  Targeted schools should have a minimum of 70% of their enrollment eligible for the FSLP.  

Age


The permanent teeth most likely to experience occlusal caries are the first and second permanent molars.  First permanent molars erupt into the mouth at about age 6 years.  Second permanent molars erupt into the mouth at about 12 to 13 years of age. 

Teeth
The first and second molars are the targets for sealant programs.  Table 1 demonstrates the likelihood of the occlusal surfaces of first and second molars being suitably erupted for sealant application at different grade levels.  Buccal pits of mandibular molars and lingual grooves of maxillary molars are at risk for caries and should be considered when making decisions concerning which grade levels to target for sealant programs.  

After the geographic area has been determined and schools and children targeted for services, planners will select the number of school sites eligible for the program based on the FSLP statistics.  The numbers of eligible children are determined by contacting the individual schools that have been targeted.  The program budget depends on accurate targeting and calculation of numbers of children eligible for services.  Equipment and supply purchase, as well as staffing, will depend on these assessments.

Refer to Enclosure I, “Guidelines for Sealant Use’’ for a discussion on tooth selection criteria.

Table 1: Availability for Sealant Application of Occlusal Surfaces of First and Second Permanent Molar Teeth, According to Grade Level, Ohio 198788*
Percentage of Students with All Four Occlusal Surfaces Sufficiently Erupted for Sealant Application and with No Occlusal Surfaces Sufficiently Erupted+.

First Permanent Molars

Second Permanent Molars
	Grade Level
	All Four %
	None %
	All Four %
	None %

	     1
	    57.2    
	    18.8
	     ---
	     ---

	     2
	    88.5
	     1.8
	     ---
	     ---

	     3
	    96.8
	     0.0
	     ---
	     ---

	     6
	     ---
	     ---
	    23.6
	    37.6

	     7
	     ---
	     ---
	    55.5
	    11.8

	     8
	     ---
	     ---
	    75.8
	     3.6


+”Sufficiently erupted” means that the occlusal surface was completely exposed and clear of gingival tissue, but does not indicate eruption status of buccal and lingual surfaces with pits and fissures which can contribute to overall caries levels.

*Source:  Kuthy RA, Asthon JJ.  Eruption pattern of permanent molars: implications for school based dental sealant programs.  J Public Health Dent 1989;49:7-14.

Step 2
Gain the Support of the Community
In planning any public health program, cultural diversity, the needs, interests, and resources of the community should be considered.  Active participation by the CDDPP Oral Health Advisory Committee (OHAC) early in the planning process will help ensure that the needs and interests of the community are adequately addressed.  The advisory group members might also be helpful in gaining support of their representative agencies, educating the community concerning the importance of dental sealants, and forming a constituency for the program, which may help to generate funding and political support.  In instances where school health planning committees exist, they should be included in the OHAC so the program meets the needs of the schools and implement the program with sensitivity to cultural diversity.  A school health committee can also help gain support of school staff and assist with program participation.  Associations with Healthy Start Programs are encouraged.  

The Local Community 

Success of a school-based sealant program involves support of the local community.  Having identified the target population, it is important to identify individuals who will support the sealant program and help get it started.  For practical purposes the local community may be subdivided into:

· The dental community, which includes dentists, dental hygienists and dental assistants, and others who provide oral health services in both the public and private sectors.

· The school community, which includes school administrators, teachers, parents, children, and other supportive personnel in both the public and private sectors.

· The civic community, which includes the board of health, county commissions, legislators and regulatory agencies, town or city council, businesses, and philanthropic organizations within the targeted community.

Approaching the Community Leaders

The administrator or coordinator of a school-based dental sealant program should carefully consider individual relationships and local politics when deciding who will approach the community-at-large and subgroups.  Often, information presented to the leaders is better received from persons representing their own group.  Therefore, carefully select leaders from the dental, school, and civic communities when presenting to these groups.

Plan to give a presentation along with local leaders who are respected and active in the community.  Invite them to join you in making the presentation.  Consider including videotaped information about the sealant program.5  Informed leaders will better ensure program support.  Within the body of the presentation include information about the examination process, the selection criteria for teeth to be sealed, the referral process for handling untreated dental diseases, and the follow up process for assuring that the teeth sealed remained sealed.

Continuing success of the sealant program will be dependent upon building partnerships among the community's oral health service providers, school personnel, parents and children, and the local business and philanthropic agencies.  If opposition does occur, strategies to counter any misconceptions should be implemented as soon as possible to prevent program delays.

Presentations to the Dental Community

Dental community acceptance and support may vary widely.  Be prepared to answer questions about tooth selection, the sealant material you will use and expected retention rate, sealing over dental caries, the effect of sealants on occlusion, the quality of procedures when mobile equipment is used, infection control, safety and adverse effects related to sealant use and sealant loss.  To provide proof of the efficacy and effectiveness of dental sealants, bring professional literature including copies of original scientific articles on the subject in the event members desire to read or make copies for their enlightenment.  See Enclosure I.

Presentations to the School Community

Support of the school community is essential.  Realize that many people do not understand the purpose or importance of sealants.  Some people have never heard of sealants.  Others may confuse sealants with fluorides or fillings.  Focus the presentation on the benefits of sealants.  Try to convince the audience that the program is worth interrupting the school day so that children can receive this health benefit.  Emphasize the long-term value and cost benefits of a healthy tooth versus the short-term and costly effects of surgical and reparative therapies over time.

Provide the school community with an information packet containing a copy of the program consent, classroom monitoring, and summary report forms.  Further, include a selection of important articles and fact sheets, such as: The National Institute of Dental Research (NIDR) Consensus Development Conference Statement6 (Enclosure II).  It contains the consensus of experts in the field of dentistry and confirms that sealants are of value in preventing and arresting tooth decay.

Other resources may include:

Seal Out Dental Decay (Enclosure II)

The Surgeon General's report on the safety of sealants (Enclosure II)

Longitudinal Evaluation of Sealing Molars (Enclosure II)

Videotapes: “Seal America: The Prevention Intervention7’’ or 

                  “Protection: Dental Sealants8”

A CDDPP needs permission from the school to incorporate sealants into their existing program.  In some school systems, a superintendent may endorse the program for an entire school system.  In others the superintendent may be supportive, but leave the final decision to each school principal.  Naturally, it is more efficient if the superintendent endorses the program for the entire system.  If the superintendent is undecided, solicit assistance from civic leaders, health officials, school nurses, parent-teacher organizations or others.  School nurses are often a useful first contact because they have direct knowledge of the decision-making hierarchy within the school.  Community-based decisions for endorsing sealant programs may take months and sometimes years.  Be aware, as the sealant program administrator, that the approval process may take a considerable amount of direct contact with local leaders, the dental community, support groups, and school personnel.  Patience throughout this process is essential.

Once the superintendent approves the program, the sealant program administrator needs to determine the extent to which the superintendent is likely to assist in gaining acceptance for the program in each school.  Aside from the school principal there may be directors of student services or special services to help you introduce the program to the school staff.  Other times teachers, nurses or parents will help you gain acceptance within the schools and coordinate parental authorization for participation in the sealant program.

Presentations to the Civic Community 

The support of the civic community is essential as well.  Members of this group are often influential, highly visible and well respected members of the community.  They include leaders from established political, business, regulatory and philanthropic organizations.  Approach organizations such as United Way agencies, Kiwanis and Lions Clubs as well as other local health care groups for funding, promotion or sharing sponsorship of the program.  Approach local businesses for their endorsement as well as for funding, needed equipment, materials or supplies.

Summary

Gaining community support is the most important component in the development of an on-going school-based sealant program.  Building collaborative partnerships with the dental, school and civic leadership in the community will better ensure successful outcomes for children, including healthy teeth, sustained program funding, early diagnosis, referral, and treatment of oral health problems.  It is known that community support presently exists for CDDPPs. Continuing to report back to community leaders, organizations and program contributors on successes will help gain support for future endeavors.

Step 3
Determine Staff Needs
The staffing of a dental sealant program depends upon:

1.
The size of the population targeted for the program

2. The available resources including manpower and funding

Staffing may include:

Dentists:

A dentist may screen children to determine which 

                            teeth are eligible for sealants and then, place sealants.

Dental

Assembly Bill 2022, signed into law January 1, 2003, 


Hygienists:

allows registered dental hygienists working in a public health setting to screen children to determine which teeth are eligible for sealants and then, place sealants with no supervision.

Dental

A registered dental assistant licensed in expanded functions

Assistants:

(RDAEF) may apply dental sealants under the direct supervision of a                    dentist.  Dental assistants may assist dental hygienists in the   

                               application of sealants.

Administrative:
Other staff may be required to assist with scheduling, handling     

                             equipment and supplies or billing.

It is most cost efficient to have a dental hygienist apply sealants as part of a dental hygienist/dental assistant team, under the general supervision of a dentist. The four handed technique is recommended for time and quality assurance.  In efficiently operated programs, one experienced dental hygienist/assistant team can place sealants on 10-15 children per day.

Note:  Bilingual staff is helpful in predominately non-English speaking communities.

Step 4
Determine Portable Dental Equipment and Supply Needs             
Portable dental equipment folds up and packs into carrying cases for lightweight transport.  (A list of manufacturers is attached in Enclosure III.)  It is the most widely used type of equipment for school-based dental sealant programs.  The exact type of equipment will depend upon the size of the program, the number and types of providers, and the method used for sealant application.

Mobile vans are an alternative to portable equipment.  Vans cost significantly more to purchase and to operate.  Contracting with a mobile dental van for services is another alternative to portable equipment.  

Portable Equipment Components

The portable equipment needed includes a dental unit, air compressor, patient chair, light, operator stools, ultrasonic cleaner, autoclave and visible-light curing units (if using light cured sealant).

Dental Units


The unit must contain high-speed evacuation and an air/water syringe with a self-contained water source.

Optional equipment may include low volume vacuum, high and low speed 

handpiece attachments.

Large programs, or programs that wish to expand services, may want dental units with high and low speed handpiece attachments as well as high and low volume vacuum systems.  Some types of portable dental units cannot operate handpieces and vacuum simultaneously.

Compressors


Dry, oil-free air is essential for the application of sealants.  Select an oilless compressor considering weight, cost, horsepower, and the size of the air storage chamber.  Compressors with small air storage chambers are lighter and smaller, but less durable than larger ones.

Oilless compressors are noisy.  Large compressors run less frequently so there is less noise.  Extra long hoses (purchased separately) allow large or small compressors to be located away from the sealant placement area.

Patient Chairs


Choose a patient chair that is durable and lightweight, folds easily, holds a person of average weight, is adjustable in seat height and back tilt and has a carrying case.

Light


A light with an intensity of 1800 candle power, or more, is preferred.  Consider cost, weight, ability to adjust and ease of bulb replacement.

Operator and Assistant Chairs


Chairs that have adjustable seat and back height will be most comfortable for sealant providers.  If space permits, small stools or chairs can be purchased from office suppliers less expensively than chairs designed specifically for portable dental environments.

Autoclaves


OSHA and CAL/OSHA infection control requirements must be followed.  Size and weight are the most important consideration in selecting a sterilizer.  If instruments are autoclaved at the sealant site, a lightweight sterilizer will be critical.  If instruments are sterilized at a different location, more instruments will be required.  Steam, dry heat or chemical vapor sterilizers are available.  

 The Centers for Disease Control and Prevention recommend weekly spore testing of sterilizers.

Ultrasonic Cleaner


 Protocol requires the cleaning of instruments prior to sterilization.  The use of an   

 ultrasonic cleaner decreases the likelihood of personal injury.

         2004 Estimated Retail Portable Dental Equipment Costs




Unit



$2,295.00




High Volume vacuum
$635.00




Low Volume vacuum
$495.00




Compressor


$3,095.00




Patient Chair

  
$3,295.00




Light



$75.00




Operator Stool

$535.00





Assistant Stool

$535.00





Autoclave
  

$4,500.00




Ultrasonic Cleaner

$600.00

Dental Supplies/Tools

Garmer clamps/cotton roll holders


The use of garmer clamps are highly recommended when working without a dental assistant or when the quality of assistance is variable.  A dry tooth is critical to the success of a sealant application.

Dri-angles, or dry tips, cotton rolls and/or disposable cotton roll holders, as well as disposable mouth props should be used to assure proper isolation of the tooth to be sealed and a dry environment.  A tooth must be dry in order to retain sealant material.

Mirrors

One mirror per sealant screening/evaluation exam per day.  Order 100 mirrors for each team that is performing sealant screens.

Explorers

Explorers are not required to screen and evaluate teeth for sealant placement.  They are used to evaluate sealants for retention.  Order 100 explorers for each team placing sealants.

Sealant material 


Visible light cured sealant or autocuring sealant is recommended.  Autocure sealant results in the best long-term retention rates but it is more sensitive to heat than visible light cured sealant.  Ultraviolet light cured sealant material is not recommended.

Curing lights


Visible light curing units with an audible tone to indicate curing time are preferred.  A curing light guide with a diameter greater than 12 mm will reduce the curing time for large occlusal surfaces and most maxillary first molars.

Fans

Room temperatures and working environments in schools are variable.  Box style fans are important.  They may help to extend the setting time of autocure sealant materials as well as improve the comfort of the operators.

Purchasing Equipment

Dental manufacturers publish a manufacturer's recommended retail price, which includes established profit margins.  Consider the retail prices as negotiable.  Most manufacturers and dental supply companies give government agencies and schools reduced “institutional” prices.  These lower prices may be negotiable depending upon wholesale costs and volume of the order.

Some equipment, such as air compressors, may be purchased retail (for example, SEARS offers compressors adequate for sealant programs).  Contact the accounting/purchasing department within your local health agency to determine protocol for agency purchases.  Some agencies require that equipment be purchased by having vendors submit formal bids.  Be exacting about the detail of equipment specifications (size, weight, horsepower, and portability) to avoid accepting equipment that is the lowest bid but does not meet program specifications.

Preparing Equipment for Use

Unpack all dental materials and read all instructions about operation, care and maintenance.  Manufacturers' representatives may be available to train staff in the set-up, use and maintenance of the equipment.  It is desirable to set up and test all 

equipment prior to actual use in the schools.  This will allow for troubleshooting of any problems prior to actual use on a patient/participant.

Supplies

The cost of supplies is variable.  An estimate of supply costs will be helpful for initial planning.

     Dental Sealant Program Recommended Supply List
Provider and Patient Protection


Patient Treatment
Air/water syringe tips (disposable)

Cotton roll holders/isolators

Bib clips





Cotton rolls

Bib






Dri-aids, dry tips, dry angles

Eyewear (for provider and patients)

Etching Liquid

Gloves






Evacuator tips

Gowns (laundry service)



Explorers

Hand soap





Mirrors

Hand wipes





Pencils, stickers (incentives)

Head rest chair covers



Sandwich bags for toothbrushes

Plastic sleeves for air/water syringe,

Sealant material (Autocure/Lightcure)


    vacuum and hoses



Toothbrushes (clean tooth surfaces)

Handle covers




Etch applicator (brush, quick tip,

Curing light
  





cotton pellet)

Surface covers (plastic roll)



Disposable mouth props

Sterilization and Disinfection


Additional Supplies
Autoclave bags




Heavy duty extension cords

Autoclave cleaner




Tool kit for equipment repairs (alan

Surface disinfectant
 



wrench, duct tape)

Distilled water




Cooler for sealant material storage

Gauze squares




Office supplies (stapler, paperclips

Chemical disinfectant
 



tape, pens, extra forms, etc.)

Paper towels





Electrical plug strip

Trashliners





Plug converter

Ultrasonic cleaner solution



Plastic table covers

Vacu-cleaner





Clock with second hand

Radio/music

Step 5
Secure Funding

Although it may seem reasonable to first determine if funds are available to support a sealant program prior to going through the planning process, in most instances the opposite is true.  The keys to acquiring funding, whether through local foundations, a grant from the state or federal government, or an appropriation from the city council, are the ability to:

· State a problem or demonstrate a need convincingly (untreated decay among a community's low income children; lack of access to care, etc.).

· Discuss how a proposed solution has demonstrated effectiveness (sealant literature demonstrating the efficacy of sealants, the treatment costs they save, the American Dental Association statement about sealants, etc.).

· Provide measurable objectives (how many children will benefit from sealants in this program in a given year).

· Convince the funder of an agency's or department's commitment to carry out a successful program (previous track record).

· Provide realistic capital and operating budgets (the cost of equipment, supplies, staff, etc) with supporting narrative justification.

· Give evidence of support for this program from key members of the community (letters from the dental society, school administrators, teacher's association, children's defense fund, etc.).

In order to provide the above information:

1) Define the target population

2) Gain the support of the local dental society and school administrators

3) Determine the level of staffing 

4) Determine equipment needs.  

While designing a program, determine levels of interest by making informal contacts with representatives of potential funders.  Focus on an aspect of the program that meets the needs or interests of a particular funder in order to gain their support.

Unfortunately, there is no magic formula for identifying dollars to support sealant programs.  Some local or state grant funds may be available to wholly or partially support a program.  A dental needs assessment is generally a required component of a grant proposal.  The Association of State and Territorial Dental Directors' Seven 

Step Model for MCH Oral Health Needs Assessment is a valuable resource (see Enclosure VII).

Other funding sources may include non-profit agencies in the community that have similar goals, such as The United Way.  For example, a local United Way agency may provide two hygienists for a program and the local health department may provide the dental assistants, supplies, and project coordinator.

Convince the city council or county commissioner that a sealant project is worth funding.  Local companies, Rotary clubs, Kiwanis, etc., are sympathetic to the needs of children.  Present the sealant project as an effective prevention project for children.  All program dollars do not have to come from one source.  Some funders prefer to share the opportunity or risk, while others may not fund programs at the level necessary to support a sealant program but may be willing to provide partial funding.

Every grant application is different.  Some funders ask for a three page proposal and budget, while others request a detailed 25 page proposal with a review of the literature, problem statement, program description, program evaluation, budget and budget justification.  In preparing grant applications, it is essential that the directions concerning length and content be followed explicitly.

Finally, consider that a program may be sustained by program-generated revenue.  In California, the Medicaid (Denti-Cal) program reimburses for sealants.  Sealant program administrators should become familiar with the Denti-Cal billing process and estimate the number of sealants which will be placed on children who are covered by Denti-Cal.  Anticipate projected Denti-Cal revenue as part of a project budget.

Plan to start programs small and build them incrementally. It may be easier to acquire expansion money than to get the original project plan funded.  With positive media coverage, community support and a successful track record, funders are anxious to contribute to the expansion of sealant projects.

Step 6
Develop Protocols, Procedures and Forms for Recording Data

Protocols and Procedures

A school-based sealant program must establish a sound base of information from which to work.  This includes a set of written protocols and procedures.  These guidelines may be a part of that information.  Specific protocols need to be developed which reflect local legal parameters for such things as parent consent forms.  Each community, particularly each school district, is quite autonomous in attitude about procedures dealing with school events.  A written set of protocols and procedures needs to be kept by the sealant program administration and updated regularly.

Forms

A variety of forms need to be developed for each program.  Examples of forms used by other programs may be found in Enclosure IX.  Be sure to adapt forms to meet the specific needs of your community.  Remember to consider the primary language of the children and parents being served by the program and adapt your forms accordingly.  It is wise to have a legal source review all forms to assure that legal parameters are met.

Data Collection

Quantitative Data
Sealant programs will want to collect and analyze quantitative data in order to evaluate progress in the following areas:

Consent rates

Participation rates

Oral health status of children screened

Dental treatment referral rates

Numbers of children screened

Numbers of children sealed

Numbers of teeth sealed

Sealant retention rates

Other information may be collected regularly such as:

Follow up status of dental treatment referrals

Patient records including health histories

Billing records

Qualitative Data
Qualitative data collection may include surveys of community stakeholders such as school administrators, dental societies or parents to evaluate community acceptance and/or attitudes about the program and/or sealants.  Data collection methods will vary from program to program depending on size and resources.  Data may be hand tabulated or entered directly into computers.

Planners may want to consult with individuals trained in statistical analysis and Denti-Cal billing to be certain the appropriate data is collected in the most useful way. 

Step 7
Prepare To Go Into The School
Scheduling Schools

Successful contact with schools is a key factor to successful sealant programs.  When scheduling for the first time, it is wise to go to the school, meet with the principal, describe the program, and look at the space where the program is to operate to ensure adequate space.

Information to be shared and agreed upon:

· Philosophy and importance of a preventive sealant program to the school.  Provide the school staff and school administrator with educational materials on sealants.  Show a video tape of an operating sealant program. 

· Logistics of a sealant program.  The space should be approximately 10 ft. x 14 ft. per operatory, have adequate electrical outlets with enough voltage, be well ventilated, have good lighting, and be as close to ground level as possible.  Stages of auditoriums, corners of gymnasiums, large hallways, locker rooms, and vacant classrooms are the usual locations for the program.

The person making contact with the schools to schedule the program must understand that "marketing" skills are required to gain cooperation from school principals and staff.  The sealant program will be competing with other worthwhile programs for time and space.  The location and length of these initial contacts will depend upon the interest of the principals and how much they already know about sealants and this particular program.  Contacts in subsequent years will be quicker and can usually be done by telephone if the principal and staff remain the same.

In estimating the number of days required to complete a school, it is important to know that most sealant programs average a 60% consent rate.  School personnel can provide the number of students enrolled in eligible grades.  The percentage of participation will vary among schools and grade levels.  Take participation rates from previous years into consideration.  In efficiently operated programs, 10 to 15 children per team per school day can be treated. This will vary with the team's experience, the school's daily schedule, and their flexibility in accommodating the sealant program.  In a primary school with 100 eligible students, approximately 60 will return consent forms.  With two teams, approximately two days will be needed to complete the school.

Fill Out the Contact Form

Documenting the information discussed during the initial contact with the principal or other school staff members is important so the sealant staff know what was discussed and what decisions were made concerning how the program will operate in the school.  An “Initial School Contact Information” form (see Enclosure IX), can be used so the information is readily accessible to sealant program staff.  The following information should be documented:

Date of Contact

Keep dates of contacts for reference and clarification in establishing a working relationship with persons at the school.

Initial Contact Person

Record the name of the person(s) contacted.  Sometimes confusion arises (such as school staff not expecting a sealant staff member for a prearranged meeting).  Share responsibility for program implementation with members of the school's staff.  Reference contact documents to assure follow up on arrangements made.

In instances where school nurses are available, a short note or some kind of communication should take place with the nurse concerning the details of the program since s/he may get questions from parents and teachers.  The nurse is in a position to help encourage students to return their consent forms and can increase the consent rate if s/he is aware of the details of the program.  Additionally, a follow-up letter to the principal summarizing what was discussed (dates and times, room locations, etc.), can also avoid potential confusion.

School Hours

The hours the school is in session usually varies among schools and is important to know for program scheduling.  Record specific information such as recess,  lunch times, and other special schedules that may influence scheduling.

Proposed Dates to Apply Sealants

Document and agree on the dates proposed for sealant application.  Assure that all school personnel involved have agreed to the dates scheduled.

Time of Arrival and Proposed Dates to Give Presentations to Targeted Students and Distribute Consent Forms

Document and agree on all times and dates for proposed presentations.  More information concerning the content of the presentations and consent forms follows in Tips for Success.

Date Consent Forms Will Be Collected

Document and agree on the date forms will be collected.  This date is determined by the program staff distributing the forms.  The teachers and school administrators are informed of the date so they know when sealant program staff will return to collect the completed forms.  The consent forms are collected well in advance of the time when the program will operate in the school to allow time for the health histories to be screened and charts to be prepared.

Enrollment by Grade and Room

Ask the school for class lists of all classrooms which will be involved in the program. This information is recorded when the consent forms are distributed and is used for documentation when consent forms are collected.  Enrollment lists are used to check the return of consent forms for accuracy and completeness.

Room Where Program Will Operate

The room or area within the school where the sealant program will operate is noted. Sealant staff will know where the equipment should be delivered and where to report to on the first day the program is operating in the school.

Other Check List Items

It is important to document on the initial contact form that school staff members have been reminded of:

(1) When the equipment will be delivered 

(2) Where the equipment will be placed and where the program will operate

(3) When the staff will arrive to set-up the equipment

(4) That the staff member who distributes the consent forms will need a    

     copy of class lists of the grades involved in the program 

It is also wise to verify that there are no assemblies, field trips, achievement tests, plays, etc., scheduled for the days the sealant program will operate in the school.  Also check on "out of classroom schedule" - where will the kids be - PE, Music, etc. and if they can be retrieved from these classrooms.

Obtaining Parental Consent

Obtaining parental consent is a critical component in the operation of an effective sealant program.  It may be difficult.  Sealant programs that are currently operating have average parental consent rates of about 60%.  Some individual schools, however, may be as low as 20%.  To better understand the factors which inhibit participation, the Cincinnati Health Department did a three year study in 1989-1991, in which participation in the Cincinnati Sealant Program was studied extensively.

The project involved surveying and interviewing principals and teachers and using incentives and informational brochures for students, parents, and teachers.  The following conclusions were reached:

1.
Incentives (such as stickers, pencils, balloons, etc.) to students had the greatest effect on increasing participation

2.
Informational brochures attached to consent forms had a slight effect on increasing participation

3.
An informational fact sheet for teachers did not increase participation;

4.
   Schools completed in the first half of the school year tended to have higher participation rates

5.
   Teaches' attitudes about the program affected participation 

6.
   Phone calls to parents of non-participators with a follow-up mailing of a second consent form greatly improved participation

Tips for Success
Based on the results of this study and the experience of existing sealant programs, when scheduling a school for a sealant program, set a specific time for a dental hygienist or dental assistant to go into the school to do a brief presentation to the children involved.  Making sure that parents understand what dental sealants are, why they are being placed and that there is no cost to them is crucial.  This can be accomplished by distributing information in language that they can understand or by having a bilingual staff member that can communicate with the children or parents in their native language.

Presentation

In many sealant programs, formal presentations by a dental hygienist or dental assistant are scheduled with the targeted students to describe the program and encourage participation.  Consent forms are distributed during the presentation. These presentations occur in advance (2 to 4 weeks) of the program start date to allow adequate time to collect consent forms and prepare patient charts.  Educational videos that describe sealants are sometimes used during the presentations.  The presentations are scheduled during the initial contact with the school.  Information discussed regarding presentation format, location within the school, and manner in which the presentation will be done should be documented.  This information is critical for the person who will be going to the school to do the presentation.  When there is not time scheduled for presentations to classrooms, consider having a video available for teachers to show at their convenience.  The presentation could include showing an educational video about sealants and the program, the introduction of an incentive to return the consent form, and distribution of the consent forms.  The video describing the program tends to alleviate anxiety by showing the sealant application procedure.

Incentive

When selecting the incentive, keep in mind that incentives should appeal to both second and fifth graders and be age specific.  The teachers should hear the presentation so they understand the importance of sealants.  The presentation can be done by classroom or by grade.  An excellent video to consider for this purpose is entitled "Seal in a Smile" and is available from the Columbus Health Department, Community Dental Programs, 1815 Washington Boulevard, Columbus, Ohio, 43215.  (Order form in Enclosure VIII.)

Information to Parents

Another consideration for enhancing program participation is attaching an informational brochure or fact sheet onto the consent form.  In focus groups, some parents indicated they would like more information about sealants before they made the decision to have their child's teeth sealed. Informational brochures answering commonly asked questions about sealants in conjunction with the consent forms had a modest effect on increasing participation.  There is, however, a cost factor with the addition of the brochures that must be considered.  Remember to be sensitive to cultural diversity and the specific needs of the population being served.  

Call Parents

The last suggestion for enhancing participation involves calling the parents of the children who fail to return consent forms and sending them a second consent form in the mail with a self-addressed stamped envelope.  The phone calls take a considerable amount of time and are more successful when done in the evenings.  Securing the phone numbers of the children needs to be arranged through the school.  Some schools will not be very accommodating with this information, due to security issues.  The costs involved for making the phone calls and for postage are considerations.  One program has secured volunteers and will start phone calling the parents of nonresponders in the next program year.  Bilingual staff would be helpful for such phone calls.

Consent Forms in Foreign Languages

Enclosure IX contains samples of forms that are used by various programs.  When developing consent forms, consideration should be given to translating the forms into foreign languages.  The need for this will vary.  In areas with large numbers of families who speak English as a second language, a consent form in their primary language may enhance participation.  Consent forms should include a health history section.

Colored Forms

Colored forms are important at the time of collection because they stand out in stacks of white paper making them easy to locate.  School personnel may lose track of the forms and the person collecting the forms may have to help locate them.

Collecting Consent Forms

When collecting consent forms, consider the following to get the best possible response:

1.
Schedule a specific time to go back to the school to collect the forms.  Confirm this time with the school.

2.
Make sure forms from all rooms have been collected before leaving the school. Often forms are held in classrooms instead of being returned to the office.  Check with any classes which have not turned in forms to find out where they are.  This step could save another trip back to the school at a future date to collect missing forms.  If the response rate from some classrooms is unusually low, sealant program personnel might consider redistributing forms to those classrooms with additional information regarding the value of the program.  In some sealant programs, as consent forms are collected, the name of each child who has not returned a form is put on a new form.  These forms are placed in the teachers' mailboxes for redistribution.

Last Step in Preparation

The following tasks should be completed before the program starts operating in the school:

1.
Check the consent forms to make sure they contain parent signatures.  Those without signatures should be sent back home with the students or mailed so signatures can be obtained.

2.
The Office of Oral Health requires use of a health history as part of the consent form to ensure gathering of important medical information.

3.
Prepare a chart for each child, attach it to the consent form, and arrange the charts by room number so the children may be easily located on the day of treatment.

Step 8  Implement the Program in the School
The efficiency with which the program operates is highly dependent upon the preparation involved before the equipment and staff arrive at the school.  Programs make a variety of arrangements for transporting equipment ranging from staff using their personal vehicles, to having the sealant agency or school personnel use agency owned vans.  The principal and teachers should be aware the program is scheduled, should understand how it will operate in the school, and should understand their role in the program.  Consent forms should have all been collected and charts prepared prior to this time.

Train Personnel

All staff members should be trained in the following areas:

Infection Control

Train all personnel in infection control.  All principles of infection control used in a dental office must be followed in portable dental programs without compromise. The training must address OSHA and CAL/OSHA guidelines and California State Dental Board requirements and will include the required documentation that such training has taken place.  Details concerning infection control in a portable program environment are contained in Enclosure V.  Programs may obtain “A Best Practices Approach for Reducing Bloodborne Pathogen Exposure” and/or “Exposure Control Plan for Bloodborne Pathogens” by contacting the Cal/OSHA Consultation Training & Education Unit at (916) 574-2528 or fax (916) 574-2532.

Use and Maintenance of Equipment

Familiarize all staff members with the use and maintenance of the dental equipment.  First, read all instruction and repair manuals.  Keep the phone numbers of manufacturers easily accessible in case problems arise.  Develop maintenance schedules and follow them.  Manufacturers can sometimes troubleshoot problems over the telephone.  Keep their 800 number with you on site.  If the problem cannot be corrected by the sealant staff, the manufacturer can help determine if a local dental equipment supplier can perform the repair or if the equipment needs to be sent back to the manufacturer.  Manufacturers can be very supportive in terms of assistance with repairs and providing the technical assistance necessary to avoid similar problems in the future.

Record Keeping

Train and calibrate all staff members in the use of forms for recording data.  Each member of a sealant team must be able to record screenings and evaluations accurately. The uniformity of data collected is important for valid data analysis.

Dentists

Dentists must be trained as members of the sealant team.  The dentists will receive written tooth selection criteria.  It is important that the screening dentists understand the goals and objectives of the program and agree philosophically with the criteria so that screening and evaluation results will reflect the written criteria.  This is especially important in achieving consistent results when numerous screeners are involved.  Dentists must also understand that sealing incipient caries is recommended.  Tooth selection criteria will need to be written to meet program goals and to be consistent with the targeting methods selected for the program.  Enclosure I, "Guidelines for Sealant Use" discusses tooth selection criteria.

Dental Hygienists

Dental hygienists will be screening and applying sealants in most programs.  Dental hygienists have varying levels of training and skills in screening and the application of sealants.  It is important that the hygienist be trained in the application technique used by the sealant program and be familiar with the type of sealant material being used.  For new sealant programs, dental hygiene schools or pediatric dentists may be good resources for staff training. Train hygienists in the setup, use and maintenance of portable dental equipment.  Since dental hygienists are traditionally not trained to work with chairside dental assistants, most will benefit from training in four-handed dentistry.  This will increase the efficiency of the program dramatically.  Ideally, the best training occurs when a hygienist and assistant can watch an experienced dental hygienist/assistant team apply sealants. 

Dental Assistants

Train dental assistants in the use and placement of sealant application materials. Setting up, maintaining, and breaking down the portable dental equipment should be covered.  Some training in performing minor equipment repairs is important.  Assistants need to have an organized system of maintaining and storing supplies, assuring and implementing infection control, and tracking the paperwork (consent forms, charts, etc.) for the procedure.

Set up Programs

Time and Space

The equipment and staff should arrive at the school one hour prior to the beginning of school to set up equipment and prepare for the program. All equipment set-up and breakdown, sterilization, instrument tray preparation, and paperwork occur before or after school hours so that the six hour school day can be used exclusively for patient treatment.

Organization of Equipment and Supplies

The patient trays should contain all the supplies necessary to complete work on a patient.  Cotton roll holders should be preloaded and all disposable supplies should be included.  The tray should be wrapped in a head rest cover to maintain sterility.

It is important to pack the equipment and supplies so they can be unpacked and transformed into dental operatories quickly.  In programs with two or more teams, the assistants should each have and maintain their own supplies. Storage containers should have labels identifying contents.  The set-up process involves creating a dental treatment area and a sterilization area.  Each assistant has her own equipment and supplies and he or she share a common sterilization area.  Before the operatories are erected, electrical outlets should be located to determine where each of the operatories will be located.  A table should be requested from school personnel for the sterilization area.

Another area should be reserved for extra supplies, a back-up air compressor, and empty equipment bags and containers.  This area is located away from the treatment area but accessible enough so the extra supplies/equipment can be retrieved if needed.  A sufficient amount of supplies for one week of operation should be carried with the equipment.  Select a member of the dental team to be responsible for stocking and maintaining supplies.

Treatment Set-Up

When setting up the treatment area, the sealant program staff should strategically locate the supplies around the patient chair and unit so everything is within reach of the operator and assistant.  Storage containers, which are used to transport supplies can double as tables.  TV trays, extra student desks or student chairs should be set up on either side of the dental unit.  One is used to hold patient charts and parent notes.  Another is used to hold extra disposable supplies and sealant mixing materials.  The containers behind the dental assistant hold prepared patient trays, hand wipes, toothbrushes, foil wraps for the dental lights, disposable sunglasses for eye protection, plastic sandwich bags for the toothbrushes and extra supplies which may be needed as the day progresses.  A storage container by the operator holds gloves, masks, and hand wipes.  A dish pan is placed under the TV tray so dirty instruments can be deposited as patients are completed.

The sterilization area should be set up in close proximity to the treatment area and should contain disinfectant, containers with rinse water, autoclave bags, towels, and gloves.  Extra supplies needed for sterilization are stored under the sterilization table.

While the staff prepares the operatories, the program supervisor can check to see if any additional consent forms were returned to the school since the forms were first collected. A chart needs to be prepared for each child.

Screen and Evaluate for Sealants

Patient evaluations are completed in a variety of ways.  In some programs, the         screenings are completed days or weeks in advance of the program so program         administrators know ahead of time how many children need sealants in their            school. Other programs do the evaluations and sealants during one school visit. The second approach seems to be the most cost efficient way to operate.  The following is an example of how one efficiently-operated program completes the dental evaluations.

Ten minutes after school starts, the first child should be in the chair for evaluation. To accomplish this, a dental assistant goes to the first classroom shortly after school begins, explains to the students and teachers how the program and schedule will work and organizes all the children in the class who returned a consent form.  The assistant hands the students their own charts and escorts them, usually 5 to 7 students at a time, to the evaluation area.  Once in the evaluation area, the children line up and the dentist screens the children at the rate of 45 to 50 children per hour. The dentist addresses each child by name to make sure they are recording screening/evaluation results on the correct chart.  The hygienist places a headrest cover on the chair (paper towel squares are an excellent substitute as they are quicker and easier to change and less expensive).  A child then gets in the chair and receives a dental screen.  During the screening, the dentist calls aloud the evaluation results including which teeth need sealants and which teeth or surfaces are decayed, missing, or filled.  The hygienist records the findings on the patient’s chart.  After the screening, the child is excused to either go back to class or move to another chair/operatory to have sealants placed.  The dentist/screener deposits soiled instruments into containers on the floor and throws disposable gloves in a nearby trash receptacle.  A disinfectant is used between patients. If two containers are used to deposit the soiled instruments, the explorers and mirrors can be separated as the screenings are performed.  This saves time in sorting during the sterilization process and minimizes the chance of injury from exposure to sharp explorers.

The patient name and all demographic information is prerecorded on the chart. The information recorded during the screening is as follows: 

1) If a sealant is needed and on which posterior tooth

2)  The evaluation date

3)  California State Survey information  

The dental assistant who accompanied the children from their classroom gives each one a reward (i.e., pencil, sticker) for participating in the program and maintains “crowd control” until the appropriate time arrives to get the next class of children for screening.  Meanwhile, when a second hygienist/assistant team is available, they should begin to apply sealants.

As soon as the screening/evaluations are completed, the dentist signs each chart and the hygienist organizes the charts by classroom and sorts out the charts of those children who do not need sealants.  Meanwhile, the assistant prepares the operatory for sealant application.  The hygienist/assistant team which helped with the screenings should then begin applying sealants.

Referring for Further Treatment and Follow-up

In addition to sealing non-carious teeth, there is a need to have a plan in place to assist children and their parents in getting the dental treatment they need.  The first step in accomplishing this task is to determine the referral sources available in the community.  Community health clinics, pediatric dentistry training programs, hospital dental programs, dental schools, local United Way agencies, and private practitioners are all options for referrals.  It is important for program administrators/staff to be familiar with the resources in the community and perhaps have a list of these resources by neighborhood so referrals can easily be made.

The first step in making a referral is to send a letter home with each child who participates in the program.  The letter tells the parents how many sealants were placed, if any obvious dental disease was detected during the dental screening, explains the importance of regular dental check-ups, and provides a phone number which can be called if the parents have any questions.  The person answering the phone calls should be prepared to make referrals if parents need help in finding a dentist.

All children who participate in the program take letters home to their parents informing them of what was done and the results of the screening and evaluation.  Children who have immediate treatment needs, however, should receive some additional attention by mailing another letter to the home, attempting to reach the parents by telephone to help ensure that follow-up treatment is sought, or gaining the assistance of the school nurse.  Several sealant programs targeting second and sixth grade children report that 28 to 34% of the children screened have dental treatment needs, and therefore, need referrals.

In instances when a child has urgent dental needs (i.e., pain or swelling) notify school personnel whenever possible and arrange telephone calls to parents or guardians so that the parents/guardians are aware of the serious nature of the problem.  The more follow-up that is done in these instances, the better chance that the children will get their dental needs treated.

When school nurses are available, a list of children with obvious dental treatment needs should be provided to the nurse.  The nurse will often have contact with parents concerning other health problems and will also hear from the children if they experience dentally related pain at school.  Be sure the school nurse and school secretary have a list of referral sources.

The program administrator should develop a system to track the success of the referral component.  Referral tracking may be done at the same time as the sealant retention check.  Besides establishing a sealant retention rate, the program can also monitor what percent of children who were referred for follow-up treatment actually received treatment.  The impact the program has on untreated dental disease can be captured and the success of various follow-up methods can be determined.

Schedule Patients

Maintain patient flow to assure that program staff do not have to wait for children. Each team should have one child in the dental chair and one child waiting.  While waiting, the child is given a toothbrush to brush his/her teeth.  This gives the child an opportunity to watch the procedure.  The charts should be organized so that as soon as the child's sealants are completed he/she can return to the classroom and send another child to the area where sealants are being applied.  As a child is dismissed from the chair, the dental assistant disposes of the instruments used on that patient in a dishpan located on the floor and places disposable products in a trash receptacle.  The assistant disinfects the unit, prepares a new instrument tray and has the next child sit in the chair.  Meanwhile, the dental hygienist completes a parent note/referral for the child who has just received sealants, gives it to the child to take to his/her parents, and sends the child back to class (who in turn has the next child come to have sealants placed).

Team work is important.  Organization and systematic patient flow and the teamwork that develops between the dental hygienist and assistant contribute greatly to program efficiency.

Step 9
Apply Sealants
Variables

The technique used to apply sealants will vary depending upon the staffing of the program and the type of sealant material used.  The setting time of self-cure sealants is affected by room temperature.  Under ideal conditions, a half-mouth of sealants (two to four) can be applied from one mix of sealant material with all the sealants curing in about one minute.  Cooler temperatures slow the curing time and warmer temperatures accelerate it.

While the setting time of light-cured sealants can be more easily controlled, each tooth has to be cured individually which takes more time.  Although the longer time may not seem significant, when the additional curing time per tooth is multiplied by the number of teeth sealed each day, the additional time can make the difference of whether or not a school will require an extra day for completion.  Additionally, curing lights add equipment costs and places an additional burden on the electrical systems in the schools.

Technique also varies depending upon the type of isolation used.  Cotton rolls with and without cotton roll holders and dry angles are usually used.  While cotton roll holders may seem cumbersome at first, after providers get accustomed to using them, they find it easier to maintain a dry environment.  The procedure for applying sealants is as follows:

Procedures
Step 1:  Thoroughly Clean the Teeth That Will Be Sealed
  Traditionally, teeth have been cleaned with a mounted prophy brush and pumice   slurry.  However, many sealant programs have achieved satisfactory one-year     

  retention rates using a dry toothbrush to clean the teeth.  The children are asked   to brush and the provider checks the teeth for cleanliness and rebrushes to   

  ensure that all debris has been removed.  The teeth are thoroughly rinsed before   they are isolated.

Step 2:  Isolation and Drying
  The patient should be positioned so that the treatment site is visible and    

  accessible.  The patient’s head can be tilted so that saliva pools on the opposite    side of the mouth from the teeth being sealed.  A high volume evacuator should   be used.  Cotton rolls or cotton roll holders and dry angles should be positioned    as desired.  Dry angles are most effective if placed over the parotid duct   

  opening. Some providers like to place a dry angle between the cotton roll holder 

  and lingual surface of mandibular teeth to create an additional barrier for the  

  tongue. The teeth should be thoroughly dried.

Step 3:  Acid Etching
  The cleaned and dried surfaces are etched with phosphoric acid for 20 seconds   

  or according to the sealant material manufacturer's instructions.  A small cotton    pellet, minisponge, or brush can be used to apply the acid.  Acid etches, 35 to   

  50% phosphoric acid, are available in a liquid and gel form.  Microetchers are 

  designed for use on metal and are not recommended for use on enamel or   

  dentition.  The type used is a matter of personal preference.  Some providers  

  prefer a 50% mixture of the two.  The tooth surface is etched about 2-

  3mm beyond the anticipated location of the sealant.

Step 4:  Rinsing
  After the time allotted for etching, thoroughly rinse the etchant from the tooth for 10 to 20 seconds.  It is critical that saliva not come in contact with the prepared tooth surfaces during this step.  The dry angles and cotton rolls may need to be replaced.  Excess moisture can also be removed with the high speed evacuator.  Sometimes dry cotton rolls or dry angles are placed over the moist ones.  Upon drying, a properly etched surface will have a dull matte or frosty appearance in contrast to the glossy appearance of unetched enamel.  Should salivary contamination occur after this point, the surface must be washed, dried, re-etched for 10 seconds, and washed and dried again before proceeding to the sealant application step.

Step 5:  Sealant Placement
   Since the application step will vary according to the product selected, the operator should follow the manufacturer's instructions.  When a self-cured material is used, the liquid catalyst and base are mixed in a 1:1 ratio.  The patient's head should be positioned so the occlusal plane is parallel to the floor so the sealant does not flow distally before it cures, leaving the mesial pits underlined.  Using the applicator provided by the manufacturer, the mixed sealant is flowed over the etched, dried surface.  The sealant should extend from cusp to cusp, but should not cover the marginal ridges.  If more than one tooth in a quadrant is being sealed, the most posterior tooth should be treated first since maintaining dryness is more difficult in the back of the mouth.

Light-cured sealants do not require mixing.  The sealant is applied to the tooth using the applicator provided or a benabrush, dycal instrument or explorer.  Some sealant brands may be applied directly from the bottle to the prepared surface with a disposable cannula; the handle for the cannula must be sterilized or replaced after each use.  After the sealant has been placed, it is cured with the appropriate light source.  Each tooth surface being sealed must be exposed to the curing light for the amount of time indicated by the manufacturer.  A larger, 12mm curing light tip is large enough for most occlusal surfaces.  Otherwise, the occlusal of maxillary molars requires separate cure time for the central and distal fossas.

Step 6:  Sealant Inspection
   Isolation of the teeth should be maintained until the sealants are checked

   visually and with an explorer to make sure coverage of the pits or fissures is complete.  If there is a surface air bubble, more sealant can be applied if the tooth has remained uncontaminated.  Otherwise, the tooth must be re-etched for 10 seconds, washed and dried before adding additional sealant.

A thin surface film of sealant will remain unpolymerized because of contact with air.  This film has an unpleasant taste and should be wiped off with a wet cotton roll.  Remove the isolation materials and allow the patient to rinse.  Inform the patient that the sealants may feel “high” but will be worn down in the next few days by the patient's own occlusion.

Step 10
Evaluate Program
Since the effectiveness of sealants is so well documented in the literature, sealant program administrators should concentrate on the quality of the sealants placed and the cost effectiveness of the program.  The need to ensure quality is obvious.  Applying quality sealants in a cost efficient manner is important in supporting the justification for operating a school-based program.  There are two components involved in evaluation: 

1) Sealant retention 

2) Program effectiveness

Sealant Retention

Sealant retention checks are mandatory for all CDDPPs.  Annually, a 10% sample of children who receive sealants during the current fiscal year needs to be re-evaluated to ensure that the sealants are still intact and adequately cover the occlusal surface.  This sample should reflect an appropriate cross-section of all children who received sealants during this period.  If multiple providers have placed the sealants then a record of who placed the sealant must be kept in order to determine the retention rate for each provider. 

Children identified as having one or more failed sealants need to be provided the opportunity to have those sealants replaced within the current fiscal year.  If the retention rate for a program falls below 85%, then an inservice review of proper sealant technique must be given. Retention rates must be included in annual reports to the Department of Health Services.  A registered dental hygienist or a licensed dentist may perform sealant retention checks.  Any sealants needing replacement may be done at this time or at a future date (within the current fiscal year).

Program Effectiveness

Evaluate the sealant program effectiveness by keeping accurate records, collecting data and reporting.  Consider the following when evaluating your process:

· cost effectiveness

· participation rates

· sealant retention rates

· population served

· community participation and acceptance

· meeting Healthy People 2010 Oral Health Objectives

Conclusion

School-based sealant programs have been successfully implemented around the country as a response to the need children have for protection of pits and fissures from dental caries.  The experience that program administrators have had in planning and implementing sealant programs is varied and could benefit those individuals attempting to acquire funding and start new programs.  These guidelines have been designed to provide a reference for promoting sealants and planning and implementing school-based or school-linked dental sealant programs. 

Further assistance with program development can be acquired by contacting the California Department of Health Services. 

Robyn Keller, B.S., R.D.A.

Oral Health Consultant

(916) 552-9934

Helen Nunez Cruz

Oral Health Consultant

(916) 552-9886

Office of Oral Health 

P.O. Box 997413 MS 7210

Sacramento, CA 95899-7413 

www.dhs.ca.gov/oralhealth

References

1. US Public Health Service, National Institute of Dental Research.  Oral health of United States children 1986-87. NIH pub no 89-2247.  Washington, DC: US Government Printing Office, 1989.

2. American Dental Association, Council on Dental Health and Health Planning and Council on Dental Materials, Instruments, and Equipment. Pit and fissure sealants. J Am Dent Assoc 1987;114:671-2.

 3.
US Department of Health and Human Services, Public Health Service.  Healthy People 2010. 2nd ed.: national health promotion and disease prevention objectives. DHHS pub no (PHS)91-50213. US Government Printing Office, 2000.

4.
Clark BJ, et al. Caries and treatment patterns in children related to school lunch program eligibility. J Public Health Dent 1987;47:134-138.

5.
Gift HC, Corbin SB, Nowjack-Raymer RE. Public knowledge of prevention of dental disease. Public Health Rep 1994;109:397-404.

6.
National Institutes of Health. NIH consensus development conference: dental sealants in the prevention of tooth decay. J Dent Educ 1984;48(2 Suppl):126-31.

7.
Ohio Department of Health, Columbus, Ohio. National survey of public health sealant programs, 1994, in press.

8.
Li SH, et al. Comparison of tooth surface-specific dental caries attack patterns in US school children from two national surveys. J Dent Res 1993;72:1398-405.

Other References

Weintraub JA. The effectiveness of pit and fissure sealants. J Public Health Dent

1989;49(Spec Iss):317-30.

Fairhust EJ. Current status of sealant retention and caries prevention. J Dent Educ

1984;48(2 Suppl):18-26.

Handelmann SL, et al. Retention of sealants over carious and sound tooth

surfaces.  Community Dent Oral Epidemiol 1987;15:1-5.

Li SH, et al. Evaluation of the retention of two types of pit and fissure sealants.

Community Dent Oral Epidemiol 1981;9:151-58.

Washington State Smile Survey.

National Institute of Health, OCSHCN.S. Public Health Service, Department of Health

and Human Services. The Prevalence of Dental Caries in U.S. Children, 1979-80.

Seal in a Smile. Dental Sealant Video.

“Dental Sealant Resource Guide”.  HRSA website: www.ask.hrsa.gov/OralHealth.cfm?content=oral
U.S. Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Atlanta, Georgia: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2001.

ENCLOSURE I

Recommendations from the 1994 Workshop on Guidelines for Sealant Use
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PHS POLICY STATEMENT ON DENTAL SEALANTS

Advances in dental science and technology make it possible for the vast majority of Americans to be
protected from dental caries (tooth decay). Nonetheless, effective preventive measures such as
community water fluoridation, fluoride-containing deatal products, and dental sealants are not
available to many Americans. As a result, 00 many individuals still suffer neediessly from deatal
caries and its effects — 85 percent of 17-year-olds and virtually all adults. Particularly hard hit are
racial and ethnic minorities, those of minimal economic means, and the dentally uninsured who
constitute approximately two-thirds of the U.S. population.

Between 80 and 90 percent of deatal caries in children occur in the pits and fissures of teeth, mostly
on the chewing surfaces. Pits and fissures, compared to smooth surfaces, do not benefit as much
from the protective effects of fluoride. Dental sealants, however, have the potemtial to eliminate
dental caries on these surfaces. Sealants are thin plastic coatings that provide a physical barrier to
decay-causing bacteria. Their application does not require cutting of twoth structure or anesthesia.
To maximize their ability to prevent caries, sealams should be placed on the chewing surfaces of the
molar teeth soon after eruption of the teeth. The cost of preventing tooth decay by placing dental
sealants is much less than that of treating the disease once it has developed, and the savings realized
over a lifetime can be substantial.

Extensive research indicates that sealants are effective and reliable. Easily applied by dentists,
dental hygienists, and other specially trained auxiliaries, sealants can be incorporated into both public
programs and private dental practices. Nevertheless, in spite of their ease of application and
effectiveness, dental sealants continue to be under used. In 1989, less than 11 percent of American
children had benefined from this preventive procedure. Lowér income populations, which often
include ethnic and racial minorities, are only half as likely to have received sealants ~ a particular
concern since these are the very populations least likely to receive treatment when caries occur.

The U.S. Public Health Service, as part of the Heaithy People 2000 initiative, has set a national
objective that at least 50 percent of school children will have protective sealants on the chewing
surfaces of permanent molar teeth by the Year 2000. Therefore, we srongly recommend the
increased use of sealants by dental personnel in private, local, State, and Federal dental programs.
We ask other health care and social service providers to assist in improving the oral health of today's
children and tomorrow's adults by eacouraging pareats and caretakers to have their children's teeth
examined to determine whether they could benefit from receiving sealants. It is important that

we seal today 50 that we may save for tomorrow.
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Workshop on Guidelines for Sealant Use: Preface

Mark D. Siegal, DDS, MPH; Jayanth V. Kumar, DDS, MPH

Although dental caries prevalence
has decreased dramatically in the
United States, the disease still affect
more than 50 percent of schoolag
children and almost al adults. Chal.

families, as well as minorities, Ameri.
can Indians, and Alaska Natives are at
higher risk for cariesand are less likely

2 logical approach for further improv-
ing children’s oral health. Sealant use
by dentists, however, continues to fall
short of expectations.

While several attempts have been
made to increase sealant use both in
private practices and public programs,
the nation’s ability to achieve the.
Healthy People 2000 objective for
sealants is in doubt. The past decade
saw several sealant promation efforts,
including the Massachusetts Deparr-
ment of Public Health's 1986 mono-
graph, “Preventing Pit and Fissure
Caries: A Guide to Sealant Use.” Tre
monograph described sealant applica-
tion technique and provided guide-
lines for using sealants in individual
office programs and in community
programs, especially those that were
school-based.

Since publication of the sealant
guide, additional information abou:
denta! caries epidemiciogy, clinical
characteristics, and conservative rrea:-
prions has emesgec. Some
f 3 with cos
2bout health care coszs, have
Itec :n uncerminnes 2dout cliny;

Associanon
2nd Territonai Deatal Direc-

tors, the New York State Department
of Health, the Ohio Deparment of
Health, and the School of Public
Health, University of Albany, State
University of New York, convened the
“Workshop on Guidelines for Sealant
Use” in April 199¢ to evaluate and
update guidelines for sealantuse, spe-
u‘::uy those contained in the 1986
sealant guide. The workshop did not
addressall of the aspects of sealant use
that were covered in the Massachu.
setts sealant guide, eg,, sealant appii-
<ation technique, but narrowly fo-
cused on the process for selecting pa-
tients and teeth to receive sealants.
Twenty-two invited participants at.
tended the workshop. Participans in-
cluded clinicians, policy makers, pro-
gram administrators, and researchers
in both clinical dentistry and oral
epidemiology.

Themes of risk-based caries
prevention and conservative
methods for diagnosing and
treating pit and fissure
caries underlay all
discussions.

A background paper o recen:
changes in canes epidequoogy and
sherr potennal impac:

i ate Dopartment ot §

papers,several participants made brief
presentations on sealant-related data

that they had gathered in their own
programs. Workshop participants
then formed two work groups, one for
individual patient care and one for
community programs, to evaluate and
revise the guidelines, as necessary. At
various points during the process, the
workshop reconvened to hearand dis-
uss work group reports in progress.
The final recommendations were
drafted from discussion held at the
workshop and through subsequent
commentary by workshop partici-
pants on multiple drafts of the docu-
ment. Dental public. health practitio-
ners who did not participate in the
workshop reviewed and commented
on a late draft, as well.
Recommendations for sealant use
were approached, as they were in the
Massachusetts sealant guide, sepa-
rately for individual care programs
(mostly private practices) and for com.
munity programs. This approach
should ot suggest that the workshop
participants considered the teeth of in-
dividuals whoreceive their dental care
in these two seftings to be somehow
different, but rather that differing rsk
factors and clinical circumstances
might justify altering treatment plan-
ning decisions In fact, the decision.
making process—once the panent s in
the chair—is ve similar in both set-
fings.

these
guide: the

discussions. It was

I N —






[image: image20.png]acknowledged that realizing the full
potential for practicing conservative
dentistry and improving cost effec-
tiveness in the prevention and control
of dental caries will require improve-
ments in the state of the science both
for caries diagnosis and risk predic-
tion, and that all recommendations
made at the workshop will evolve as

new information emerges. While the
recommendations represent the con-
sensus of the 2 individuals who par-
ticipated in the workshop, they do not
represent official policy of any agency,
institution, or organization.

Several workshop participants
commented on the need for other
means to address sealant issues not
considered in the workshop. For ex-

Journal of Public Health Dentistry

ample, more than one participant fel:
that a concise, straightforward de-
scription of the sealant application
technique would be of value to dental
care providers, regardiess of practice
setting, Furthermore. a variety of vehi-
cles for communicating the workshop
recommendations and other sealant
information are needed.
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The United States Public Health
Service esublished a national health
objective for the year 2000 that 50 per-
cent of 8- and 14-year-oid children
should have pitand fissuresealantson
one or more permanent molar teeth
(1). To meet this objective, consider-
ably more than the 11 percent of 8-
year-old and 8 percent of 14-year-old
children found to have sealantsin 1986
‘must be reached (2). Although there is
evidence of some increase in the per-
cent of children with sealants since
1986 (3-5), a significant gap remains
between sealant and the
year 2000 objective. Furthermore, pub-
lic awareness and knowledge of
sealants remain low (6). Inan effort to
improve provider knowledge about
the appropriate use of sealants, the
Massachusetts t of Public
Health published a monograph, “Pre-
venting Pit and Fissure Caries: A
Guide to Sealant Use™ (7)in 1986. The
monograph described sealantapplica-
tion techniques and provided guide-
lines for using sealants in individual
office programs and in community
programs, specifically those that were
school-based.

Since publication of the sealant
guide, additional information about
dental caries epidemiology, clinical
characteristics, and conservative treat-
ment options has come to light. The
Association of State and Territonat
Dental Directors, the New York State
Health Department, the Ohio Depar.
mentof Health, and the School of Pub-
lic Health, Uruversity at Aloany, State
Unuversity of New York, sonvened the
two-day Workshop on Guidelines for
Sealan: Use in April 1994 toreconsider
ard update the guidelines from the
198 monograph. A background pa-
per (8) and two reacrion papers (9,10)
were presented and discussed by the
22 workshop participants (isted in the
Appendix) prior to work sessions to
revise the guidelines.

Like the previous guide. decisions
about when to apply seaizzts in ind-
vicual care programs were addressed
sevarately from community pro-
grams. Figure 1 illustrates ciéferences
becween the two settings w:th regarc
to determunants for an individual pre-

senting for sealants and the
influences on clinical decisions. The
two situations are distinguished by as-
sumptions about the availability of di-
agnostic and treawment options and
utilization of dental care by patients.
Individual care providers, whether in
private practice or public settings, are
more likely to provide continuous
care, with a comprehensive range of
caries diagnostic and treatment op-
tions available. Generally, the people
treated in community sealant pro-
grams are more likely to be episodic
users of dental care services.
Individual patient care usually is pro-
vided in private dental offices, butalso
can take place in commuruty primary
dental care programs such as commu-
nity health centers or neighborhood
clinics. Community primary care pro-
grams that meet the assumprions used
for individual care programs should
employ those guidelines within the
context of available resources and
knowledge of risk factors in the popu-
lation served. Programs that generally
do not provide continuous care nor
have access to a full amay of canes
diagnostic and treatment options
must take such factors into considera-
tion when determining individual pa-
tient canies risk and the mos: appropn-
ate clinical decisions.

Individual care providers,
whether in private practice
or public settings, are more
likely to provide continuous
care, with a comprehensive
range of caries diagnostic
and treatment options
available. Generally, the
people treated in community
sealant programs are more
likely to be episodic users of
primary dental care services.

Sealants are an imporur: dena
canies prevennon technoios: idealis
used 1n combinanon with pazent 6Gu-
canon, cfiectve personai orz. ~ygiene

fluorides, and regular dental visits.
‘The following principies and scientific
facts should underiie the use of pit and
fissure sealants in public and private

programs: .

+ Prevention of dental caries is bet-
ter than treatment. Therefore, sound,
nondiseased teethare more highly val-
ued than adequately restored teeth.

« For equivalent outcomes, the
least invasive approach, using the sim-
‘plestintervention for managing dental
caries, is preferred.

« Minimizing the cost of prevent-
ing or controlling pitand fissure caries
is desirable.

© Stategies for sealant use (eg,
patient selection, clinical decision
making) may differ between individ-
ual care and community programs.

‘Some critical scientific facts related
o sealant use follow:

« Sealants have been demon-
strated to be a safe and effective long-
term method to prevent pitand fissure
caries (11-13).

 Pit and fissure caries attack be-
gins in childhood and continues
through adolescence and into adult-
hood (14-16).

« Inaddition to preventing carious
lesions, sealants can arrest caries pro-
gression (17-20).

« Effective sealant use requires
meticulousapplication technique, par-
ticularly moisture control (7,10).
Sealant retention should be checked
within one year of application 7).

The following guide is an updated
and expanded approach to seiecting
commuruties, individuals, teeth, anc
tooth surfaces to receive sealants. It
does not, however, address all aspecs
of sealantuse. The discussions of canes
diagnosis, sk assessment,and the ex-
panded use of sealants as therapy for
caries confined 10 the enamel should
be of particular interest to dental care
providers who treat patients in indi-
vidual care programs. For those work-
ing in community sealant programs.
the expanded discussion of the roie o
commuruty necds asscssment in pro-
gram design and the concept of in-
tenm sealants in specific situations
should be heipiul

The reader should consult other
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Determinants of Sealant Delivery in Individual Care and Community Programs
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sources for the most current informa-
tion about aspects of sealant use not
addressed in this document (7821-
27). Sealant application technique was
well described in “Preventing Pit and
Fissure Caries: A Guide to Sealant
Use" 7). Since that nme, however, re-
search has indicated e effecuveness
of reduced etch time (13-20 seconds)
from the one-minute standard in 1986
(23}, and other research on tooth
eparanon has opened the door for
aiternatives to the putuce prophyiaxs
using a rotary instrument (25-26).
Soderholm addressed some clinical
aspects of sealan: usc :n his paper pre-
sented at the workshop (10). The
American Dental Association pro-
v:Zes informanon on seaiant matenals
accepted by its Councii on Dental Ma-
ls, Instruments, and Equipment

- Risk Assessment of Teetn

- Panient Deswe/Accaotance
of Protessicaal Recom
mencatio=

@7).A deailed guide for planning and
implementing community sealant
programs has been developed by the
American Association of Community
Dental Programs (21).

‘While this document represents the
consensus of the 22 individuals who
participated in the workshop, it does
not represent official solicy of any
agency. insarunion, or organization
Sealant Use in Individual Care
Programs

The goal of individuz patient care
programs is to achieve znd maintain
optimal oral health, wkich includes
the preventon of orzi ciseases and,
when freatment is necessary, conser-
vation of tooth stru consistent
with panent desires. Uiike commu-
nity sealant programs, 2+ defined for

this workshop, individual care pro-
grams provide for continuity of care
and incorporate comprehensive ap-
proaches 1o diagnosis, treatment plan-
ning, treatment, and follow-up. The
changes observed over recent years in
caries rates, patterns, and lesion pro-
gression allow for more effective and
Judicious use of sealanss in individual
‘care programs (8-10). Also, differences
in caries risk among individuals, teeth
and/or tooth surfaces have presented
‘opportunities for the development of
risk assessment models (2829). Al
though a practical risk assessment
model that can be applied at the indi-
vidual level s not yet available, sub-
stantial progress has been made in as-

ome’s risk for dental caries (30
33). The following guidelines are
provided to assist practitioners in de-
termining the appropriate use of
sealanss.

All patients having teeth
with morphologic charac-
teristics that place them at
risk of developing dental
caries should be considered
for preventive sealant
applications. Under certain
circumstances, patients
having caries in pits and
fissures also are candidates
for sealants, referred to as
therapeutic sealants.

All patients having teeth with mor-
phologic characteristics that place
them at risk of developing dental car-
ies should be considered for preven-
tive sealant applichtions. Under cer-
tain circumstances, patients having
canes in pits and fissures also are can
didates for sealants (17-20). Such
sealants will be referred to as thera-
peutic sealanss. Although the majority
of sealants used to date have been
piacec in children, recent studies sug-
gest that the risk for pit and fissure
caries extends into and well beyond
adolescence (14-16). Adults who are at
risk for developing lesions in pits and
fissures that were previously canes
free. as well as those who may require
sealant replacements, also should be
evaluated for sealants. The goal of pre-
venting caries through the more wide-





[image: image23.png]spread use of sealants will be accom-
plished best by providing prevenave
sealanss toindividuals at high risk and
placing therapeutic sealants on cari-
ous lesions that are limited to the
enamel.

Individual care providers have con-
siderable influence on patients’ deci-
sions about sealants. The recommen-
dation of a dentist or affice staff mem-
ber is more likely to influence parents
o have sealants placed on their chil-
dren’s teeth than learning about
sealants through the mdia (34). The
denal office, therefore, is a aitical
place for sealant promotion and an-
other avenue for increasing sealant
prevalence. Promotional materials for
patients are available from govem.
mental agencies and through the
Aperican Denal Assocaton atlog

Risk Assessment of Individuals.
Determination of the need for sealants

‘with an assessment of the indi-
vidual's risk for dental caries (Figure
2). Factors contributing to an individ-
ual's caries risk include caries history
in primary and permanent teeth, pre-
vious dental care, use of preventve
practices, and family and medical his-
tory, among others (30-33). Risk for pit
and fissure caries varies from one pa-
tient to another, and within the same
patient from one point in time to an-
other. Changes in habiss, life circumn-
stances, health status, and medicaton
use (e.g., antisialogogues or sweet-
ened syrups) are known o influence
nisk for caries (36.37). The different
and changing risk profiles among pa-
tients in individual panent care pro-
grams require continuous manitoring,

Risk Assessment of Teeth. Assess-
men: at the tooth level is performed to
Getermine the need for a sealant. Fac-
tors that should be cons:Gered are the
individual s risk for deveioping denal
<aries, level of caies acovicy, pit and

sure morphology, cares panern,
anc lfe expecrancy of prmary tee:a
Use of sealants aiso depends on the
status of proximal suriaces of the oot
selected for sealing, the erupt
starus, and the ability 10 isolate
tooth adequarely. Furtnermore,
distribution of caries by tooth type
es a clear indicagon of suscep-

o canes.

Studies suggest that firs: and second

ary molars, premolar, and perma-

FIGURE 2
Guidelines for Sealant Use in Individual Care Programs

lovel of canes acowry

saaled e o
ang retenuon. ang canes

nsk also might need to be sealed.
Evaluation of teeth resuls in pitand
fissure surfaces being classified into
one of three categories: caries free,
enamel caries, and dentn caries. Fig-
ure 3 provides climical presentations of
cach of the three categones. Althoug™
canes diagnosis historicaliy has been
performed by a visuai-tacnle examina-
nion using 2 mirror and explorer, stuc-
1es suggest that visual examination of
air-dned teeth alone, with or without
magnificaion, may provide compara-
ble or superior diagnoses (3946:
Moreover, probing for dental canes
using a sharp explorer wits: frm pres-
sure may damage noncaviated car-

ous enamel (4148). Diagrostic tech-
niques now under development may
improve our abiliry to identify dennl
canes with greater accuracy in the fu-
ture and reduce patientrisk (10). There
is 2 need 1o establish standards for the
diagnosis of dental caries, perhaps
through a consensus development
conference or other forum. At this
fme. a pruden: approach for
diagnosis would be to use ligh: ©©
moderate pressure if using 2n ov-
plorer

Caris-free Tecth. The decision o seal
2 sound or canes-free surface is based
prinaipally upon considerations of car-
fes sk as influenced by pitand fissure
‘morphology. erupaon status, and
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Dental Caries: Caries free, Enamel Caries, Dentin Caries
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ies activity in the mouth (Figure 2).

Pitand FissureMorphology: Pitand
fissure morphology hasbeen shown to
bea significant factor in predicting car-
iesrisk (30). Previous guidelines have
stated clearly that teeth with well-coa-
lesced pits and fissures and wide, eas-
ily cleaned grooves usually do ot re-
quire sealing (749-51). Teeth with
deep pits and fissures that catch an
explorer are ideal candidates for
sealants.

Permanent molars have the most
susceptible pits and fissures. Premo-
lars are much less susceptible © oc-
clusal caries than permanent molars
(8-10,38). Therefore, fewer
will be indicated for sealant applica-
tion than permanent molars. The need
for sealant use in first and second pri-
‘mary molars alsois determined by the
pitand fissure morphology and thellife
expectancy of the tooth. Primary mo-
lars, particularly second molars, can
demonstrate deep pits and fissures.
Sealants may be indicated on primary
molars with clear evidence of pit and
fissure caries activity or deep and/or
sained fissures, particularly if proxi-
mal tooth contact does not exist. In
such cases, sealant application is indi-
cated consistent with the overall as-
sessment of the individual's nisk and
the life expectancy of the tooth.

Questionable Caries: Sometimesitis
difficult w distinguish sound pits and
fissures from those with caries limited.
0 enamel. In this situation, commonly
referred to as questionable caries (7,2
tooth would be considered at risk for
dental caries and should receive a
sealant. A sealant placed overa carious
lesion limited o enamel will prevent
the progression of undiagnosed canies,
should 1t be present. This approach is
justifie. since it has been shown that
if a diagnosnc errof occurs and canes.
15 sealed, the lesion will not progress,
but wiil ares:, provided the seziant
remains intact (17-20)

Eruption Status: Previous guide-
lines have stressed the need to seai the
tooth :mmediately after eruprion
(749,50) However, studies have sug-
gested thatadequate isolation is essen-
tial for sealant retention and :aat
sealant success s positively associated
with the erupton status of the testh
and the operator's ability to mainaun
2 arv (13). Whenever possidle,
thereforc, it 15 recommended tha: the
seaiant iacement be delayed unsi the
tooth is sufficiently erupted.
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FICURE 4
Woarksheet for Determining the Need for Community Sealant Programs and
Designing a Direct Service Community Sealant Program

that have remained caries free for four

or more do not require sealants
{49,50). Based on clinical and
epidemologic dam, posteruptive age
alone should no longer be used as a
‘major cnterion for deciding whethera
twoth should be sealed. The primary
consideration should be the risk of the
pitand fissure surface t caries consis-
tent with an individual’s overall caries
risk at the time of evaluation.

Caries Patter: If the pattern of car-
ies indicates susceptibility to pit and
e carics, 25 evidenced by the oc-
currence of one or more lesions per
year, it is advised that the remaining
caries-free pit and fissure surfaces of
teeth at greatest risk be sealed. If an
individual demonstrates proximal car-
ies activity, sealants still may be indi-
cated for noncarious occlusal surfaces.
‘The conservation of oeclusal surfaces
always should be considered when
restoration of proximal surfaces of
teetk:is undertaken. Several conserva-

Fnagument o the proximal and

¢t o oc-
dmmum of the same tooth. Con-
servative procedures for management
of proximal caries on posterior teeth
can range from remineralization pro-
tocols 1o direct access restorations, in-
cluding posterior Class III glass
ionomer restorations and slot prepara-
tions combined with conventional re-
storatve materials (10,52-60).

Eramel Caris. Enamel lesions are
those in which demineralization is
confined t the enamel. Upon visual
examination, the tooth demonstrates a
white halo of opacity or chalkiness sur-
rounding the air-dried pit or fissure.
Current radiographic methods cannot
detect enamel caries in pits and fis-
sures unti the lesion has reached the
dentn. Seaiants can be placed safely
on enamel lesions without jeopard-
izing the health of the tooth (17-20).

Dentin Cares. Usually the progres-
sionof thelesion into the dentin results
1n the coliapse of at least part of the
overiying enamel, producing a readily
idenzifiable chinical cavity. Recent
studies repor: iesion progression into
thedentin under apparently intactsur-
face enamel, thus making it more dif-
ficult 0 detect lesions in dentin by
clinical means (61,62). The visual clues
© the presence of a dentin lesion in-
clude changes in color, opacity, or
translucency of the tooth (44). Radio-
graphs show radiolucency beyond the





[image: image26.png]dentino-enamel junction. A pit or fis-
sure surface with definite caries in-
volving dentin should have the caries
removed and restored conservatively.
This treatment may include the use of
sealants, in conjunction with compos-
ite restorative materials, in preventive
resin restorations (53-60).

Evaluation of Sealants. Reported
complete sealant retention after 10
years ranges from 41 to 57 percent (63).
Failure of  sealant to be retained on a
tooth surface primarily is related to
operator technique—specifically,
moisture contamination at a qitical
point during the sealant application
process. Because most sealant failures
occur relatively soon after application,
sealants should be evaluated cinically
within one year of placement 7).

Guidelines for Sealant Use in
Communit

For the past two decades in the
United States, community programs,
most often either school-based or
school-linked, have provided direct
service by appying sealants to chil-
dren’s teeth. Community or public
health options for reducing pit and
fissure caries through sealant use,
‘however, go beyond the direct service
approach (64). Additional options in-
clude sealant promotion to increase
their use in private dental practices
and the developmentof public policies
that foster sealant use (e.g., through
Medicaid rules or denal practice acts).
The guidelines that foliow are in two
parts: developing 2 community strat-
egy for sealant use, and program de-
sign options for communities that se-
lect the direct service approach. It
should be noted that even among di-
rect service programs, settings otner
than schools may be fezsible and ap-
propriate for sealant application, a5
demonstrated with yoisg adults ir
military service (15).

Designing a community sealant
program involves a senes of decisions
for which there are few hard anc fast
rules. Some of these decisions must be
made by assessing population needs
and balancing them witr: supports and
constraints in resources and other fac-
tors. Figure 4 illustrates seven major
decisions that should be made when
designing a community sealant pro-
gram—there may be c:ners, as well
The figure is presented := the form of
a worksheet that may %e helpful in
«dentifying issues and making plan-

ning decisions. The narrative provides
additional information to heip identify
the factors to weigh when making pro-
gram design decisions.

The community program guide-
lines recognize that all communities
are not the same. They often vary with
respect to caries levels, dental reat-
‘ment resources, public health systems,
and the value placed on oral health
and dental caries prevention. There-
fore, the early steps have been de-
signed to help assess community need
for sealant and do not as-
sume that 3 prograr program will be imple-
‘mented in every instance.

Because several direct service
sealant program models have been op-
erated successfully over the years, the
guidelines offer flexibility for design-
ing such Comamunity goals
and other considerations will influ-
ence the path chosen. Program objec-
tives should be established in advance
of program design decisions. For ex-
ample, one community may choose to
offer sealants to the greatest number of
Ppecple, while another may target spe-
cific population groups (eg. low in-
come). Dental disease patterns con-
tinue to evolve, as do the
designed to meet community needs.
Therefore, angoing monitoring and
evaluation of program operations and
design are imporaant.

Develop aCommunity Strategy for
Sealant Use

1. Define the Community

The community to be served first
st be defined. For these guidelines
the term “community” is broadly de-
fined as any group with shared char-
acteristcs. For example, the commu-
nity can be one or more municipalities,
neighborhoods, school systems, mar-
aged care organization memberships,
or other populations. I~ some in-
stances,a state's population may mee:
the definition of a comm:

2. Assess Communizy Ne
Sealants

Once the community has been de-
fined, the next step s to assess the need
for a sealant program. Verfication of
need (eg., prevalence o
and fissure canies and
surfaces, level of contro: ¢ prommal
caries, sealant prevalence)
from a vanety of sources
cation can result
cepidemiologic survey or
mined informally fror: observatio:
reported by teachers, scho0i nursas,

for Dental

dental clinic staff, If direct assessment
ofthe caries level isnot possible, proxy
measures for selecting populations
with high caries risk may be used (e.g.,
low income).

‘The Association of State and Terri-
torial Dental Directors’ *Assessing
Oral Health Needs: ASTDD's Seven-
step Model” (65) is a useful tool for
assessing community oral health, in-
cluding sealant needs. The ASTDD
model offers choice of data collection
‘methods suitable for different levels of
available resources. Options include
secondary data, dinical program data,
questionnaires, screenings, and
epidemiologic surveys. The model
provides detiled descriptions of
Teeds assessments methods. However
assessed, the community need for
sealants should help to determine the
approaches) for addressing the prob-
lem.

3. Weigh Support and Constraints for
Sealant Program Development

Once need bas been established, a
decision on how to increase sealant
prevalence requires consideration of
support for programdevelopmentand
constraints that could interfere. Sup-
portand constraints can be as general
s the value that the community places
onoral healthor as specific as theavail-
ability of people to work on the project
and funding for implementation. By
identifying support and constraints
early, a rationale approach can be se-
lected. For example, if a state’s dental
practice act does not permit dental hy-
gienists o assisants to apply sealants
without an on-site dentist, it will be
much more costly to operate a direct
service sealant program unless den-
tists are willing to donate their Gme.

4. Select Arproaches for Increasing
Sealant Prevalence

Given a communify's needs, sup-
por, and consrrains, decision makers
muss assess the necessity and practi-
cality of 2 sezian: program. If there is
sufficient neec and the balance of sup-
POt and constoaints tips toward the
abilizy to inizate a program, selecang
one or more of several approaches for
increasing sealant use is the next step.

Direct service programs, in which
sealants are 2pplied to individuals'
teeth, rradiionally have operawd in
school setnngs. Transporing 2 mobile
anc sertng up portble

< at schools are com-
odels. Sometimes,
lied and screcned at






[image: image27.png]school, but receive sealants at an off-
site dental clinic. Other potential sites
are institutions (e.g, correctional, resi-
dential programs for peopie with
mental retardation or other develop-
mental disabilities), military inslla-
tions, and—where needs assessment
has shown primary moiars of young
children to be appropriate targets for
sealants—Head Start

A variety of sealant promotion ef-
forts offers the potential for.
sealant use in dental offices (66,£7).
The recommendation of a dentist or
office staff member is more likely to
influence parents to have sealanss
placed on their children's teeth than
learring about sealants through the
media (4. The sealant promotion ap-
proach may target the dental profes-
sion, the public, individuals responsi-
ble for administering health benefit
plans, or a combination thereof.

A policy development approach re-
lates to policies likely to increase
sealant use. For example, raising
Medicaid fees and broadening or
epp‘nnnmung ageresicions forsealan

tion increase appropri-
ate sealant use. Inaddition, s csaibon
of agencies and organizations could
review the problem of dental practice
act requirements that restrict sealant
placement by dental auxiliaries and
work toward modifying those require-
ments.

Design Options for Direct Service
Sealant Programs

5. Define Sp:nfn: Population(s)

Specific populations to receive
sealants may be targeted further, or
“modified,” by a vanety of factors
reach those in greatest need. Some de-
gree of targeting probably will be un-
2voidable unless resources are unh-
ired. Traditionally, sealant prograx=:

ve been for schooichildren; how-
ever, other special popuiations may e
<andidates, as well.

‘School-based or schooi-linked
grams usually operate n second
sixth grades, as suggestad in “Prov
ing Pit and Fissure Canes: A Guide
Sealant Use™ (7). Ofter. the progr:
reexamune the childrer e next schod:

TABLE1

Availability for Sealant Application

of Occlusal Surfaces of First and Second

Permanent Molar Teeth, According to Grade Level, Ohio 198788 (70)

Percent of Students with All 4 Occlusal Surfaces
Sufficently Erupted® for Sealant Application and with

No Occlusal Sufaces Sufficiently Erupted

First Permanent Molars Second Permanent Molars

Grade Level All4 None Alg None
First 572 188 -

Second 85 18 -

Third %8 09 - -
Sixth - - 25 3756
Seventh - - 555 ns
Eighth - - 78 3

“Suffiaenty erupred means that the ochusal surfice was coplerely exposed and dear of
‘gingival ussue. This does not indicase eruption stafus of buccal and lingual surfaces with pis and
fissures, which can contribute to overall anes laveis.

gram objectives or school considera-
tions (e.g, whether sixth grades are in
elemenary or middle school). Selec-
tion of higher grade levels usually rep-
resentsa trade-off between identifying
a greater number of sufficiently
erupted teethand di -
patian by older students. Alternately,
a program may be offered to all
schools or only those with high num-
bers or percents of children from low-
income families. Such how-
ever, may offer sealants to all children
in the grades selected at a particular
school. Low-income families generally
have moredental caries and less access
to denal care, making them a fre-
quently targeted population group for
sealant programs. For children, eligi-
bility for free or reduced-cost school
lunch programs is often used as a
proxy for low income (66.69).

Research has shown thar the clinical
progression of canes is siower today
than in the 19605 and 1970s, and that
teern are at nsk for pit and fissure
canes for a longer tme (i0). Although
school-based or schooi-imked pro-
grams sull may be highiy appropriate,
other possibilities now ex:st. Some ex-
amples of special popuiations that
could be targeted are lisced in Figure
4

6. ldenciy Individuals to e Evaluated
for Sealancs

Once a specific populazon has been
selectec, including any modifiers to
further arge: the prograz:, a decision
must be made whethe: o offer the

program o all or selected individuals.
Even in schools in low-income areas,
all individuals at a given grade level
may be offered sealants, or only those
‘whe qualify for the lunch program or
who do ot havea dentist. Information
on utilization of dental care can be ob-
tained on consent forms or health his-
tories. Many times schools will be un-
willing to select individual children on
this basis for fear of stigmatizing them
or as an equity issue relative to other
children. It usually is acceptable, how-
ever, to select schools according to
some indicator of economic need. All
these decisions should be made ac-
cording to program goals and commu-
nity considerations. Participation in a
community sealant program is contin-
gent upon consent of a parent or
guardian in accordance wit iocal
standards.

7. Identify Teeth Tooth Surfaces

Notall individuals within
tion are equally appropriate candi-
dates for denal sealants. There are
dental conditions that either piace
them at very low caries risk (¢
past caries history combinec with
well-coalesced pits and grooves: or
preciude sealant use (e.g., large prou-
mal caries or restorations on al! seeth
with fissured surfaces). The ind
care guidelines for sealant use (F
2) are the basis for tooth sciec
targeted community programs. H
ever, since community progre

and comprehensive array of caries di-





[image: image28.png]tic and treatment options, these
individual care guidelines have been
adapted for community programs.

While current models for identify-
ing individuals who areathigh risk for
dental caries require further develop-
ment, knowledge about surface-spe-
cific caries attack rates and the rela-
tionship of tooth eruption to age can
help in the design of a program that
conserves limited resources and maxi-
mizes effectiveness (3,67). Seudies sug-
gest that first and second permanent
‘molars are at greatest risk for pit and
fissure caries and that primary molars,
premolars, and permanent maxillary
incisors are at much lower risk (7-
1038). Table 1 lists thelikelihood of the
occlusal surfaces of first and second
permanent molars being erupted suit-
ably for sealant applicatonat different
grade levels (70). While occlusal sur-
facesare the first o besuitably erupted
for sealant application, buccal pits of
lower molars and lingual grooves of
upper molars also are at substantial
risk for caries and should be sealed
when they meet sealant need criteria,
including the requirement to maintain
a dry operating field. It s possible to
delay sealant application for these sur-
faces until a child is seen on follow-up
during the next school year.

‘Unlike the model for tooth and
tooth surface selection i individual
care programs, risk assessment of in-
dividuals in community sealant pro-
grams should give considerable
weigk:t o the likelihood of theindivid-
ual receiving future denal care. This
factor can be assessed by observing the
presence of caries and reswrations or
byaquestonnaire. Itis possible, there-
fore, that sealants will be 2pplied 10 2
greate: proportion of sound teeth and
teetr. with questionable caries in comn-
munity programs than = individuai
care orograms because of o inabit
t© momitor teeth over ae in the fo:

me: and a consequent neec 10 “err or.
the saie side.”

furure. Uss of im
* caries CORMT. s sitn:

interim sealants includes notfication
of the patient and parent or guardian
of the need for restorative care. Interim
sealants are recommended only in in-
stances where the examining dentistin
a community sealant program be-
lieves that the patient is unlikely to
complete a resiorative care referral in
the near future and the size of the cari-
ous lesion(s) is not too large to pre-
clude the procedure. Interim sealants
areintended toarrest dentin caries un-
] the tooth or teeth can be evaluated
and more appropriately trested. The
procedure is justified in community
sealant programs in light of reports of
children with significant dental caries
being found, upon follow-up exami-
nation, who have not received care
despite previous referral, and by stud-
ies in which frankly carious teeth were
sealed successully for many years
a7197172.

‘The suceess of a comumunity sealant
program strategy that employs in-
terim sealants would be enhanced
greatly by theavailability of a different
color sealant (eg., red o pink) along
with education of, and communica-
tion with, local dentists on the mean-
ing of the color-marked sealant These
steps would alert dentists to the need
for careful diagnosis and treatment
planning of weeth with color-marked
sealants. Manufacturers of dental
sealants should develop a different
color (other than white or clear)
sealant specifically for use in commu-
nity sealant ms. In the absence
of the availability of the color-marked
sealant, programs using interim
sealants must be committed to com-
munication among patients, parents
or guardians, and the dentl commu-
nity.

Evaluation. Commuruty needs, car-
ies patterns, and denl technoiogy are
all dynamic factors :2a: coxid affect
the appropnateness of 2 seaiant strat-
egy over nme. Juss as comzwnities
should assess necds beiore c=sarking
on a sealant sirategy. “hey also snould
reevaluate those needs perodically
along with the effecziveness,
grams they nave deveiopec.

efficiently
Evaluanoa shouic.
H prog

sealant needs of the community. An
esublished program can document
sealant need with programamatic data.
For example, participation rates in a
direct service sealant program might
reflect a community’s expressed inter-
estin sealants. The number of children
found by the program to be lacking
sealants and at sufficient risk for pit
and fissure caries to require sealant
application indicates unmet need.

Another evaluation component
should be the assessment of program
quality 73,74). For eample, data on
retention rates of sealants placed, com-
parison of program practices with es-
tablished standards for infection con-
7o), and sealant application technique
may be used to evaluate programs. A
reexamination component will pro-
vide the opportunity for determining
sealant retention rates. Program effic
ciency can bemeasured in terms of cost
per individual, per toth sealed, or per
number of carious lesions prevented.

Othier approaches to increasing
sealant use 2iso can be evaluated. The
effects of sealant promotion programs
could be evaluated through surveys of
dentists and parents, as well as
through the kinds of needs assessment
activities mentioned previously. Im-
‘pacts resulting from policy changes in
Medicaid can be assessed through pro-
gram daa on the number of sealant
claims submitted. The following list
may be useful in deciding which fac-
tors to include in an evaluation of a
program:

+ change in dental caries experi-
ence,

« number of sealants

« number of children receiving
sealans,

+ community support demon-
strated,

 number of children with prior
dental caries experience,

= retennon rate of sealants,

« sealant program costs, and

- number of Medicaid recipients
served.

Conclusions

The guideines developed at the
Warkshop on Guidelines for Sealant
Use, aithougn similar to those pre-
sented in the 1986 Massachusetts
sealant guide, should be viewed as re-
finements of the earlier guidelines. The
guidelines for deciding which patients
and teeth should receive sealants in
individual care programs were





ENCLOSURE II

National Institutes of Health 

Consensus Development

Conference Statement

PHS Policy Statement on Sealants

Longitudinal Evaluation of Sealing Molars With and Without Incipient Dental 

Caries in a Public Health Program
Dental Sealants in the Prevention of Tooth Decay
National Institutes of Health 
Consensus Development Conference Statement 
December 5-7, 1983


For making Bibliographic reference to the consensus statement from this conference, it is suggested that the following format be used, with or without source abbreviations, but without authorship attribution: 
Dental Sealants in the Prevention of Tooth Decay. NIH Consens Dev Conf Consens Statement 1983 December 5-7;4(11) 

	Introduction and Conclusions
Introduction 

The chewing surfaces of children's teeth are the most susceptible to decay and least benefited by fluorides. In recent years scientists have developed plastic films that are applied to these chewing surfaces to seal the pits and grooves where food and bacteria can be trapped. These dental sealants offer a new approach to the prevention of dental caries.

The National Institutes of Health convened a Consensus Development Conference on December 5-7, 1983, to evaluate the effectiveness, safety, and implementation of the sealant procedure. After hearing a day and a half of presentations by experts of data on dental sealants, a Consensus Panel of biomedical investigators, practicing dentists, academicians, a dental hygienist, a statistician, and representatives from public interest groups considered the evidence and agreed on answers to the following questions: 

1. With the current widespread use of fluorides and the generalized decrease in caries experience among children, is there a need for sealants? 

2. How effective are sealants? 

3. Are there risks associated with the use of sealants? 

4. What are the indications for using sealants in individual and community-based caries preventive programs? 

5. What are the clinical procedures involved in successful sealant application, and what training and education are required? 

6. What factors have influenced and should influence the adoption and utilization of sealants for caries prevention? 

7. What is the current status of sealant research and what should be the research priorities for sealants and their implementation? 

Panel's Conclusions 

The placement of sealants is a highly effective means of preventing pit and fissure caries. It is safe. It is currently underused in both private and public dental health care delivery systems. The reasons for such underuse are complex, but intensive efforts should be undertaken to increase sealant use. Expanding the use of sealants would substantially reduce the occurrence of dental caries in the population beyond that already achieved by fluorides and other preventive measures. Because dental caries is still a disease common to most young people in the United States and in other countries of the world, such reductions would substantially improve the health of the public and reduce the expenditures for treatment of dental disease.

Practitioners, dental health agency directors, and dental educators are urged to incorporate the appropriate use of sealants into their practices and programs.

It must be emphasized that the substantial reductions in dental decay that have occurred in the young population in the United States are due, for the most part, to the use of systemic and topical fluorides. These programs should be continued and expanded if we are to maintain and continue the trend in caries reduction. Indeed, the control of smooth surface caries that is provided by fluorides is of critical importance to the additional effectiveness of sealants. 
 
  

With the Current Widespread Use of Fluorides and the Generalized Decrease in Caries Experience Among Children, Is There a Need for Sealants? 
The panel believes that the answer to this question is yes. Recent studies have indicated that the prevalence of coronal caries in children and adolescents is declining, due mainly to the beneficial effect of water fluoridation and other methods of fluoride delivery. Nevertheless, by age 16, American children have an average of nearly 10 decayed, missing (extracted), or filled tooth surfaces. In other industrialized countries, caries scores have also declined but are still substantial. In a few industrialized countries and many of the developing nations, caries scores are still increasing. The vast majority of young people in the world have dental decay. Prevention of the disease is a much better objective than treatment. Worse yet is nontreatment--with the pain and impaired function that follow. Thus, the need for additional or improved preventive methods is still compelling.

It is of particular interest that dental caries is today largely a disease of pits and fissures of the teeth as opposed to lesions in smooth tooth surfaces. The National Dental Caries Prevalence Survey (1979-1980) revealed that only 16 percent of the caries experience of 5- to 17-year-old children occurred in approximal (smooth) surfaces, while 84 percent involved surfaces with pits and fissures. Systemic and topical fluorides have a less profound caries preventive effect on the pit and fissure tooth surfaces than on smooth surfaces. The major remaining need in the young population is to reduce or eliminate the carious process occurring in pits and fissures. These areas include primarily the occlusal or chewing surfaces of primary and permanent molars and of premolars.

Certain population groups have an especially urgent need for preventive measures, including sealants. These groups include immigrant populations, people who are institutionalized, disabled people, those with a low income, and others. 
 
 

How Effective Are Sealants?
Sealants are highly effective in preventing pit and fissure caries. The effectiveness of dental sealants in the prevention of tooth decay has been demonstrated in a variety of research findings covering a span of 16 years. In the last several years, investigators in several countries have repeatedly demonstrated that caries protection is 100% in pits and fissures that remain completely sealed. Complete retention rates after one year are 85% or better and after five years are at least 50%. These trials have shown that a close correlation exists between retention of sealants and their effectiveness, regardless of how the latter is defined and measured.

Acid-etch resin sealants are classified into three types, based on the method by which they are cured (hardened): ultraviolet light-cured, chemically or self-cured, and visible light-cured. Research studies have demonstrated that self-cured sealants are somewhat more effective than ultraviolet light-cured sealants. More research is required to establish the relative long-term effectiveness of the visible light- cured sealants, although retention rates after two years look favorable. Sealants have been demonstrated to be effective in communities both with and without fluoridated water.

Effectiveness is further increased if lost or partially lost sealants are replaced or repaired at visits subsequent to initial placement. The typical recall system in a private dental practice makes such replacement and repair convenient. Although recall is more difficult in community-based programs, it would enhance effectiveness in these settings as well.

The effectiveness of sealants appears to be equal whether applied by dentists, dental hygienists, or dental assistants, provided that they have received appropriate training. The use of hygienist/assistant teams has proven to be particularly effective in public health settings.

While the subject of the conference was the prevention of dental caries, it is suggested that sealants may also be used to arrest the progress of incipient or small pit and fissure lesions. Further exploration of this approach through careful clinical studies is to be encouraged. 
   

Are There Risks Associated With the Use of Sealants?
The risks associated with the use of pit and fissure sealants are minimal, and sealants are safe when properly placed using state-of-the- art materials and procedures.

In considering the risks associated with the use of sealants, the panel evaluated both the possible systemic and local effects of the procedure. No systemic toxicity from the clinical use of sealants has been reported. The sealants currently classified as acceptable or provisionally acceptable by the Council on Dental Materials, Instruments, and Equipment of the American Dental Association contain no known toxic materials or carcinogenic agents. Sealants have also received favorable evaluation by the Food and Drug Administration. The chemical compositions of resin formulations used for sealing developmental pits and fissures are similar to, or the same as, monomeric resins that have been used for other dental purposes for many years.

Some concern has been expressed about the local tissue effects from the phosphoric acid solution used to prepare the enamel for bonding of the sealant resins. There is no evidence to indicate that this has been a significant problem when the etchant is used properly.

Questions regarding the possibility of the progression of dental caries beneath properly applied sealants have been answered by clinical studies. The evidence is overwhelming that the vitality of the dental pulp is not endangered by incidental placing of sealants over small pit and fissure lesions. In fact, minor carious lesions covered by sealants seem to become inactive, and the process of tooth decay is apparently arrested by the sealant. Investigators have reported negative or reduced bacterial cultures following several years of sealing. No studies have identified significant caries progression beneath an intact sealant. Sealants apparently seal off residual bacteria from their principal nutrient supply, thus preventing the accumulation of acid in cariogenic concentrations.

The fear that the enamel will become more susceptible to caries if the sealant is lost seems unfounded. Studies have shown that a tooth which has been treated and then lost its sealant is no more susceptible to caries than a tooth that has not been treated.

Concern has been expressed that the placement of sealants in excessive thickness could cause occlusal disharmonies. However, there are no reports of such problems in the extensive clinical trials that have been conducted.

In addition to the risk to the patient, the panel considered possible risks to dental professionals, especially those placing sealants on a regular basis. No evidence was reported for mutagenic or other systemic risks to such personnel. The Panel recommends that protective glasses be worn by operators when using either the ultraviolet or visible light-cured materials.

There are social and economic risks in the widespread adoption of any new technology. For example, if a society emphasizes one technology, it runs the risk of deemphasizing others or of not having resources available to support them. These issues of social resource allocation risks or the relative importance of dental sealants and other social needs are beyond the scope of this panel. 
 
  


What Are the Indications for Using Sealants in Individual and Community-Based Caries Preventive Programs? 
Individual Programs 

Patients or their guardians should be made aware of the availability of sealants and, except where sealing is clearly inappropriate, given the opportunity to have sealants placed. Those individuals who can benefit from such treatment are: 

1. Children with newly erupted teeth with pits and fissures. 

2. Children whose lifestyle, developmental or behavioral patterns, or lack of fluoride exposure put them at high risk for dental caries. 

3. Children with teeth that have pits and fissures that are anatomically susceptible to caries. 

4. Other persons who desire sealant application and for whom sealant therapy is technically feasible. 

In addition, evidence has been presented that children may benefit from having small carious lesions sealed, but further studies should be conducted to define the utility of this approach. Informed dentists and guardians should have the opportunity to make such a choice.

Community-Based Programs 

Ideally, children should have access to sealant application on the same basis whether they are in individual or in community-based programs. However, when resources do not permit this, priorities should be established. Sealant programs should be implemented in communities where the preventive effect will be optimal, with consideration for prevalence of approximal caries, fluoridation status, and unique features of the population. Within these communities, priorities may be established on the basis of eruptive patterns, control of smooth surface caries through the use of fluorides, known population groups with special needs (for example, institutionalized persons or ethnic and cultural groups with demonstrated high caries rates) and those who do not have access to restorative dental care.

Sealants should be a part of state Medicaid funding programs where dental services for children are provided. Recommended priorities for sealant application among the Medicaid population are as follows:

Priority #1: Permanent first molars for children ages 6 through 8 and permanent second molars for children ages 11 through 13. 

Priority #2: Premolars in high-risk children and primary molars. The various agencies responsible for other government-funded programs should develop priorities to ensure the most effective use of sealants for their service beneficiaries.

Minority Opinion -- Robert M. Veatch, Ph.D. 

The establishing of priorities in community-based programs can be based on either the principle of maximizing the good in the community per unit of investment, or the principle of justice that requires treating all citizens equally, regardless of whether that will maximize efficiency. The majority has opted for the utilitarian strategy. Critics of utilitarianism have recognized that its principles can compromise the just claims and rights of some members of the community.

I accept that priorities can be established ethically but do not believe it is the place of this panel to propose ways in which the needs, welfare, and rights of patients should be compromised. If priorities are established, they must be based on the just claims of individuals regardless of whether honoring their rights will maximize community welfare. I accept priorities that are based on age or eruption status. Since all members of the community pass through an age progression and experience eruption of teeth, priorities can be established on this basis in a nondiscriminatory way. Priorities based on sex, race, ethnic group, socioeconomic status, the socioeconomic status of a school, fluoridation status of the patient's community, or the community approximal caries rate should be rejected. Giving priority on the basis of any of these criteria discriminates against those children who, through no fault of their own, are in social groups that will produce less efficient investment payoffs. They will be discriminated against even if in their own cases sealant treatment predictably will produce great benefit. For example, under the utilitarian strategy of giving priority to communities with fluoridation, in a nonfluoridated community a child with low approximal caries whose parents have obtained fluoride treatment for him or her (through professional or self-application) would be excluded from a community-based sealant program. A child in a fluoridated community, who is in all morally relevant respects identical, would receive sealant treatment benefits.

In my opinion, dental sealants for at least some teeth are an essential part of an adequate minimum of health care and are thus a basic right of all citizens. 


What Are the Clinical Procedures Involved in Successful Sealant Application, and What Training and Education Are Required? 
The procedure of properly applying a sealant is conceptually uncomplicated. Under actual clinical conditions, however, it may be simple or difficult to execute correctly. Clinical procedures for successful sealant application are as follows: 

1. The tooth must be isolated so that adequate access is established to observe the field and to reach tooth surfaces with the appropriate instruments. This isolation must also insure that saliva contamination of the surfaces to be sealed can be prevented at critical points in the procedure. 

2. The surfaces should be cleaned with a prophylaxis brush or rubber cup and a cleansing agent that contains no oil or other substance that cannot be completely and quickly washed from the surfaces with water. The cleansing agent should be carefully washed from the surfaces using a water syringe and aspiration or high-speed evacuation. 

3. When the teeth are effectively isolated from saliva contamination, the surfaces are dried and etched by application of a 30 to 50 percent phosphoric acid solution for one minute. The solution is gently agitated during the application. It should cover all of the areas to be sealed. 

4. The acid should be washed away with water and aspiration or high speed evacuation. The surfaces are carefully dried and inspected to ensure that the frosty-appearing etch covers the area intended. The absolute avoidance of contamination with saliva or air-line moisture or oil is critical from the time of acid removal and drying until the sealant is cured. If contamination is suspected, re-etching of the surface for twenty seconds is indicated. 

5. The sealant should be applied according to the manufacturers' instructions. Care should be taken to avoid entrapment of air bubbles, to extend the sealant into all the grooves and pits, and to avoid extention of the sealant onto unetched smooth surfaces or soft tissues. The sealant must remain uncontaminated and undisturbed until it is cured to hardness. 

6. The sealant should be examined to ensure that underextension, overextension, undercuring, or voids have not occurred. A reasonable attempt should be made to remove the sealant to determine if adequate bond strength has been established. 

Fluoride should not be applied to the enamel surface immediately before a sealant procedure is initiated. Fluoride may be applied immediately after sealant application.

The most common reason for sealant failure is contamination of the etched surface with saliva or air-line moisture or oil. Adequate isolation from saliva for the time required is usually the most difficult step. Inability to do so is the most frequent reason why sealants cannot be placed on surfaces where they would be of benefit.

Only sealant products classified as acceptable or provisionally acceptable by the Council on Dental Materials, Instruments, and Equipment of the American Dental Association and thus having documented clinical effectiveness should be used.

As in any clinical method, exacting execution of the method and use of proven materials is required to obtain the desired result.

Research has proven that the efficacy of sealants is based on the retention of the sealant. Retention of sealants is definitely technique-related. Anyone being trained--whether dentist, hygienist, assistant, student, or experienced practitioner--should have the same understanding and competence in the technique of application. To accomplish this, the Panel recommends that all training programs consist of three components: 

1. A didactic program consisting of lectures and readings on the histologic and microbiologic implications of sealants, the rationale and indications for their use, their clinical usefulness in individual and community-based caries preventive programs, and the technique of application. 

2. A laboratory or preclinical program to familiarize the trainee with the materials and methods. 

3. A clinical program involving actual application of sealants to patients' teeth. During this time it is important to have the steps in the procedure as well as the end product monitored by experienced personnel. 

Sealant technique should be taught and used as one component of a total preventive program including systemic and topical fluorides, oral hygiene instruction, dietary counseling, and periodic examinations.

The amount of time to be devoted to the foregoing education program will depend on the previous knowledge and clinical experience of the trainee. Skilled practitioners with experience in patient management and related clinical techniques may require as few as one or two patients to demonstrate adequate proficiency, whereas three to five days of clinical experience should be expected for students or less experienced professionals. 
 

What Factors Have Influenced and Should Influence the Adoption and Utilization of Sealants for Caries Prevention? 
Various factors have been reported as contributing to the underutilization of sealants by dental professionals. Some of the concerns which have apparently discouraged adoption and use of sealants are related to: 

a. Perceived lack of data demonstrating efficacy. 

b. Possibility of sealing in decay with subsequent progression of the lesion. 

c. Lack of retention of sealants. 

d. Unfamiliarity with technique. 

e. Difficulty in explaining the rationale and procedure to patients and parents. 

f. Lack of third-party payment. 

g. Belief that amalgam restorations are better and more economical. 

h. Insufficient instruction in curricula for dental personnel. 

i. Restrictive state dental practice acts. 

j. Lack of availability of public information about the method and its benefits, and a resulting lack of public awareness. 

In reviewing information on each of the above factors, the panel noted: 

1. An extensive body of knowledge has firmly established the scientific basis for the use of sealants. With the changing pattern of caries in the direction of occlusal caries, sealants are specifically targeted to prevent most of the remaining decay in the young population. 

2. With respect to sealing in decay, there is no evidence that placing a sealant over small lesions has resulted in progression of decay. To the contrary, it appears to have prevented further progress of such lesions. 

3. Well-controlled clinical studies have demonstrated the retention of sealants for five or more years and these data clearly support the caries preventive effect. Current materials and methods are remarkably improved over first-generation sealants. 

4. The method is standardized and widely published in the scientific literature. 

5. Better printed and audiovisual material should be made readily available to the profession to assist in explaining to the public the method, rationale, effectiveness, and safety of using sealants to prevent caries. 

6. An effort should be undertaken to prepare guidelines for the use of sealants that are acceptable to third-party payers. The reimbursement situation for sealants is analogous to the situation with topical fluoride treatments 15 years ago. 

7. Recent studies have shown that a properly placed sealant will last for a period of time approximating that of a typical amalgam restoration and the cost is usually less. The noninvasive nature of sealant application is exceedingly attractive. No significant amount of tooth structure is removed and application of the sealant is usually not uncomfortable. 

8. It has been reported that recent dental graduates will use sealants in practice when they have been previously exposed to enthusiastic, comprehensive instruction by their faculty. 

9. Trends to broaden state dental practice acts allowing dental auxiliaries to place sealants are positive steps. These trends should continue so that dental auxiliaries can place sealants in all states. Personnel costs can be reduced in this manner. 

10. A vigorous effort should be undertaken to inform all sectors of the public about sealants, their effectiveness and safety, and the rationale for their use. Educational materials should be developed and disseminated by government agencies and professional organizations. 

11. The inclusion of sealants in government-funded programs would serve as an example and be influential in increasing the adoption and use of this technique in private practice and other community-based 

The dental profession has been a leader in advancing research on, and advocating primary efforts in, the prevention of dental caries. A prime example is the success of fluoridation programs. The preventive, noninvasive features of sealant application are important advantages. Application is usually easy and comfortable for the patient. In an era when the public has an ever-increasing consciousness about the prevention of disease, it behooves the dental profession to explain the success of sealants to the public and thereby promote yet another advance that will further reduce one of the chronic diseases of our society. 
 

What Is the Current Status of Sealant Research and What Should Be the Research Priorities for Sealants and Their Implementation. 
Basic and clinical research supports the extensive use of sealants. The details of the acid-etch technique and the subsequent bonding of sealants to the etched enamel are well understood. The basic chemistry of the sealant resins and the reactions by which they are cured are defined. Clinical investigations have shown repeatedly that sealants are a highly effective means of preventing pit and fissure caries. Studies have established the safety of the method with a high degree of confidence.

Continuing research on sealants should be directed to the following objectives: 

1. Improvement of current sealant technology. 
a. Improvement of acid-etch methods. 
b. Improvement of the properties of the sealant resins, possibly including more hydrophilic resins. 
c. Improvement of methods of preventing saliva and other contamination of the etched surface. 
d. Development of high-quality fluoride-releasing resins. 
e. Studies on newer materials, including toxicology, tissue compatibility, and mutagenicity. 

2. More complete understanding of the effect of sealants on cariogenic bacteria in carious lesions. 

3. Obtaining more useful data on the cost-effectiveness of using sealants in community programs under a variety of circumstances and employing various strategies with respect to personnel and target populations. 

4. Development of new technologies for bonding sealants to enamel that would not require acid etching of the enamel or the strict avoidance of enamel surface contamination prior to application of the sealant. 

5. Further understanding of the reason for sealant underutilization. 
a. Development of low-cost screening methods to identify children at high risk of getting pit and fissure caries. 
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Participants ir ~c Workshop on
Guidelines for Sea . :« Use were unan-
imous in their support for increasing
the appropriate use of pit and fissure
sealantsinboth individual patient care
and community programs. Only
through continued efforts by all seg-
mentsof the dental community can the
benefits of sealants significantly en-
‘hance the oral health of all.
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Longitudinal Evaluation of Sealing Molars with and without
Incipient Dental Caries in a Public Health Program

Keith E. Heller, DDS, MPH; Susan G. Reed, DDS, MPH; Fred W. Bruner, DDS; Stephen A. Exlund, DDS,

MHSA, DrPH; Brian A. Burt, BDS, MPH, PhD

Abstract

Objectives: This study undertook a retrospective evaluation of the effect of
sealants on the caries experience of initially sound and incipient permanent first
molar pit and fissure surfaces. Methods: Records of chidren with complets
five-year records were obtained from a school-based dental sealant program in a
tiuoridated community. Sealants were piaced on 677 tooth surtaces in 96 children;
120 tooth surfaces in 17 children who received baseline examinations were not
sealed because of lack of caregiver consent. Tooth surfaces were initially diag-
nosed as being sound or having incipient lesions, and evaluated for canies status
atter five years. Results: For initially incipient surfaces the five-year decay rate
was 10.8 percent (41 of 380 surfaces) for sealed surfaces and 51.8 percent (29
of 56 surfaces) for nonsealed surfaces with an odds ratio of 8.88 (95% Cl=4.56,
17.35). Initially Sound surfaces had a decay rate of 8.1 percent (24 of 297 surtaces)
for sealed surfaces and 12.5 percent (8 of 64 surfaces) for nonsealed surfaces
with an odds ratio of 1.63 (95% Cl0.63, 4.08). The two odds ratios were
significantly different. Conclusions: Initially sound tooth surfaces were unikely
1o become decayed in five years, and did not benefit greatly from the appiication
of sealants. Within the limitations of this study, there were clear efficiencies in
sealing incipient, but not sound, surfaces. The targeting of teeth with incipient
caries for sealants is therefore recommended. [J Public Health Dent

1995:55(3):148-53]

Key Words: pit and fissure sealants, incipient caries, dental caries.

Sealants of various types have been
in use for over 25 ycars to prevent pit
and fissure denal caries (12), and
there is ample evidence of their long-
term efficacy (3). With an eve to cost
efiectiveness, public health interest
has come to focus on selective sealing
of incipient lesions, rather than the
seaiing of large numbers of sound sur-
faces (4-8). Viable bacteriai counts in
the carious lesion decrease after suc-
sealant appircation (9-11), and
: any, progression of the carious
1on has been detected as long as the
seaian: remains intact (12-19). These
fizdings lec the Narional Institute of
Resezrch in the mic-1980s o
acvocaze sealant use on incipient le-
siers (20).

Othe: research, however, has rc-
porved radiographic cvidence of canes
intac: scalarss of teech origi-

rally diagnosed as clinically sound
(21-23). In these studies, the re-
searchers have hypothesized that car-
ies progression could result from mi-

survivingin the toothby
obtaining nutrients from the pulp via
the dentinal tubules. This research in-
volved teeth with no clinical evidence
of caries (“hidden caries”), which, the
authors emphasized, may function
differently from teeth that have clini-
ally detectable signs of incipient car-
ies such as staining or deep and sticky
fissures. Because of differences in pre-
sealant canes diagrostc criteria, dif-
ferent preseaiant caries status, and dif-
ferent periods of observation, it is dif-
ficultto compare these results for teeth
with sealants and caries progression
underneath with those reporting little
or no caries progressios under inact
sealants. While this issue merits fur-

ther study, the evidence to date sug-
gests that incipient lesions can be
safely sealed. .

‘This paper evaluates a school-based
sealant program conducted since 1987
by the Mott Children’s Health Center
(MCHO), a private nonprofit corpora-
tion that serves the Flint and Beed-er
school districts in Genessee County,
Michigan. The MCHC goal is to pro-
vide a caries prevention program in
this fluoridated area that will benefit
school-aged children with poor access
to clinic-based dental services. The fo-
cus of this evaluation was to compare
the outcomes of sealing sound tooth
surfaces and surfaces with incipient
carious lesions.

Methods

‘Conduct of the MCHC Sealant Pro-
gram. Eight elementary schools in the
Flint schaol district were originally in-
vited to participate in this program.
‘Schools with high numbers of chaldren
participating in the schools’ free lunch
programs were selected. A letter de-
scribing dental sealants and the school
sealant program, along with a consent
form, were sent home with children at
the participating schools. All srudents
were required to have a signed con-
sent form in order to obtain medem:.l
sealants.

All children, whether or not they
were participating in the sealant pro-
gram, were examined by the dentist at
the initial and subsequent yearly ex-
aminations. Since these examinations
were considered to be an oral health
status , the school board and
MCHC determined that no written
consent was necessary for the child to
be examined. For this evaluation, the
children who did not obtain sealants
because of lack of consent served as 2
comparison group to those childrer.

repran: requests to Dr.

d with the Prograrr. in Dental Pubic Health, School of Public Health, University of Mickigan, Ann Arbor, M1 43109 2029.
du Ser.: comrespondience and Heller, This srudy was supporeed by National Repearch Service
Instin:te of Dental Research. Manuscnpt recerved: 6/1/94; rerurned to authors for revimon: 7/20/94; accepted.
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who did receive sealants.

A dentist, dental hygienist, and
dental assistant visited each school
oncea year during the five years of the
program. The same dentist and hy-
gienist have participated in the pro-
gram since its inception. All children
present at the school at the ime of the
dental team visit were examined by
the dentist. Examinations were con-
ducted at the school with the child
rectining in a portable dental chair us-
ing a Star M-G2 cowhorn exporer,
mouth mirror, and a dental lamp. No
radiographs were taken.

Only permanent first molars were
eamined and sealed. All permanent
first molar pit and fissure surfaces
were initially evaluated by the dentist.
Surfaces were rated as “sound” if there
were no visible defects or discolora-
tions of the enamel surface and the
explorer did not stick or catch upon
probing. An “incipient” rating was
given o a surface if it had dark sin-
ing, a chalky appearance, or if the ex-
plorer had slight sticking upon prob-
ing, but thete were no apparent
enamel surface defects visible. Sur-
faces di a5 “frank caries” dem-
onstrated definite softness or sticki
upon probing with a visually apparent
defect of the enamel surface.

Two different surfaces of each max-
illary and mandibular molar were ex-
amined in this survey, for a maximum
of eight examined first molar surfaces
per child. The two maxillary molar
surfaces examined were the mesial-oc-
clusal (occlusal pits and fissures
mesial to the oblique ridge) and the
distal occlusallingual (occlusal pits
and fissures distal to the oblique ridge
and the lingual groove). The two
mandibular molar surfaces examined
were the occlusal (occlusal pits and
fissures) 2nc the buccal (bucaal pit).

For children with signed consents,
all erupred surfaces diagnosed as
sound or with incipient caries and
having no frank canies, prior restora-
fions, or prior sealants were sealed

etched for 30 seconds, and then sealed
by the hygienst using an opaque
sealant (Delton®) and cured with a
visible light curing unit for 30 seconds
per surface.

Al chiiren were examined by the
dents: a2: subsequent vearly school
dental visi's using the previously de-
scribed crizeria. Any parrially sealed
surfaces were resealec by the dental
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TABLE1
Comparison of All Initially Examined Children and Children Who Met Inclusion
Criteria

Alllnitally  Children Meeting

P-value

Number of Examined Children _Inciusion Crieria

Children 557 13

Children w/ prior sealants 1862 544 Cd

Children w/ initial frank 669 663 0t
caries

Children w/ initial 545 5440 et
restorations

Children w/ consent for 373 (670) % (85.0) o0t
sealant application

Surfaces 4456 904

Erupted surfaces 3490(776) 843 (93.4) oot

Surfaces w/ initial frank s1an uan B6t
caries

Surfaces w/ initial ©a0 1By a2t
restorationst

Surfaces w/ prior sealants} nen 1305 38t

Initial sound surfacest 1458 (41.8) 361428 S8t

Inisial incipient surfacest 185263.0) @ GLE s

Numbers in parentheses are percents.

*Fisher two-tailed test.

+Chi-aquare test.

tDencounator is smber of enzpued surfaces.

vgienist. The examining dentist was.
no responsible for, nor involved with,
the future dental treatment of the chil-
Gren. There was only one dentist who
screened the children throughout the
five years. No duplicate examinations
for examiner's consistency were car-
ried out

Evaluation Methods. MCHC made
their records of the sealant program
available for analysis. Because the

tne sealanss, only children who were
sevr in the frst grade in the 1967-86
00l vear and then reexacuned in
e 1992-83 school year were ncluded
17 this study. Since the Beecher ele-
entary schools only wer: u to the
h grade, none of these children
followed for the five-vear time
period; therefore, these schools were
included in this evaiuaton. The
otrer inclusion criterion for this analy-
was that when in the first grade the
¢ had a: ieast one erupted, non-
cstored and nonsealed permanent
olar pitor fissured surface with-
ou: frank canes. Surfaces that were not
seaicd n the 3t grade because they

were not yet erupted, but were sub-
sequently sealed, were not inciuded in
this analysis.

Data were analyzed using Epi Info
(24) and SAS (25). Odds ratios and
either chi-square or two-tailed Fisher
exact statistics were used for categori-
cal data analyses. Woolf's tast for het-
erogeneity of odds ratios was used for
stratified analyses. Logistic regression
was used for multivariate analyses.
Generalized Estimating Equation
(GEE) procedures were utilized to
control for cluster effects Q6).

Results

Description of Comparison
Groups. A total of 557 first grade stu-
dents were initially seen in the 195738
school year in the Flint schools. Of
thesechildren, 113 (20 percent) met the
inclusion criteria described above. Of
the 444 excluded children, 81 were ex-
cluded because they had no eligible
teeth in the first grade. The other 363
childrer: were excluded because of
lack of five-year follow-up.

Comy of the initially eam-
ined students and the 113 children
who met the inclusion rules are shown
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TABLE2
Comparisons of Dental Status of Sealed and Nonsealed Groups.
Number of Sealed Group  Nonsealed Group ~ P-value
Children 17
Children w/ prior sealants 28 16"
Children w/ initial frank 169 100"
caries
Children w/ initial 5062 000 100"
restorations
Surfaces 768 136
Erupted surfaces 713928 130 (95.6) 24t
Surfaces w/ initial frank LIsH) 648) o1
cariest
Surfaces w/ initial 18025 00 o9
restorationst
Surfaces w/ initial sealantst 9013 461 a3
Initial sound surfacest 297417 64(492) ant
Initial incipiert surfacest 381 5348 6@ o3t
Numbers in parentheses are percents.
“Fisher two-tailed test.
.
tor is mumber of erupted surfaces.
surtaces avadable for analysis because one surface had no follow-up data.

FIGURE 1

Discribution of Carious, Filled, and Missing Permanent First Molar Surfaces

after Five Years

Parcentage of children
70:

B

in Tetle 1. The two groups did not
significantly in terms of prior
Tolar frank caries, restoration, or
xpenence. Of children who

3 a
Number of carious, missing and filled surfaces

had caries exper:
filled reeth), the Twean n.
fected surfaces pe
(SD=1.} for the
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(5D=22) for the indlusion group. The
two groups differed significantly in
their percents of erupted surfaces. The
mean number of erupted teeth per
child was 63 (SD=2) for she ful
group and 7.1 (SD=19) for the inclu-
sion group. This difference s expected
because of presence of erupted teeth
being part of the inclusion criteria. The
two groupsalsodiffered in the percent
of children who received consent. The
inclusion group had a significantly
Proportion of children whorre-
ceved consent o sealant application
than the full nitial
Of the 113 children in the inclusion
g7oup, 96 (85 percent) received atleast
onesealantin the first gradeand 17 15
percent) did not receive sealants and
served as the comparison group. In-
itial dental status of the sealant and
nonsealant groups are compared in
Table 2. The nonsealed children had a
significantly higher percent of tooth
surfaces with initial frank caries and a
lower percent of initial incipient sur-
faces. For frank caries and restorations
combined, the sealed and nonsealed
groups werenotsignificantly different

two in the sealed group. The one child
in the nensealed group with caries ex-
perience had six affected teeth. While
the vast majority of children in both
groups were caries free, those with a
caries history tended to have multiple
lesions. The mean number of surfaces
available foranalysis for the nonsealed
group was 7.1 (SD=19). For the chil-
dren with sealants, the mean number
of sealed surfaces was 7.1 (SD=20),
most children having received
sealants on all eightsurfaces.

Caries Experience for Sealed and
Nonsealed Surfaces. Figure 1 shows,
the distribution of children having
new caries experience on their perma-
nent first molar surfaces at the end of
the five-year observation period.
While 60 percent of the children with
sealants developed no new frank car-
ies and received no restorations or ex-
tractions on their permanent firs: mo-
lar surfaces, only 41 percent of thenon-
sealed children were unaffected
Approximately 7 percent of the chil-
dren with scalants had three or more
suriaces with caries experience, com-
parec to 41 percent of the nonsealed

2






[image: image35.png]Vol. 55, No. 3, Summer 1995

A total of 797 molar surfaces in the
groupof 113 children wereincluded in
this analysis (Table 3). These surfaces
had 1o prior restorations, sealants, or
initial frank caries. Of the total 797
surfaces, 677 (84.9%) were sealed. For
sealed and nonsealed surfaces com-
bined, 12.8 percent (102 of 797 sur-
faces) became carious over the five
years. Of the sealed surfaces, 9.6 per-
cent (65 of 677 surfaces) became cari-
ous, with 27 surfaces having frank car-
ies and 38 surfaces having been re-
stored. The propartion of nonsealed
surfaces that became frankly carious
nfive years was 30.8 percent (37 of 120
surfaces), with 12 surfaces having
frank caries, 23 surfaces having been
restored, and two surfaces being ex-
tracted. For the children who had
sealants, 58 percent of their caries ex-

‘was from restorations. For

rations. Thisdifference wasnotsignifi-
cant (chi-square, P=36).

The odds of nonsealed tooth sur-
faces becoming frankly carious after
five years was 420 times greater than
for sealed surfaces 95% Cl=2.56, 6.88;
P<.001). This finding indicates that
sealants in this program were effective
at reducing dental caries, and that
there wasa significant relationship be-
tween decay experience and sealant
status. When satified by tooth sur-

faces, the odds ratios were 242 and
875 for the buccal and occlusal sur-
faces of the mandibular molars, re-
ively, and 386 and 3.88 for the
mesial-occlusal and distal-occlusal-
lingual maxillary surfaces, respec-
tvely. These four odds ratios did not
significantly differ from each other us-
ing Wolfe's test of heterogeneity
(P=25); thus, further analyses were
not stratified by tooth surface.
Because the tooth surface data were
notindependent, being grouped at the
patient level (multiple surfaces per pa-
tent) and at the woth level (multiple
surfaces per tooth), GEE was used ©
adjust for intrapatient and intratooth
clustering effects. This procedure,
while notaffecting the odds ratio point
estimates from the logistic regression
coefficients, adjusts the sandard er-
rors of the coefficients to compensate
for the clustering. Adjustment for clus-
tering at the tooth level using GEE
Widens the 95 percent confidence in-
terval for the odds ratio of 420 0239
and 7.37. Adjustment for clustering at
the patient level widened the conti-
dence interval to 1.96 and 8.98. After
adjusting for clustering at either level,
the significant relationship between
sealant strus and decay experience
remains.
Caries ence for Sound and
Incipient Sufaces. For all the surfaces
observed at baseline, 34.7 percent (436
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f 797 surfaces) were rated as incipient
according to the diagnostic critenia
used. This percent was consistent
across all of the different toth sur-
facesand teeth. Caries experienceafter
five years for surfaces initially rated as
either sound or incipient is presented
in Tables 4 and 5. For both sealed and
nonsesled surfaces, surfaces with in-
tal incipient lesions had higher levels
of caries experience than sound sur-
faces. When sealed and nonsealed sur-
faces were compared, the nonsealed
sound and incipient surfaces had
higher rates of caries experience than
the sealed surfaces. For initially sound
surfaces that had caries experience, 69
percent of the caries experience con-
sisted of restorations. For initially in-
cipient surfaces, this proportion was
59 percent. These ions were
not significantly different (chi-square,
P=83).
Considering the number of children
ted in each cell in Tables 4 and
5, the mean caries experience per child
‘with caries experience was 2.0 surfaces
per child for the sound group and 22
surfaces per child for the incipient
group. Along with the distribution of
aries shown in Figure 1, this finding
suggests that the caries is ot highly
concentrated in only a few individu-
als.
When the data for caries rates for
sealed and nonsealed surfaces are

TABLE3 TABLE4 TABLES
Caries Experience for Sealed and Caries Experience for Sealed and Caries Experience for Sealed and
Nonsealed Permanent First Molar Nonsealed Initially Sound Surfaces. Nonsealed Initially Incipient
‘Susfaces after Five Years after Five Years Surfaces after Five Years
No No No
Decay DMF Total Deay DMF  Towl Decsy DMF Toul
Sealed 6 6 Saaled 3 297 Sealed % @ W
[ ) e 1) e Q0
Nonsealec 120 Nomsealed “ Nonsealed 27 B 36
an  an ©: © » o® ®
Toual 0 Toal 326 361 Toual %6 0 4%
“w ay % © ©& @2 ©D

‘Call vaiues :nchcate the number of surfaces in

ber o children n that category.
Odds rancwk2C (95% Cls236, 686). Chi
P<001. Decav rate of all surfaces
¥ 25 (102 of 797 surfaces). Decay
rate of semiad surraces for 5 years=0.09% (63 of
677 suriaces.. Decay rate o nonsealod sur-
facesfoc 5 vearss 308 (37 of 120 surfaces).

sears=081 (24 of 2971 Decay rate of pon-
“esled surfaces for 3 veanss012t @ of 64

sumacen.

Cell vakues indscate the number of surfaces in
that category; numbers in parenthescs 1ndi-
cate the nuamber of children in that caregory
Odds rarioa8 88 (95% Clad56, 1735 -
square=609, P< 001 Decav rate o1 all
maprent surfaces for 3 yaarss0.160 (00t 4%
surfaces). Decay ratc of iniprent sealed sur-
faces for 5 years0.105 (41 of 380 surfaces)
Decay rate of incprent nonsaaled surfaccs ior
5 vearssQ518 (29 of 56 surtaces).
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strasfied by their initial incipient or
sound status, the differences in the
odds ratios are striking. Incipient sur-
faces had an odds ratio of 888 (5%
Cle4.56,17.35; P<.001), indicating that
the sealant status was highly related to
the caries outcome for these surfaces.
Initially sound surfaces, on the other
hand, had an odds ratio of 1.63 (9%5%
CI=0.63, 4.08; P=.185). This last odds
ratio is not sigrificantly different from
the rull value for the odds ratio of 1,
indicating that the sealant status was.
weakly related to caries outcome for

(sealant status x incipient status)in the
logistic regression model of sealant
and incipient status predictors on car-
ies outcome also was significant
(P=0015). These last two statistics in-
dicate that there was significant effect
modification by incipient status. This
means that the association between
‘sealant status and caries outcome was
dependent on whether the tooth sur-
face was initially sound or incipient.
Discussion

This evaluation carried several lizmi-
ations, principally because it was a
posthoc process ina public health pro-
gram that was not characterized by the
Tigor of a clinical trial. While the crite-
i for initial tooth surface status were
described fairly precisely, it was not
possible to evaluate how consistent
the examiner was in applying these
criteria. The fact that a single experi-
enced examiner was used does heip in
minimizing this source of error. [talso
was not possible to evaluate the valid-
ity of the dentist's diagnoses and the
effects of examiner bias in this study.
The denist commented on the diffi-
culty in Siagnosing incipient lesions,
and sated that “when in doubt” he
usec the incipient classification. The
hig? pezcent of surfaces rated as being
[ may sugges: that the exam.
iner was Uberai in the use of tus diag-
nos=< category.
2bsence of random allocasion of

g demographic charac-
tensacs, prior denta: fistory, o rea-
Sons for ZIVINg of not GIVINg consent;
thereore, comparisons of grouss are

wec 10 observed dentl charac-

teristics of the permanent first molars.
Asshown in Tables 1 and 2,there were
o striking differences between the
children who were included or ex-
cluded from this analysis, and be-
tween children whose gave
permission for sealants and those who
did not. Few childreninany group had
prior caries, restorations, or sealants in
their permanent first molars. Most
children who were excluded from the
final analyses lacked five-year data.
Few were excluded because of prior
sealants, previous caries experience,
or lack of erupted teeth.

Children received regular dental
care, including dental restorations,
during the five-year evaluation pe-
riod. It was not possible to determine
the reasons for these restarations or
the caries diagnostic criteria of the
practitioners who provided the treat-
ment Children in the sealed and non-
sealed groups had similar proportions
of restorations among surfaces with
caries experience. Similarly, the pro-
portions of restorations among the
surfaces with caries experience for the
initially sound and incipient surfaces
‘were similar. Itappears that treatment
‘was consistent between the groups in
this analysis, and that treatment bias

‘was minimal.

The size of the comparison groups
wasalso of concern for this evaluation.
While there were 120 surfaces avail-
able for evaluation for the nonsealant
group, this represented only 17 chil-
dren. Such small numbers preciuded
doing more tooth- or surface-stratified
analyses. Because of the sl sample
size, one necessarily must be cautious
in reaching conclusions regarding
these data and generalizing the results
to other populations.

The results of this anaiysis found
that these light-poiymenzed sealant
surfaces had a decay rate at was 312
percen: that of nonsealec surfaces af-
ter five vears, incicanng :he overall
efficiency of seziants. Tius finding
agrees with Ripa's summary of clinical
srudies of autopolvmenzed seaiants,
wich found the e
levels of sealed ree:
mately one-third :

the long:cerm success of
ized sealants to be greate
hight-polymenizec seziants 127-30).

inisially
having ncipient canes ha< higher de-
Gy rates than teec: udged 10 be in-
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itally sound. It is possible, however,
that the examiner may have used dif.
ferent criteria for incipient-appearing
and sound-appearing teeth, and there-
fore could have been more likely to
rate the siined and sticky pits and
fissures as being frankly carious at the
follow-up examinations. On the other
hand, the examiner may have been
less likely o rate these surfaces as
frankly carious because they had been
left unéilied unt] that time. Because of
the opaque nature of the sealants,
though, the examiner would ot have
known the sound or incipient status of
thesealed surfaces. However, itis pos-
sible that if a sealant was partially
missing or totally lost, and the fissure
appeared questionable with saining
or sticking of the explorer, the eam-
iner may have been biased to rate the
surface as carious.

Incipient surfaces also were found
to have higher odds ratios than the
sound surfaces (Tables 4 and 5). This
indicates that the sealants had a high
effectiveness in preventing caries on
these surfaces. Previous investigators
have shown similar retention and suc-
cess rates for sound and incipient
tooth surfaces (18).

Implications for Program Plan-
ning. From these data, several find-
ings are of interest regarding the use
of sealanss in caries prevention pro-
grams. It was apparent from this
analysis that sealants are effective in
preventing caries over a five-year pe-
riod because sealed surfaces had a de-
cay rate that was 312 percent of that
seen in nonsealed surfaces after five
years. However, 9.6 percent of the
Sealed surfaces were found to be aari-
ous or restored over five years, al-
though this figure includes restora-
tions of surfaces whese caries statusat
the time of the treatment is unknown
tous. Thestatus of the sealantin sealed
teeth that became carious had not been
recordied 501t s not possible to deter-
mine if sealant loss was related to de-
cay. In the MCHC program, a
were made to annually check teeth
and reseal themif necessary. Inligtof
the number of sealed teeth that devel-
oped decay, this annual examination
seems warranted.

This project found higher odds ra-
tios, indicanng higher sealant efiec-
tiveness, for sealed incipient suriaces.
While no cost data were considered in
this paper, these findings are of rele-
vance to the cost effectiveness of
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sealanss. Leverett et al. (4) found im-
proved cost effectiveness when teeth
with early signs of caries were selected
for sealants; and Weintraub and Burt
() recommended the restriction of
sealants to incipientlesions toimprove
cost effectiveness in public programs.
Other methods of targeting the most
susceptible patients have been recom-
mended. Weintraub et al (8), in an
analysis of the clinic-based sealant
program at MCHC, found higher cost
efiectiveness when sealants were lim-
itad to children with prior restorations
in permanent first molars, which per-
lesions were those mast often chosen
for sealing.

Whileitmay be efficacious to sealall
pitand fissure surfaces, this approach
isunlikely to bea cost effective one for
a public sealant program. When re-
sources are limited, utilizing the most
efficient procedures and targeting the
most susceptible and treatment-re-
sponsive patients, teeth, and tooth sur-
faces are necessary. Selective use of
preventive and treatment procedures
isaccepted, and expected, in the medi-
cal comumunity. The findings from this
school-based sealant program support
the concept of targeting teeth with in-
cipient lesions to optimize the effi-
@ency of seaiants.
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1. INTRODUCTION

The global HIV epidemic has increased awareness in the denral community of the importance
of proper infection control practices. The goal of these practices should be prevenring disease
ransmission, especially bloodborne diseases My task today is to apply the general principles
of infection control to dental sealant programs, particularly, in those environments where
portable dental equipment is used, i.e., not in denmal offices, but in field simations.

There are two facts that I would like to make clear at the outset on this presenrarion:
1. for infection control purposes, the application of dental sealants to any patient is
considered dental wreamment, and
2. that infection contrel practices recommended for the provision of dental services are
also recommended for any type of dental sealant procedure, whether performed ina
private denral office or in the portable dental care environment *“(field)”





[image: image39.png]1. Recommended Infection-Control Pracrices for Dentistry, 1993 and
2. The Dental Infection Conmol File, 1993, which includes an infection control
bandbook that outlines practical deconmmination procedures in the denal office.

Adherence o effective infection control principles minimizes the risk of disease transmission.

PRINCIPLE 1. Take action to tay healthy

It is important that all persons take positive steps to maintain their own health. This is
especially true for persons working in any health-care sewing, including the oral health-care
sening.

AProwgt vourself with immunizarions.
mmmmmmmwmmmmmmy,mmm

from infection; again, this is a two-way street.

H B vicus (HBV) immunizarion”

Because contact with blood, or saliva contarninated with biood is anticipated, the dental
ygienist who places the sealants and deatal persomnel who handle conaminated instruments
should be immunized for HBV’.

2. Other Immunizations;

If these sealants are placed during the (winter) *flu” season, immunization against influenza
may be wise. Because your patients usually are children, immunization against the childhood
diseases (c.g.. measles, mumps, rubella, polio) is recommended for persomnel who are not
alresdy imemune.

‘B. Wash your hands.

‘What are the ten offenders in disease transmission in health care sectings?
3





[image: image40.png]‘Your hands can spread the microorganisms that may cause disease. Hand washing removes
tbe iCTOOTEARiSTS you may pick up from touching parients and contaminated instrumens o
surfaces, Hadwashing protects you and the next patient you will reat, Hands always should
be washed:

* Before each patient
© After cach patient (completion of sealant placement)
« Before punting on gloves

* After removing gloves

« Berween parients

1t is not necessary to use “special” soap for hand washing. It s imporant that you lather
your hands well with s0ap and rub them vigorously for at least tzn seconds before rinsing them
under a stream of water. They should then be dried with a single-use disposable towel.

Ascimicrobial-coniaining products that do oot require water for use, such as foams or rinses,
can be used in arcas Where soap, water, and sinks are unavailable. These products are
sometimes referred to as "waterless handwashing producrs,” and have been reviewed and
cleared for marketing by the Food and Drug Administration (FDA); they are available
through hospital supply companies.

PRINCIPLE 2. Avoid contact with hlood

A Wear Prowetive coverings,
L Gloves:
Because the operator may ancicipate contact with blood, blood contaminated with saliva, or
the patient's oral mucous membrane, medical gloves(latex or vinyl) should be worn for all

.




[image: image41.png]dental treamnent procedures. A pair of gloves is to be used Qn a single patienr. and should
never be reused or come in contact with another patient. Use a Dew pair of gloves for each
patient. And remember ! Hands must be washed and dried before pumming on new gloves
Washing examinarion gloves before or after use may damage them and acmally increase the
flow of liquid through undetected holes in the gloves. Gloves are ot designed (0 be
disinfected or sterilized for reuse: they are “single-use disposables™

If you use hand cream, use only water-based hand cream since cermin oil-based creams may

cause deterioration of gloves.

2. Facial protection:

Because spater of parient oral fluids can be anticipated, such as when a denral prophylaxis is
given, or when compressed air s being used to dry the teeth before the sealant is applied.
wear a chin-length face shield, or a surgical mask and protective glasses or goggles.

This spanered material may get inio your eyes, mouth, oF 0S¢, Where MiCous MEmbranes
‘may provide a portal of earry for microorganisms. You should also wear facial protection
while cleaning instruments or when disposing of contaminated fluids.

3. Prowcrive clothing:

Protect your street clothes from contamination by covering them with a gown o coat, or by
wearing a uniform. Long sleeves and a high neck will provide the most protection. Change
these work clothes ar least daily, or more often if soiled, especially if they become visibly
comaminated with blood. When removing visibly contaminated clothing, fold the soiled area
imside, being careful not to conaminate your hands.





[image: image42.png]B_Avoid injuries
L Handlc sharp ineumens with care:
Use extreme care to avoid injuries when handling denral instruments. such as explorers and
probes that are sharp and can easily pierce o cut your skin. During cleanup, all persounel
should wear sturdy urlity gloves and use extreme caution when picking up sharp instrumeas.
For instance, these sharp instruments should not be picked up by the handful

2. Have 2 wrinen policy for injurics:
‘Every demial sealant program should have 2 writen policy for the management of injuries.

PRINCIPLE 3. Limit the spread of hlood

L
and blood conaminaed with saliva

Blood, and saliva conmaminated with blood, can be spread during sealant application and

during cleanup. Use techniques that prevent the umecessary comamination of any area.

L_Set up the operatory before beginning wreamment:

Because the weaument of each patiens will be very sizilar, you sbould be able 1 plan abead
and anricipate the needs of your patienss. If you touch supplies or equipment with
comaminated gloves, you may spread microorganisms to surfaces that should be kept clean.
Use unit dose materials (c.g. single unit dose acid ewch) whenever possible. Some items,
including: ways, mixing wells for mixing the monomer and polymer, acid etch applicator, are
available in single dose disposable form.





[image: image43.png]2 Minimize splashes and spanier:
‘Splashes and spacter may directly contaminate items with blood and saliva conraminated with
blood  This comamination may occur both during and after sealant placement

During treaemeat, you can minimize spanet of blood and saliva by using comon rolls (ina
comon roll holder), high-velocity evacuation and proper patient positioning 1 have noticed
that many dental sealant programs employ a technique of having the patient brush his/her teeth
before sealant application. in lieu of cleaning the teeth with a prophy angle and paste  Advise
the patient t© keep his/her mouth closed so that sparer is not generated from the brushing. It
is also a good idea (o place the used toothbrush in a plastic bag for the patient to take home.

3_Be carcful not 1o splash conaminated solurions during cleamup:

Blood., and saliva can be spread by anything thar has been in a pasient's mouth. Use
techniques that preven the unnecessary comaminarion of any area or object. Whea you clean
instrumenss, don't spater blood-conraminated water ourside the sink area. When you rinse
imscrumenss, don't use a sweam of water foreeful caough 1 cause splashing  Hold the
instruments at an angle that doesn't cause water to splash onto you, the counters, walls, or
floors,

Because ultrasonic cleaners create spasir, always cover them during any operation.

B Cover surfaces that can pe decomaminared casily:

Surfaces that are likely to become conaminated can be covered with impervious (waterproof)
‘material while they are still clean. You can either cover a surface before it becomes
contaminated or leave it uacovered and disinfect it after treatment. To decide which method o
use, consider how Likely the surface is to become conraminarad, the cost of disposable
coverings, and the time saved by not having to deconmminate the surface.





[image: image44.png]Disinfection of some surfaces, such as light handles, hand-operated chair controls, and suction
boses, can be time consuming and difficult. Consider covering these surfaces. Use a
disposable waterproof covering. Clear plastic wrap. aluminum foil, or paper with an
impervious backing are all types of coverings that can be used for this purpose.

‘Whether 10 cover before wreaument or to disinfect afterward is up to you. If you decide not to
cover a surface, make sure that you can disinfect it thoroughly and adequately.

Change the coverinig after each patient if it has been touched during treament or has beea
contaminated by spaer.

‘When changing the covering, do the following:
*  remove the soiled covering while you are stil gloved
*  remove your gloves and wash your hands

*  recover the surface with clean material (and, wash your hands once again before
puting on new gloves for the next patienr)

C. Handle waste a0d soiled linens properly:
Handle waste and soiled linens in a way that will protect you, your paients, and persons
outside the dental sealant treazment area (like school administrators, teachers, and children oot
being weated) from potentially infectious hazards and from being offended by unsightly waste.

L Medical wage:

You should cosider materials that are soaked with biood, oral tissues, and suctioned fuids as
potenially infective medical waste. In general, if the waste is solid, it should be either
incinerated or autoclaved before disposal in a sanitary landfill. If the waste is liquid, it can be





[image: image45.png]poured down a drain that is connected to 3 saniuary sewer system. Local laws may vary,
however. and you should follow your State and local regulations for disposal of medical wasts

2.Disposable sharp objegis:
Because disposable sharp items. such as needles and disposable scalpels, arc generally not used
in a sealant program. you probably will not have o deal with these items.

1. Solid waste:

Other solid waste, such as blood~comaminated gauze, coon roll, disposabie gowns. and
‘masks, should be well-securcd in a sairdy leakproof plastic bag., When pusing waste izo a
bag, take care not to contaminate the outside of the bag. If you do accidenally-conraminate the
outside, place the bag in a second., clean bag

Waste should be disposed of according to the requirements of local or State environmental
regulatory agencies  Consult with these agencies before disposing of such material.

Risk of transmission of any microorganism from soiled linens and clothing is very low
‘Therefore, hygienic handling and properly secured storage, followed by thorough laundering,
are the goals for soiled linens and protective clothing.

Handle soiled linen or protective clothing as linle a5 possible to prevent conamination of the
air and of persons who handie soiled linens. Before laundering, wear gloves while handling
soiled linens and protective clothing. Then, after handling, remove gloves and wash your
bands

Wash soiled linens and protective clothing in hot or cold water according to the directions on
the label of the detergent product. Use of laundry additives, such as blcach and fabric:
sofieners is optional. Use normal washing and drying cycles, according to the instructions of





[image: image46.png]detergent and machine manufzcuirscs  Washing and drying will remove or kil potentially
barmful muereorganisms including viruses. The heat from ironing also can kill micro-

arganisms

3. Liquid waste:

‘Whenever you are handling blood. suctioned fluids, or other liquid waste, wear gloves: other
protective barriers (such as a face shield) may be appropriate if splashing of patien: material is
anticipated.

Liquid that is collected by blood-collection and high-velocity evacuation systems is
sontaminated with blood.  Liquids ancamirated with blood may be poured into a drain or
oilet that is connected to a sanitary sewer system.

PRINCIPLE 4. Make iostruments and equipment safe for use
A Know how the deconmination processes differ

1 There are three deconaminaunn: processes: Cleaning: Seerlizarion; and Disinfection:
3. Cleaning - you physically remove debris and reduce the mamber of mucroorganisis:
present. Cleaning is the basic first step of all deconamination. You always need to
lean before you sterilize or disinfect. For items that do not require sieilization or
dusimtecrion. thorough cleaning with  and water is all that s necessary
b. Sumrilizarion - Sterilization is a process that kills all microbial life. It kills bacterial
spores, which are the most difficult form of mucroorgaism to kill. This s sigaificant
because if you use a process that kills large mumbers of bacterial spores. you will also
kill all other types of microorganisms. You will kil the organisms that cause
wberculosis, bepatitis B, AIDS, and a varicty of other infections

10





[image: image47.png]¢ Disinfection - Disinfection is a process that kills disease-causing microorganisms.

but not necessarily all microorganisms. Nompathogedic microorganisms may remain on

n object afier you have disinfected it. How many and what kind of microorganisms
you can kill with disinfection depends on what level of disinfection you use

2. There are three levels of disinfection: low, intermediate, and high.
4. Low-level disinfection is the least effective disinfection process. It does not kill
bacterial spores or Mycobacterium raberculosis var. bovis. 2 laboratory test
‘microorganism that is used to classify the swength of disinfectamt chemicals.
b Intermediate-level disinfection is 2 disinfection process thar does kill 4.
tuberculosis var. bovis. This is significant because it is among the most fesistant of the
‘microorganisms that do not form spores. If you use a process that kills M. ruberculasis
var. bovis, you will also kill organisms that are much easier to kill, such as the ones
that cause hepasitis B and AIDS
€ High-level disinfection is a disinfection process that is capable of killing some, bur
oot pecessarily all, bacterial spores. This powerful process will also kill M.
tuberculosis var. bovis, as well as other bacteria. fungi. and viruses.

3 The difference berween sierilizarion and high-level disinfection: ~ Sterilization kills
every microorganism on the object that is sterilized. Highlevel disinfection kills the same
types of microorganistms - including spores - but isn't s thorough. It will kill some spores,
but nor large mumbers of them.

B. Choose the right way 10 deconmminaz
‘The choice of how 10 decomaminate anything should be based on how it will be used.
Everyone on the denzal scalant tzam should know how to choose the carrect decommmination

process.
u





[image: image48.png]H wcamscthe ghoway o dscopumines T kno i deconmmumano prosess
v shoud  apply the folowing ruies

£ a0 womument will pe s touwhhe  STERILIZE

If msmument will touch membranes but will  penstrate tissus touch
bone STERILIZE itif itwill  be damaged by heat. [F it will he damaged USE
HIGH-LEVEL DISINFECTION.

For wsmuments aod deviges thar will not bewsed  the mouth. and that will touch
only mtzct kin USE INTERMEDIATE OR LOW-LEVEL DISINFECTION
Thelnel  disinfectio yo  depends on whether the fems  visib
conmaminatzd with blood
F squpment surfaces thar may skin, and for house! surfaces
countertops floors walls USE INTERMEDIATE-  LOW-LEVEL
DISINFECTION. Youmayalso  SIMPLE CLEANING  cleaa with
appropriate cleaning agept and Waer  oecessary The level of disinfecuan ye use
depends bether the surfases are visibly contamnarsd with blood,

Another way [0 remember the rules  The names eridzal, semueritical, and noncrincal
havebesam  the throe wavs fwms conmcr patients

Instruments char %ill touch sone. pecetrate soft tssue are called CRITICAL
Scalers  examoles of critical items.
Tnstumens that wil touch mucons membranss but will not touch bone of peastrais
softtswes  called SEMICRITICAL. Mirross and cozon roll bolders
examples of semicrincal fems
Tnstruments and devices that will not be used  the mouth. and that will wuch ouly
izt s called NONCRITICAL.
Equipment surfaces and housekespung surfaces also  considered NONCRITICAL
surfaces





[image: image49.png]3 With these shorthand names - CRITICAL, SEMICRITICAL, and NONCRITICAL - you
can stte the rules more simply
© Sterilize all critical instruments and those semicriical instrumens that are not damaged
by heat. Hear sterilization methods are preferable
® Use high-level disinfection ONLY on semicritical instruments that are damaged by
heat
 Use intermediate- or low-level disinfection on poncritical instruments or devices.
© Use imermediate- or low-level disinfection or simple leaning with soap and water on
‘equipment and housekeeping surfaces.
Cleaning alone will be sufficient for most noncritical items that are ot contaminated by blood
~noncriical instruments and devices, as wel as equipmen: and housekeeping surfaces You
also could use low-level disinfection for these items When an item i visibly comamipated
with blood, choose intermediate-level disinfection.

Both types of NONCRITICAL ITEMS — - instruments and devices, as well as equipment and
housekeeping surfaces — will be treated 25 one category. All are similar, because they are 0ot
used in the mouth, and are decontaminated with the same method.

The following chart summarizes these rules”

3





[image: image50.png]SUMMARY OF METHODS FOR DECONTAMINATION

IN THE DENTAL OFFICE

Touch Bone or Very Tligh Sterilization
Penetrate Tissue to High
Touch Mucous Moderatc Sterilization o

Membranes, but Will High-Level
Not Touch Bone
or Penetrate Tissue
‘Noncritical Contact Tow 1o None
liems

Disinfection or

Simple Cleaning”

¥ Depends on the nautre and the smount of contamination and how the item or surface is used.
 Depeds on whether or 5o he ifcms are visibly contaminaicd by biood
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To make items safe for use, you must not only choose the right process. you

also make sure that you do it proverly.

1. STERILIZATION: Between paticass, you  uld use a heating rcess ¢ = 2 of
stertlization (i.c.. steam under pressure {....<laving], dry beat, or beavch

o seusahle: prophylais angles

‘should follow the manufacturers' instructions for cleaning, lubrication. and
orocedures * soaking in liquid chemical germicides is not an acceptable method
decontaminanng these items

DISINFECTION: How to tell which chemical to use:

T Level
]  and the word “sporicidal”, (kills spores) are on the
label, you can use the of the chemical for .~
or high-level disinfection. Generally, eight o tzn hours s required
10 to 20 mimutes for high-level disinfection. The contact time is
the EOans G 1 L. . insmructions
‘These cheraicals are only used for serilizing or disinfecting: wsthar  sensitive

beat. This type of powerful chemical is never to be used on environmengal s





[image: image52.png]b. Inermediate-Level Disinfection

Look for the terms "wuberculocidal”, and “hospital disinfectant™, on the label of any
chemical you use for intermediate-level disinfection. KILZALOT is used for
intermediate-level disinfection of environmental surfaces. This type of chemical is Dot
for use in berween patient processing of demral instrumens.

¢. Low-Level Disinfection:

Labes on these chemicals show EPA registration as 2 “hospital disinfecrant”, but does
not indicate that the chemicals are mberculocidal (inactivates M. mberculosis var.
bovis). These chemicals are used for low-level disinfection of environmenzal surfaces
and are not intended for use on demal insruments

3. What 10 do when you can't apply the rules:

The design of some deatal equipment makes it difficult or impossible to decontaminate it
adequately Both the material an item is made of and the texmure of it surface can make it
difficult 1 apply the “rules

‘There may be ways to avoid having t decontaminate items with irregular surfaces that camnot
be cleaned and disinfected easily. Some items, such as prophylaxis angles, cups and brushes,
saliva ejectors, and tips for air/water syringes, arc available in a disposable form and must be
thrown away afier use. You should use these itemms for one parient only becanse these items
are oeither designed nor imended to be cleaned. disinfected, or sterilized for reuse. Others,
such as ligh handles and handoperated chair comtrols, can be covered t avoid comamination
altogether  Still others. however, such as light-curing wands, are not disposable and cammot be
covered. The manufacturers of particular pieces of equipment or material are the best sources
of information for deconraminaring these items

1
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2. Instruments: inswruments that are:

1) single-use disposable should be used for one subject only and discarded
appropriately; or

2) if heat-tolerazt. should be cleansd and then weated berween parieas by 2
heating process capable of sterilizarion (e.g.. steam autoclave or dry-beat
steciiizer).  If cleaning and sterilization facilities are unavailable at the dena
sealant site. contaminated instruments should be stored dnd transportad o the

appropriate facility in a rigid, coversd cominer.

b. Surfaces contaminated during Teamnent thar cannot be easily cleaned and
disinfeczad should be coversd prior to parient Tescment. If the coversd surfaces are
sither touched by any member of the denral sealant tsam or conmminated with the
pasiear's oral fiuids, the coverings shouid be changed before the next patiemt is seey

¢. Surfaces contaminated during reament that can be easily cleaned and disinfect:
should be cleaned and then disinfected using an appropriate germicide registered w.
the Environmenzal Protection Agency (EPA) or sodium hypochlorite (common
bousehold bleach) diluzed 1:100, before the next parient is seen.

' CDC. Rec ommended infecvion conmrol practices for demisay, 1993, MMWR 1993: 4. No.RR.

# = US Departmens of Health and Human Servicss. Deanal inifection control file, 1993: practical infection
canzrol in e decmal office. Atianma, GA/Rockville, MD: CDC/FDA, 1993. (Available tirough the Nasional
‘Teckmiea Information Serviess, Springhieid. VA: documen: PB 54113990

? CBC. Guidelines for prevearion of tansmission of Imman immunodeficiency vims and

1137





Exposure Control Protocol

I. IMMUNIZATIONS 

All health care providers should be immunized against the hepatitis B virus as well as childhood diseases.
Hepatitis is an inflammation of the liver. There are several types but the greatest risk to health care workers is Hepatitis B (HBV). 200-300 health care workers contract hepatitis each year. It can be transmitted by contact with infected blood or blood products. It is not transmitted by casual contact.
Approximately 80% of all Hepatitis B infections are undiagnosed because they never have symptoms. The symptoms of acute infections include fatigue, mild fever, muscle and joint aches, nausea, vomiting, abdominal pain, diarrhea and jaundice. More severe infections can be fatal.
The Hepatitis B vaccine has been avai1able since 1982.It is considered safe and effective and is recommended for the prevention of HBV infection by the Centers for Disease Control and Prevention (CDC). At this time, no booster is recommended. 
Human Immunodeficiency Virus (1-11V) is the agent, which initiates the first stage of a complex disease known as Acquired Immune Deficiency Syndrome (AIDS). This disease is another major concern of health care workers. At this point a vaccine has not been developed to prevent the disease. This fact places tremendous stress on prudent infection control practices to prevent cross-contamination.
HIV is a bloodborne and sexually transmitted disease in which a virus invades the body and damages the immune system. This allows other infectious agents to invade the body and cause other opportunistic diseases. At this time there is no cure for the AIDS virus and it is fatal.
Like Hepatitis B, HIV is spread through body fluids. For the health care worker, any blood or blood contaminated item could transmit the disease. FRV is not transmitted by casual contact.
Symptoms of the disease may include enlarged lymph nodes, oral fungal infections, fatigue, weight loss, flu like symptoms, and problems with the immune system; however, some people in the early stages may have no symptoms. 95% of all AIDS patients have head, neck and oral symptoms.
To be as protected as possible, immunizations for diseases that are available should be taken. Universal infection control procedures should be routinely practiced. In case of an accident involving a sharp or mucous membrane, refer to the "Needlestick Protocol" in this manual. A declination form for HBV is also available in this section . All employees who have contact with blood or other potentially infectious materials in this facility will be offered the hepatitis vaccine after training. Any new employee will be offered the vaccine within 10 days of assignment. If the employee refuses the vaccine, a declination will be signed and placed in the employee’s file. A list of employees and their job description is found in the "Training Log" section of this manual.
II. BEFORE PATIENT TREATMENT 
A. Medical History
A thorough medical history from patients will always be obtained and reviewed. It should be updated at each subsequent visit. Specific questions may be included concerning medications, current and recurrent illness, unintentional weight loss, oral soft tissue lesions, lymphadenopathy, other infections, history of hepatitis and alcohol/drug abuse, coughing lasting more than 2 weeks (T13), etc.
B. Personal Protective Equipment (PPE)
Techniques that are used to interfere with the initial step in the infectious disease process are called barrier techniques. These protective barriers include gloves, masks, eyewear, and protective clothing.
1. Gloves
Handwashing is considered the most important single procedure for the prevention of cross-contamination. However, blood has been found under the fingernails for periods up to five days. Therefore, gloves are a necessity even with proper handwashing. Refer to Appendix A.
A surgical scrub is recommended with rapid antimicrobial activity plus residual action as the initial scrub of the day. Hands will be washed and dried well after removing or changing gloves. A lotion may be necessary 3 or 4 times a day to prevent chapped hands. Preferably a lotion low in microbes, no petroleum base, and non-sticky after applying. All jewelry should be removed and nails kept short in order to prevent punctures in the glove material.
Gloves should fit the hand snugly but allow the hand to move comfortably. Gloves will be changed for every patient, when they become tacky or damaged, or every hour, whichever comes first,- nor will gloves be removed and re-donned for the same patient.
If breaking the aseptic chain, such as acquiring supplies or exposing radiographs, a pair of overgloves may be donned and removed before resuming procedures. Gloves will be removed or covered with an overglove before handling a patient's chart. Exam gloves should not be worn out of the treatment area unless covered with overgloves.
2. Masks
The highest concentration of microorganisms in dental aerosols are found 2 feet in front of the patient. When aerosols or splatters are being generated, it is necessary to wear a mask even if wearing a face shield. The mask should be routinely changed every hour, or more frequently in the presence of heavy aerosol contamination. The mask will be put on while the hands are clean and before gloving for the patient. It should fit over the ridge of the nose so that the glasses will fit over the top edge of the mask to reduce fogging. The mask should not be handled during dental procedures.
Face masks with layers achieve the highest filtration. The mask should not fit flat on the face but should fit close around the edges. Do not wear the mask on the neck or forehead.
It should be remembered that masks are also necessary during pre and post-operative cleaning or when generating dust such as trimming models. If lasers are used in the practice, higher filtration type masks are needed.
3. Protective eyewear
Debris ejected toward the operator while performing dental procedures may contain large concentrations of bacteria or can physically damage the eyes. Protective eyewear with side shields is necessary for most dental procedures. If prescription lenses are worn, side shields can be added to the frames or goggles worn over the glasses.
Eyewear should be able to tolerate cleaning. Eyewear that has both side shields and a top shield offer the most protection. A face shield may be worn in place of glasses but it does not replace a mask.
Protective eyewear is also recommended for the patient. All eyewear should be cleaned with soap and water and should not be handled during dental procedures.
4. Clothing
Clothing worn by dental personnel can become contaminated from aerosols and splatters during dental procedures. Protective clothing is chosen according to the anticipation of splash and spatter. In some cases, short sleeves would be appropriate. The idea is that the skin will not come into contact with body fluids. The protective clothing should I be changed at the end of the day or when visibly soiled. Contaminated clothing should not be worn out of the clinic.
At the end of the day, the contaminated protective clothing will be placed in the designated container in the sterilization area. This container (a plastic bag is acceptable), will have a biohazard symbol on it.
Protective clothing will be worn anytime there is a chance of contamination from blood or potentially infectious fluid (which includes dental saliva).
5. Hair
Hair is another concern for potential contamination. Surgical caps or hoods may be worn to prevent contamination by potentially infectious material such as occurs from Cavitrons or high speed drills.
C. Preparing the Operatory
1. Initial Handwashing
The hands will be washed:*
A.      At the beginning of the day, following the recommended "initial handwashing" procedures. (Otherwise using "between nonsurgical patient" procedures.) 
B.       Immediately after gloves are removed 
C.       Before gloving 
Refer to Appendix A.
2. Surface disinfecting
The operator, while wearing utility gloves, masks, and protective eyewear, will disinfect all surfaces except electrical switches, with the spray-wipe-spray method (Refer to Appendix B). Barriers are recommended, reducing the amount of surface disinfectant. The water lines will be flushed in the air/water syringe and the handpiece hoses for 1-2 minutes at the beginning of the day (and any other water equipment such as the Cavitron). This is done before the handpiece or air/water tip is added. Between patients, flush hoses 10-15 seconds and a minute after long breaks. Wash and remove utility gloves; then wash hands. Cover light handles, air/water syringe, and switches on chairs, units and x-ray machines with plastic or foil. These will be replaced after every patient. It is not necessary to disinfect those areas covered with barriers except at the end of the day.
The bracket table or tray should be covered with plastic wrap or plastic cleaner's bags, which covers the entire surface including the holders. Paper tray covers or surgical wraps are placed on top. Under no conditions should there be more than one tray cover on the bracket table or tray at a time. A disposable tray is another alternative. -
3. Instruments
Tray "setups" or individual instruments that have been sterilized are placed on the bracket table along with needed supplies and covered with a clean patient napkin. Instruments should be opened in the patient's presence. If tray setups are used, the individual tray should also be covered with plastic.
All instruments that can possibly be sterilized, will be. (Refer to Appendix C). There are several methods that can accomplish sterilization, i.e., steam, dry heat, chemical heat and ethylene oxide.
The CDC and ADA has suggested weekly monitoring of dental sterilizers for verification of sterilization. Color indicators such as autoclave tape are useful but they only tell that a certain temperature was reached. It does not tell if the temperature was held long enough to kill spores. Chemical indicator strips will be placed inside each cassette.
Sterilized instruments should be wrapped and stored in clean boxes or drawers until ready to be used. Drawers should also be cleaned routinely. Most wraps are capable of maintaining sterility up to 2 months. Do not get wraps wet. It is not acceptable to remove sterilized instruments from a package and place them in a drawer for later use. There should be no loose instruments in drawers.
4. Tray Armamentarium
Place a sterilized or disposable tip on the air/water syringe. Place a sterilized handpiece on the unit. All handpieces and prophy angles will be sterilized or disposable. Slow speed motors and other not sterilized handpieces will be covered with plastic sleeves.
Never reuse rubber cups or brushes on prophy angles. Brushes tend to cause more splatter and should not be used unless absolutely necessary.

III. CHAIRSIDE PROCEDURE 
Review the medical history with the patient, asking pertinent questions.
Adjust the mask and protective eyewear. Wash hands, drying well and don gloves and overgloves.
Perform an extraoral examination.
Remove overgloves.
Have the patient rinse with a mouthwash to reduce the bacterial count. (suggested)
If using an alcohol based mouthwash, make sure the patient does not have a history of alcohol abuse.
Recline the patient and perform an intraoral examination and record findings. Charts will not be handled with contaminated gloves. Overgloves can be worn when writing on records or utilize an assistant.
If exposing x-ray film follow "X-ray film exposure and processing" in Appendix D or in the clinic manual section on radiography.
Use all safety precautions while performing procedures on the patient. Do not lay sharp instruments on the patient's chest.
Care must be taken when re-sheathing needles. The needle can be recapped by laying the cap on the tray or in a holder so that the needle can be guided into the cap. Under no circumstance should the hand hold the cap to re-sheath. A rigid, puncture-resistant sharps container is located in each area of generation. Other contaminated sharps may include ortho wires, carpules, blades, disposable burs, and contaminated broken glass.

IV. CLEANUP PROCEDURES 
Following the completion of dental procedures, remove contaminated gloves, wash hands and put on a pair of heavy duty utility gloves. Remove contaminated barriers, place regulated waste in its container, and carry instruments to the sterilization area. if instruments cannot be cleaned, place the cassette in the bucket in the sink with water to use as a holding tank to keep the instruments wet until they can be processed. Return to the clinic, wash heavy duty gloves, dry, remove gloves and then wash hands. Place clean barriers on surfaces. Nitrile latex heavy duty gloves are recommended for processing instruments because they are more puncture and chemically resistant and they can be steam autoclaved if necessary.
Continue to wear mask and protective eyewear during cleaning and instrument processing procedures.
All blood or tissue contaminated material should be placed in the biohazardous waste disposal at the site it was generated. Do not try to separate it at the end of the day from regular trash. It must be placed in a covered container that is properly identified. In the Department Clinic, we place all waste in the same container because it is disposed of by the University.
Sharps (needles, blades, orthodontic wire, carpules, etc.) must be placed in a rigid leakproof container and disposed of properly. When the container is full,(not over filled) seal and dispose of by an appropriate licensed carrier.
If instruments will not be cleaned immediately, place them in a holding tank of detergent or water until they are ready to be processed. If the items in the presoak are considered reusable sharps, the container must be labeled with a biohazardous stamp.
The ultrasonic or instrument washer is the preferred method to clean instruments. An ultrasonic should be maintained 3/4 full of solution to prevent overheating. Operate the cleaner according to manufacturer's directions and with the lid on.
Do not run instruments longer than necessary in the ultrasonic because it may cause pitting. In a properly operating ultrasonic, a good rule of thumb is one minute per instrument.
Rinse the instruments well after the cycle, dry and inspect the instruments to make sure the ultrasonic is doing its job before sterilizing them. The same with the instrument (cassette) washer.
The solution in the ultrasonic will be changed at least once a day, or more often in high usage. At the end of the day, the tank will be emptied and cleaned. It will sit open until the next day. Only recommended manufacturer's solutions will be used in the ultrasonic cleaner. Do not use disinfectants.
In some cases hand instrument scrubbing may be necessary. If needed, it is recommended to keep the instruments below the surface of the solution when scrubbing to reduce splatter. Rinse and pat dry. The instruments are now ready to be sterilized. Refer to Appendix C. Always wear heavy- duty nitrile gloves when processing contaminated instruments.
At the end of the day, instrument scrub brushes should be packaged and heat sterilized. Hard surfaces should be cleaned at the end of the day or more often if necessary in the lab/sterilization area.
Using the spray-wipe- spray method (Refer to Appendix B) disinfect only items that cannot be covered with a barrier, are not disposed of, or not heat sterilized. Flush out the water in the air/water hose and the handpiece hose for 10-15 seconds. If any long delays occur, flush out lines for I minute. Wash and remove utility gloves when used and wash hands. Cover switches and other parts of unit with clean barriers. At the end of the day, disinfect the parts covered with barriers if you feel it is necessary, except the electrical switches.
To cleanse the interior of the suction tubing, flush with fresh water between patients and a cleaner at the end of the day with a commercial cleansing solution.
Place on the unit a sterilized handpiece, prophy angle and air/water syringe tip. Setup would be the same as "The Beginning of the Day."
When cuspidors or suction devices are used, the traps should be cleaned at least once a day. Saliva ejector & high speed vacuum parts should be cleaned to remove buildup.
Traps on central suction should be cleaned weekly or according to use. Appropriate PPE will be worn when performing this task. A biohazardous sticker is located on the trap container.
Air compressors should have a source of clean air return and many types have filters that should be cleaned or changed daily.

VI. Personal Hygiene
Staff, faculty and students will not eat, drink, smoke, apply cosmetics or lip balm or handle contact lenses in the work areas where there is potential for exposure to bloodborne pathogens.
No dishes will be washed or stored in the same area where contaminated instruments or equipment is scrubbed.
No food or drink will be stored in the same refrigerator, freezer, shelves, etc. where there is potential for exposure to bloodborne pathogens.
VII. Recapping Needles
This clinic uses incremental doses of anesthesia; therefore, recapping of needles is necessary. In order to prevent a needlestick injury, this clinic uses the one-handed slide method or a re-sheathing device to recap.
Other sharps requiring bending will be done mechanically with a device, i.e., pliers, hemostats, etc.
VIII. Staff, Faculty and Student Tasks Requiring PPE
Appropriate personal protective equipment (gloves, masks, eyewear, and gowns or labcoats) will be worn while performing tasks/procedures involving contamination with blood or other potentially harmful fluids. Persons involved with contaminated substances will be trained and offered the Hepatitis vaccine before beginning such tasks/procedures as:
1.       Direct patient contact involving dental procedures- gloves, masks, eyewear and protective clothing if appropriate for the task.. 
2.       Handling, cleaning, processing and sterilization of contaminated instrumentsgloves, masks, eyewear, & protective clothing. 
3.       Cleaning operatories before and after patient treatment-gloves, masks, & eyewear. 
4.       Lab work, including trimming models and polishing prosthesis-gloves, masks, & eyewear. 
5.       Performing CPR-pocket mask and gloves, 
6.       Cleaning central suction-gloves, masks, & eyewear. 
7.       Curing light-protective shield. 
8.       Chemiclave/autoclave-warning signs & hot pad. 
9.       Other 
IX. Removal of Gloves
Removing gloves is completed whereby contamination to the exposed hands is prevented, i.e., the right hand pinches the glove near the edge of the left glove and draws it down to expose the inside. Now the left hand pinches the glove of the right hand and draws it off turning it completely inside out. Place this glove in the palm of the left hand. Make a fist and peel the glove down over the top of the fist, making a ball or packet of gloves. They are now ready to be discarded. Hands are always washed after removing gloves.

	Infection control should occur as a routine component of every dental procedure; however, keeping current with new infection control products and techniques will require diligent reading, studying and evaluation as new advances are made.


APPENDIX A
SUGGESTED HAND WASHING PROCEDURES
Initial Hand Washing 
1. Remove all jewelry. 
2. Scrub the hands, nails and forearms with a liquid germicidal soap* for 2 minutes. Rinse well. 
3. Repeat process for 2 more 10 second scrubs. 
4. Dry hands first with paper towels, then forearms. Use the paper towels to turn off the faucets if hand-controlled. 
5. Optional: Wash with a virulent soap and rinse. 
Between Nonsurgical Patients
1. Wash the hands 10 to 15 seconds under running water, rinse and dry well. Use lotion 3 or 4 times a day.
Surgery Scrub 
1. Remove all jewelry 
2. Clean nails with a clean plastic wood stick. 
3. Scrub the hands, nails and forearms with a liquid germicidal soap and a sterilized 
brush or sponge for 7 minutes using multiple scrub and rinse cycles. 

4. When rinsing, let the water run toward the arms, rather than the fingers. 
5. Dry with sterile towels and don sterile gloves using surgical technique. 
*Examples of Accepted Liquid Germicidal Soaps
BactoShield Chlorhexidine Gluconate Foam …………………Amsco Medical Products Div.

BactoShield Chlorhexidine Gluconate Solution………………Amsco Medical Products Div.

Betadine Surgical Scrub………………………………………Purdue Frederick Co.

Excelle Antimicrobial Skin Cleanser………………………….Cottrell, Ltd.

Hibiclens Antiseptic Antimicrobial Skin Cleanser……………Coe Laboratories, Inc.

Lurodine Iodine Scrub………………………………………..U.S. Borax and Chemical Corp.

Luroscrub Antimicrobial Skin Cleanser………………………U.S. Borax and Chemical Corp.

pHisoHex…………………………………………………….Cook-Waite Laboratories, Inc.; Winthrop Pharmaceuticals

Novoclens……………………………………………………Septodont

Sana Scrub Povidone Iodine Surgical Scrub………………..Huntington Laboratories, Inc.

Scrub-Stat IV Antimicrobial Solution………………………Huntington Laboratories, Inc.

Virucidal Scrub
Alcare 1-900-345-7995 Calgon-Vestal

TLC 1-609-429-8297 Amadent

APPENDIX C
INSTRUMENT STERILIZATION
Sterilization destroys all microbial life including spores. The Centers for Disease Control (CDC) recommend that any item which can be sterilized, should be sterilized and the method of first choice is steam autoclaving although, chemical vapor, dry heat and ethylene oxide are satisfactory when used correctly. The CDC and ADA recommend weekly spore testing of the sterilizer. A chemical indicator strip placed inside instrument packages is an additional safe guard. Autoclave tape on the outside helps identify packages quickly and easily that have been sterilized. The tape color does not prove that the sterilizer was working properly, only the spore test can verify that.
Chemical (cold) sterilization is not recommended due to the time for achieving sterilization (10 hours) and the monitoring problems of using chemical sterilants. The ability of a chemical to sterilize is lessened by the amount of water and organic material in the solution.
After instruments are scrubbed or run through the ultrasonic (preferred method), they should be rinsed, dried and inspected. Always wear heavy-duty gloves when handling contaminated instruments. Utilize the basket in the ultrasonic. It is not permissible to reach hands into the container to retrieve instruments. "Operating" checks should be performed monthly on the ultrasonic. Instruments should be packaged in paper, sterilization tubing, or bagged or wrapped cassettes and sterilized appropriately. Most manufacturers of sterilizing equipment will have directions for packaging instruments in their operators' manual- As a general rule, always use recommended packaging and loading techniques of the sterilizer manufacturer. If too many instruments are placed into the sterilizer, the appropriate heat and steam may not reach all instruments and they will not be properly sterilized.
Check the manufacturer's recommendations for lubricating handpieces and prophy angles before and after sterilization.
Do not store clean and contaminated instruments in the same area.
Note: The storage, usage, or cleaning of food, dishes, cosmetics including lip balm, or the handling of contact lens is prohibited in the sterilization area.
ENCLOSURE V

Oral Health Resources
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The following oral health resource list originally appeared in Dental FUNdamentals, an
oral health instructional guide developed by the Ohio Department of Heaith, Bureau of
Oral Health Services, and is used with permission.

Subject Areas

Braces
Career Education
Consumer Health
Dental Care
Dental First Aid
Dental Growth &
Development
Dental Visits

Resource Types

Books, Booklets
Curriculum Activities
Fact Sheets

Film Loan

Film Purchase

Film Rental

Diet & Oral Health
Fluoride

Mouthguards

Nutrition

Oral Health

Oral Hygiene Aids
Periodontal Disease
Professional Dental Care

Filmstrip Purchase
Models

Oral Health Products
Pamphiets

Posters

Resource Guide

Safety
Sealants

School Health
Smokeless Tobacco
Tooth Anatomy
Tooth Decay
X-Rays

Slide Series Purchase
Videodisc Purchase
Videotape Loan
Videotape Purchase
Videotape Rental
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Sources

American Academy of
Pediatrics

Dept. of Publications

141 N.W. Point Road

P.0. Box 927

Elk Grove Village, IL 60007

800-433-9016

www aap org

American Academy of
Periodontology

737 N. Michigan Avenue

Suite 800

Chicago, IL 60611-2690

312-787-5518

WV, Derio.org

American Cancer Society
800-ACS-2345

-or-
Contact Local Unit

American Dental Association
Marketing Services Dept
211 E. Chicago Avenue
Chicago, IL 60611-2678
800-947-4746

www.ad .o

American Dental
Hygienists” Association
444 N. Michigan Avenue
Chicago, IL 60611
800-243-ADHA

www,adha org

American Dietetic Association
216 W. Jackson, Suite 800
Chicago, IL 60606
312-899-0040

Cust. Serv. 800-877-1600
www,eatrightorg

Subject Areas
Dental Visits

Fluoride
Sealants

Periodontal Disease

Smokeless Tebacco

All Subject Areas

Career Education
Dental Care
Professional Dental Care
Oral Hygiene Aids

Consumer Health
Nutrition & Diet

Resource Tvpes

Pamphiets

Pamphlets
Resource Guide

Curriculum Activities
Pamphlets
Posters.

Booklets

Curriculum Activities
Models

Pamphlets, Posters
Resource Guide
Videotape Purchase

Fact Sheets
Pamphlets
Posters

Pamphilets
Posters
Resource Guide
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Sources

American School Health
Association

P.0. Box 708

Kent, OH 44240

800-445-2742

www.ashaweb.org

American Society of
Dentistry for Children
875 N. Michigan Avenue

Suite 4040
Chicago, IL 60611-1901
800-637-2732

www.cudental.creighton edwasde

Channing L. Bete Co., Inc
200 Stare Road

South Deerfield, MA 01373
800-628-7733

‘www.channing bete.com

Cooperative Extension
Service
Ohio State University
2120 Fyffe Road
Columbus, OH 43210
614-292-6181
“or-
Contact Local County Agency

E-Z Floss

P.O. Box 2292

Palm Springs, CA 92263
800-227-0208

www ezflossitearthlink net

Subject Areas Resource Tvpes

School Health Curriculum Activities

Braces Pamphiets
Dental First Aid ‘Videotape Purchase
Dental Growth &
Development
Dental Visits
Diet & Oral Health
Oral Health
Periodontal Disease
Safety, Sealants
Tooth Anatomy/Tooth Decay

X-Rays
Nutrition & Diet Booklets

Oral Health Curriculum Activities
Periodomtal Disease Pamphiets
Smokeless Tobacco Resource Guide

Consumer Health Curriculum Activities
Nutrition & Diet Pamphlets.

Oral Health

Oral Health Oral Health Products
Oral Hygiene Aids Pamphlets
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Soarces

Food & Drug Administration
Office of Public Affairs

P.O. Box 838

Brunswick, OH 44212
216-273-1038

Hubbard - Customer Service
P.O. Box 2121

Ft. Collins, CO 80522
srww,amep.com

John O. Butler Company
4635 W. Foster Avemue
Chicago, IL 60630
312-777-4000
Professional Div.
800-528-8537

wwaw jbuder.com

Johnson & Johnson
Consumer Products, Inc.
199 Grandview Road
Skillman, NJ 08558
800-326-3967

om

Keliogg Company
Consumer Affairs Dept.
800-962-1413

www kelloggs com

National Cancer Institute
800-4-CANCER
wwe ncinibgoy

Subject Areas Resource Types

Consumer Health Fact Sheets

Oral Heaith Pamphlets

Resource Guide

Dental Growth & Posters
Development Resource Guide

Tooth Anatomy

Oral Health Oral Health Products

Oral Hygiene Aids Pamphlets

Fluoride Pamphlets

Oral Health

Oral Hygiene Aids

Periodontal Disease

Nutrition & Diet Pamphlets

Smokeless Tobacco Pamphlets

Curriculum Activities
Posters
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Sources

Nationat Institutes of Health/

National Institute of Demal
Research (NIH/NIDR)

Building 31 Room 5849

31 Center Dr. MSC 2190

Bethesda, MD 20892-2190

301-496-4261

www nidr.nib gov

National Maternal & Child
Health Clearinghouse
38" & R Streets NW
Washington, D.C. 20057
703-821-8955

National Oral Health
Information Clearinghouse

One NOHIC Way

Bethesda, MD 20892-3500

5301-656-7581 (hearing impaired)

email: NIDR@aerie.com (TTY}

W gerie.com/nohicweb

Ohio Dental Association
1370 Dublin Road
Columbus, OH 43215
800-MY-SMILE
614-486-2700

Ohio Department of Health.

Bureau of Oral Health
Services

246 N. High Street

Columbus, OH 43266-0588

614-466-4180

Subject Areas Resource Types

Consumer Health Booklets

Dental Care Fact Sheets

Fluoride Pamphlets

Oral Health Posters

Periodontal Disease Resource Guide

Sealants

Smokeless Tobacco

Oral Health Pamphlets
Posters
Resource Guide

Oral Health Bocklets
Pamphiets
Posters
Resource Guide

Mouthguards Pamphlets

Professional Cleaning Videotape Loan

Sealants

Diet & Oral Health Pamphiets

Fluoride Posters

Oratl Health Resource Guide

Sealants Videotape Loan

Smokeless Tobacco
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Sources Subject Areas Resource Tvoes
Ohio Department of Health Smoketess Tobacco Booklets
Bureau of Health Risk Film Loan
Reduction Pamphiets
246 N. High Street Resource Guide
Columbus, OH 43266-0118
Proctor & Gamble Fluoride Curriculum Activities
Health & Personal Care Oral Hygiene Aids Modeis
Division Periodontal Disease Pamphiets
Professional Sales School Health Posters
[Education Department Sealants
PO Box 171 Tooth Decay

Cincinnati, OH 45201-0171
800-553-5075
School Program Dental Kits
800-543-2108

POH Inc. Oral Hygiene Aids Oral Health Products
P.O. Box 470623

6847 E. 40" Street

Tulsa, OK 74147

918-622-9412

Ross Product Division Dental Growth & Oral Health Products
625 Cleveland Avenue Development Pamphlets
Columbus, OH 43216 Fluoride Posters
614-227-3333 Nutrition & Diet

800-227-5767 Oral Health

www fossurition.com Safety

Smartpractice Dental Care Booklets

3400 E. McDowell Road Dental Visits Models
Phoenix, AZ 85008-7899 Nutrition & Diet Posters.
800-822-8956 Oral Hygiene Aids Resource Guide
602-225-0595 School Health

‘www smrprictice com

Sunkist Growers, Inc. Nutrition & Diet Pamphlets

P.O. Box 7888

‘Van Nuys, CA 1409
818-986-4800
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Sources

United State Government
Printing Office

Superintendent of Documents

Washington, D.C. 20402

In Ohio.
U.S. Government Bookstore
200 N. High Street
Columbus, OH 43215

-or-
1240 E. Ninth Street
Cleveland, OH 44199

Walt Disney

500 S. Buena Vista Street
Burbank, CA 91521
818-367-5684

‘Wisconsin Department of
Health & Sectal Services

Division of Health

Dental Program

P.O.Box 309

1 W. Wilson St.

Madison, WI 5370}

608-266-5152

608-267-9769

Subject Areas

Career Education
Consumer Health
Dental First Aid
Nutrition & Diet
Safety

X-Rays

Braces

Consumer Health

Dental Growth &
Development

Dental Visits

Denmal First Aid

Fluoride

Nutrition & Diet

Oral Health

Oral Hygiene Aids

Periodontal Disease

Safety

Sealants

Smokeless Tobacco

Tooth Decay

Smokeless Tobacco

Resource Tvpes

Books
Pamphlets

Film Purchase

Film Rental
Filmstrip Purchase
Videodisc Purchase
Videotape Purchase
Videotape Rental

Slide Series Purchase





ENCLOSURE VI

Association of State and 

Territorial Dental Directors’

Seven Step Model for MCH Oral Health Needs Assessment
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INTRODUCTION

WHY NEEDS ASSESSMENT?

Your dental health program will best meet the
needs of your community when it is tailored to
match current needs and to solve current
health problems. Resources are best used
when targeted to populations currently at risk,
rather than toward established programs or
localties with a past incidence or prevalence
of disease.

Many state health agencies have avoided
large-scale data collection projects, consider-
ing them to be expensive and overwhelming
tasks: but that is not necessarily so. This
document has been created to make needs
assessment simpler and more manageable. It
serves as a step-by-step guide that can be
adapted to specific community resources and
objectives.

Needs assessment is not an end in itself, but
the initial step in the development of a com-
prehensive oral health program plan. When
used effectively, the process provides inte-
grated information about health status, the
existing health system and health resources.
Implicitin needs assessment is the incorpora-
tion of risk assessment methods to assist in
identifying individuals or groups who are at
fisk for poor health

If carried out properly, needs assessment will
also help to educate communities about the
importance of oral health

FEDERAL REQUIREMENTS FOR STATE
NEEDS ASSESSMENTS

Since the late 1980s, the federal government
has renewed efforts to build the capacity of
oral health programs for Maternal and Child
Health (MCH) populations. Title V Maternal
and Child Health Block Grant legislation re-
quires that needs assessment and planning
be integrated into annual state applications.
Additionally, states are required to adopt or
adapt National MCH Objectives, drawn from
Healthy People 2010 goals and to report

‘annually on their progress toward accom-
plishing those goals

Some state and local dental programs have
conducted and documented well-designed
oral health needs assessments. The Associa-
tion of State and Territorial Dental Directors
has developed the following model to assist
states in conducting oral health needs as-
sessments. Most importantly. the model has
been designed with the flexibility necessary to
be adaptable to each individual health de-
partment's needs, resources and level of
expertise,

ABOUT THE ASTDD NEEDS ASSESSMENT
MODEL

Just as you don't need to read the entire
cookbook to prepare a meal, you don't have
to use this entire document to conduct a
community oral health needs assessment
After you review the initial set of options, the
instructions allow you to easily select those
sections that most effectively match your
program's capabilities and goals

Historically, open-mouth oral health studies
have provided useful information about oral
health status, but they are not the only way to
assess the status of a population. Studies
that rely on dental examination are expensive,
time consuming and often unwieldy. Some-
times such programs are completely
unworkable in the context of a state or
locality's resources.

The oral health needs assessment model
offers various options for data collection
While this model may yield less or different
data than an_ open-mouth dental health study,
its results may be reliable, valid and accept-
able, and are certainly preferable to gathering
no information at all
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Figure 1
Seven-Step Needs Assessment Model

STEP 1 STEP7
IDENTIFY PARTNERS AND FORM EVALUATE NEEDS ASSESSMENT
ADVISORY COMMITTEE
STEP 2

CONDUCT SELF-ASSESSMENT TO
DETERMINE GOALS AND

RESOURCES STEP6
PRIORITIZE ISSUES AND
REPORT FINDINGS

UTILIZE NEEDS ASSESSMENT FOR
PROGRAM PLANNING, ADVOCACY,
AND EDUCATION

STEP3
PLAN THE NEEDS ASSESSMENT

CORE —— 4 OPTIONAL
(choose optonal
data clements

to supplement core)

CONDUCT INVENTORY OF AVAILABLE 1
PRIMARY AND SECONDARY DATA
STEP 5
COLLECTION ANALYZE DATA
IDENTIFY RESOURCES 1

SELECT METHODS
STEP4

DEVELOP V*GRK PLAN COLLECT DATA
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STEP 1: Identify Partners/Form an Advi-
sory Comittee

Needs assessment and program planning are
not effective if they are conducted in isolation.
The first step is to decide which people or
organizations can give you the variety of
perspectives you need to accomplish your
goals and secure "buy-in" from key constitu-
encies. These key constituency groups may
later become not only sources of additional
resources, but also political support. This oral
health needs assessment model strongly
favors the formation of an advisory committee
to help plan and conduct the needs assess-
ment. In addition, the state MCH director is
identified as an important partner in needs
assessment planning. Worksheet 1 aids you
in identifying commitiee members.

STEP 2: Conduct a Self-Assessment

The model provides Worksheet 2o help
identify the goals of your needs assessment
At various points in the model you willrefer to
this worksheet to remind you of the desig-
nated goals

STEP 3: Plan the Needs Assessment

Once you have completed the self-assess-
ment and determined your goals and resourc-
es, the model provides a worksheet (Work-
sheet 3) to help you decide what information
you need to make program planning deci-
sions. It will help you determine what
information you lack, what information you
need to collect and a structured format to
select the methods of data collection

The first part of the worksheet is a core set of
needs assessment information along with a
brief statement of the rationale for each item
Itis important to include all core items in your
needs assessment. If you do not already have
allthe core information on hand, acceptable
methods are provided for collecting it. Gener-
ally, methods are listed in increasing order of
the resources needed. Of course, when
available, the simplest and least costly
method is to use existing data. Summaries of

all acceptable alternative methods for data
collection also are presented. These summa-
ries will help you select methods for gathering
missing elements from the core information
set. If you want your needs assessment to go
beyond the core set, continue with the second
part of the worksheet, the list of optional data
items. The only additional step in the optional
section is to decide which data item(s) to add
to the core set and then select methods to
obtain the information. The third part of the
worksheet allows you to add data items not
listed in the core and optional data sets.

Worksheet 4 helps organize your plan by
converting the lst of data items you selected
on Worksheet 3 into actual data collection
activities. You will be led through a step-by-
step process to identify the resources neces-
sary for needs assessment and the
organizations/individuals responsible for
providing those resources. A timeline and
calendar are included for your convenience

STEP 4: Collect Data

Detailed instructions, useful examples of
survey instruments and other aids are provid-
edto help you effectively plan your data
collection. An entire manual for conducting an
oral health screening survey (Basic Screening
Survey) is available if you select this survey
method

STEP 5: Organize and Analyze Data

This section describes methods for tabulating
descriptive statistics and guidance for some
basic inferential statistics. I the first steps
have been followed, carefully analyzing quan-
titative data for several of the methods will be.
straightforward. A set of data summary sheets
are provided to help you organize data
‘according to topic.
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STEP 6: Prioritize Issues and Report
Findings

Since there may be many different purposes
for needs assessment, it is important to
prioritize issues, and present findings that are
tailored to the intended audience. This section
highlights key elements in presenting data to
various audiences

STEP 7: Evaluate the Needs Assessment

Evaluation and a final review allow you to
determine whether you have accomplished
what you intended. This section highlights the
fact that needs assessment is continuous.

ADDITIONAL INFORMATION

Where appropriate, supplemental readings for
more detail are cited. Additional references
for needs assessment documents are located
in the Appendix. A hypothetical example
demonstrating the seven-step process is also
included in the manual

CORE AND OPTIONAL DATA ITEMS

The seven-step model includes a core set of
information (data) items that all oral health
programs should include and a selection of
optional information items from which
program managers can choose to expand the
scope of their needs assessments. Some
users may complete only the core section
while others will complete the optional section
as well. Data tems not listed in the work-
sheets can be added during the planning
step

HOW THE CORE AND OPTIONAL DATA
ITEMS WERE DETERMINED

In the fall of 1992, more than 60 state and
local dental directors and advisory committee
members were asked to participate in a
consensus-building Delphi Technique series
of mailed questionnaires. Approximately 70
percent responded

Responses to the questionnaires helped
determine what information a state or local
dental program manager wished to have
when assessing the need for oral health
services and systems of care for a population
of mothers and children. The items that most
respondents ranked as ciitical after two
rounds of questionnaires were categorized as
core items, while those that were ranked as
important were categorized as optional. ltems
that were ranked as less than important were
not included in the model.

After the core and optional data items were
determined, another Delphi Technique effort
was conducted with a group of three oral
epidemiologists, one state dental director and
two MCH dental services experts. This time
the Delphi Technique was used to help
determine which data collection methods
were appropriate for each data item. Work-
sheet 3 s the product of these two consensus
development processes and additional
reviews in 2003,
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BACKGROUND

WHAT IS NEED AND NEEDS ASSESSMENT?

Need is a concept shaped by the social envi-
ronment, involving values and judgments. Itis
influenced by (1) communal agreement on
whatis an accepted standard: (2) the social
and polttical environment; and (3) the avail-
abilty of resources and technology to meet
these concerns. Thus, need is a condition
judged to be undesirable by public consen-
sus. Need may vary from place to place and
at different times because it is subject to the
social forces which affect the allocation of
resources

For need to have practical meaning it must be
defined in a specific context. For example,
normative need compares health indicators
to a desired standard (e.q.. a Healthy People
2010 objective); perceived need asks
potential consumers what issues are problem-
atic: expressed need. sometimes known as
utiization, is the number of people who
actually seek a service; and relative need
‘concerns the equity of services (e.g., com-
paring state oral health status with a region or
another state)

Figure 2
Program Plan Cycle

NEEDS ASSESSMENT

Needs assessment in the health field is not a
one-dimensional, tidy package of rules and
procedures, but rather a"work in progress."
There are many definitions as well as several
general approaches for assessing needs.
Some experts even substitute the term
"problem” for "need” (which suggests the lack
of something) because many problems are
quantifiable, while others avoid the term
“problem” because of its negative connota-
tion

s used in this model, needs assessment is
a process that seeks to identify: (1) the
extent and types of existing and potential
problems in a communtty, (2) the current
system of services available and (3) the
extent of unmet needs, underutilized resourc-
s or shortcomings of the service delivery
system. Needs assessment is not an end in
itself, but the initial step in the development of
a comprehensive program plan (Figure 2.
The information gained from this preliminary
step will then be used to plan appropriate
systems and services. When used effectively,
needs assessment serves to integrate infor-
mation about health status, the existing health
system and health resources.

Identity
Problems.

Evaluate Program
Objectives and
Methods Used

Develop Goals
and Objectives

Define
Activities/Tasks
for Each Objective

Provide Training
and Technical

Analyze Current
and Needed
Resources
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Needs assessment is not an end in
itself, but the initial step in the devel-
opment of a comprehensive program
plan.

Needs assessment relies on a systematic
data collection and analysis process trans-
lated into an action plan. Once a problem is
identified, the program manager (e.g., the
state or local dental director) should relate it
to those who make resource allocation deci-
sions. The importance of setting priorities
among programs is ciitical. Since resources
are limited, public oral heaith programs gen-
erally cannot investigate all potential oral
health problems. Needs assessment provides
information to help decision makers know
which problems are the most critical. While
needs assessment addresses many important
issues, it is not a hard science. Some types of
need, especially those with qualitative dimen-
sions, are difficult to pinpoint, and subject to
shiftin scale over time. What may be a
current high priority may not be so in the
future. This becomes particularly evident in
written questionnaires o telephone polling

When undertaking a needs assess-
ment, it is important to use methods
that will identify individuals or groups
of individuals who are at high risk for
poor health. Ideally, resources will then
be targeted to ‘populations’ currently
at risk rather than simply to estab-
lished programs or to ‘localities' with a
past history of high incidence or preva-
lence of disease.

If carried out properly. needs assessment wil
help to educate the community about the
importance of oral health. Incorporating
community leaders and potential consumers
of oral health services into the planning pro-
cess helps establish the basis for "owner-
ship” of a fesulting program plan. And, of
course, the information obtained can be

useful in justifying existing funds andior
program expansion. Furthermore, needs
assessment responds to the public's
increasing demand for accountabiliy in the
allocation of limited resources.

The needs assessment process can
foster constituency building.

HISTORY OF ORAL HEALTH IN MCH AND
OTHER HEALTH NEEDS ASSESSMENT

Staffs and resources in state and local? oral
health programs vary greatly, with some
having no oral health programs at all. In some
states and many localities, oral health pro-
grams are linked to maternal and child health
services.

Many oral health programs are unable to
document, demonstrate or evaluate their
effectiveness because of lack of data. For
instance litle is known about the oral condi-
tion of women of childbearing age, particularly
those who are ot gainfully employed: chil-
dren younger than five years of age: and
children with special health care needs.
Clearly, local, state and national programs
must use the needs assessment process to
establish strong preventive and primary oral
health care systems integrated with other
health services.

The 1989 amendments to the Title V MCH
Block Grant legislation (OBRA 89, PL 101-
239) required that needs assessment and
planning be integrated into annual state appli-
cations. In addition, HRSA designated an oral
health objective (to increase sealant preva-
lence among 8- and 14- year-old children)
‘among the National MCH Objectives, drawn
from Healthy People objectives. States are
required to adopt or adapt llof the national
objectives in their Title V MCH Block Grant
applications/state MCH plans and, each year,

2 The torm Tocal incudes the county level s well s ciy or
other muricipaltie. Hoalth departments and oher commu-
ity agencies (o g communty healthcenters) are examples
ofocal agencies.
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to report on progress toward accomplishing
them. Additional oral health objectives may be
included in state applications as guided by
state and locally identified needs

In the years immeditely following the
changes brought about by the OBRA 89
amendments to the Title V legislation, a
review of several MCH Block Grant appli-
cations suggested that ltle. if any, oral health
needs assessment was being conducted and
reported by the states. When an oral health
needs assessment (or a plan for assessment)
appeared in an MCH Block Grant application
it generally was limited to school-age children
and adolescents. Most often, oral health plans
related only to the sealant objective included
in the National MCH Objectives

State and local agencies must collabo-
rate on periodic needs assessment to
keep a pulse on the population they
serve.

Because of sampling design, existing national
studies cannot adequately identify specific
state and local populations with a high preva-
lence of oral diseases. Therefore, states must
find ways to determine the oral health needs
of their citizens and, at the same time, direct
preventive and therapeutic programs to re-
spond to those needs.

Traditionally, oral health needs assessments
have been freestanding rather than appearing
within the context of an interdisciplinary
approach. There are advantages to both strat-
egies. A freestanding oral health survey is
likely to provide more detailed information
whereas, within a comprehensive needs
assessment, each health issue can receive
only limited attention. But, if oral health is
included as part of an MCH or community
needs assessment, it fosters its integration
with other general health services and offers
perspective on oral health needs

Some state and local dental programs have
conducted and documented well-designed
oral health needs assessments, while others.
have been intimidated by data collection and
analysis. By using the Seven-Step model
you can collect oral health data in @ manner
consistent with your particular resources and
expertise.
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ENCLOSURE VII

Seal in a Smile

Video Order Form

ENCLOSURE VIII

Sample Forms

DENTAL DECAY PREVENTION PROGRAM

                                 SEALANT PROJECT

(Name) are sponsoring a dental sealant program.  This program is free to your child.

Sealants, when applied to healthy teeth, are an effective means of preventing tooth decay.  Children in the 3rd grade are eligible to participate in this program.  Before the sealants are applied, children will have their teeth examined for any evidence of decay.  This examination does not replace a thorough exam by your dentist, which is recommended at least once a year.  The sealants will be applied at a local dentist’s office on (date of clinic).  We will do sealants on as many students as time allows; however there is a possibility not all eligible students will be served.

If you want your child to participate in this program, please fill out the form below.  If you have any questions you may contact (name and number of contact).

Please print

Name of child __________________________ Age ____ Date of Birth _________

Home Address ___________________________________ Phone _____________

Parent or guardian’s name (please print) __________________________________

School ___________________________________ Teacher __________________

_____YES, I want my child to participate in the free dental sealant program which will include a dental examination and the application of sealants.

_____ NO, I do not want my child to participate in the sealant program.

My child’s Medi-Cal number is ______________________

My child does not have Medi-Cal __________   Other Insurance ______________

I give permission for the (Name) to transport my child to the Sealant Project Site.

__________________________________________________    ______________

Signature of Parent or Guardian                                                      Date

PROGRAMA DE PREVENCION DE CARIES DENTAL

PROYECTO SELLANTE DENTAL

(El Districto Escolar) estan patrocinando un programa sellante dental.  Este programa es gratis para su nino(a).

Los sellantes, cuando son aplicados a molares saludables son un medio efectivo para prevenir los caries dental.  Antes de aplicar los sellantes, los ninos seran examinados de sus dientes para detectar caries.   Este exsamen no renplasa el exsamen annual de su dentista, el cual es recomendado una vez al ano.

Vamos hacer sellantes a todos los estudiantes que tiempo nos permite; de cualquier modo es posible que no les sirven a todos los estudiantes que son eligibles.

Si usted desea que su nino(a) participe en este programa, por favor llene la forma.  Si usted tiene cualquier pregunta, unsted puede comunicarse al (contact)

Por favor en letra muy clara

escriba nombre del nino(a) ___________________ Edad ______ Fecha de Nac ________

Domicilio ____________________________________  Telefono ___________________

Padres o guardianes(por favor en letra muy clara) ________________________________

Escuela ___________________________  Maestro(a) _____________________________

______   Si, yo quiero que mi nino(a) participe en el programa sellante dental gratis el cual encluye un examen dental y la aplicacion de los sellantes.

______  No, yo no quiero que mi nino(a) participe en el programa sellante.

El numero del Medi-Cal de mi nino(a) es _______________________________________

Mi nino(a) no tiene Medi-Cal  __________________  Otra Aseguranza  _______________

Yo doy permiso para que (El Distrito Escolar) transporte a mi nino(a) a la localidad del proyecto Sellante.

______________________________________    __________________________

Firma del Padre o guardian






Fecha

DENTAL DECAY PREVENTION PROGRAM

                                SEALANT PROJECT

(Name) are sponsoring a dental sealant program.  This program is free to your child.

Sealants, when applied to healthy teeth, are an effective means of preventing tooth decay.  Children in the 3rd grade are eligible to participate in this program.  Before the sealants are applied, children will have their teeth examined for any evidence of decay.  This examination does not replace a thorough exam by your dentist, which is recommended at least once a year.  The sealants will be applied at a local dentist’s office on (date of clinic).  We will do sealants on as many students as time allows; however there is a possibility not all eligible students will be served.

If you do not want your child to participate in this program, please fill out and return the form below.  If you have any questions you may contact (name and number of contact).

Please print

Name of child __________________________ Age ____ Date of Birth _________

Home Address ___________________________________ Phone _____________

Parent or guardian’s name (please print) __________________________________

School ___________________________________ Teacher __________________

_____ NO, I do not want my child to participate in the sealant program.

__________________________________________________    ______________

Signature of Parent or Guardian                                                      Date

DENTAL SEALANT PROJECT

SCREENING REPORT

Dear Parent:

Today your child participated in a Dental Sealant Project.  The following are the dental screening results:

________ 
Sealants were placed on the molar surfaces (sealants could last as long as 5 years, but should be checked at your child’s yearly dental exam).

________
Immediate care needed.

________
Cavities present, should be seen soon.

________
Needs to have teeth cleaned by a dentist or dental hygienist.

________
Needs to improve brushing/flossing everyday at home.

________
No obvious dental problems, however your child should have a regular dental check up every 6-12 months to control tooth decay and prevent gum disease.

________
Other problem noted _____________________________________

Please take this form with your child when you go to the dentist.

If you have any questions, you may contact your school office.

PROYECTO SELLANTE DENTAL 

REPORTE DEL EXAMEN

Estimados Padres:

Hoy a su hijo(a) se la pusieron sellantes.  Resultado del examen dental:

________
Sellantes fueron puestos sobre la superficie de la muela (Sellantes pueden durar hasta cinco anos, es necesario ir a el dentista para revisar los sellantes al mismo tiempo de el annual examin dental).

________
Necesita cuidado de inmediato.

________
Caries fueron encontradas, deben de ser atendidas pronto.

________
Llevarlo al dentista para una limpieza de dientes.

________
Necesita mejorar el modo de cepillarse los dientes y utilizar el hilo dental.

________
No se encontro ningun problema en la dentadura de su jijo(a) pero debe de tener un examen dental cada 6 a 12 meses para controlar la caries dental y prevenirle enfermedades en las encias.

________
Otro problema __________________________________________

Por favor lleve esta forma a la proxima visits con el dentista de su hijo(a).

Si tiene alguna pregunta pro favor de comunicarse con la oficina de la escuela.


California Department of Health Services

               Office of Oral Health

Children’s Dental Disease Prevention Program

                                                                  Dental Screening Form

     School:





Grade:






Room:

    Teacher:





Screener:






Date:   

	Student Name
	Age
	Sex

M  F
	Ethnic

W B H A O AI
	Caries Free
	Filled Teeth

Y   N
	Untreated Decay

Y    N
	Sealants

Has / Rec
	Treatment     Urgency

       1, 2, 3
	Rec 

Ortho
	ECC
	Comments or

Describe Injury



	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


       W=White  B=Black  H=Hispanic  A=Asian  O=Other  AI =American Indian

1. List student’s name


2. Age
3. Sex – Male or Female

4. Mark Ethnicity, if known   W=White  B=Black  H=Hispanic  A=Asian  O=Other  AI =American Indian

5. Caries Free?  Mark Yes (Y) ONLY if child has NEVER had a filling, crown or other dental work and has NO obvious decay.  Children considered caries free are also considered Class I, but not all Class I children are caries free.

6. Filled Teeth:  Mark Yes (Y) if child has any fillings, crowns or any other sign of dental work indicating that they have seen a DDS.

7. Untreated Decay:  Mark Yes (Y) if the child has any obvious signs of untreated decay.

8. Sealants:  Mark (H) if the child has one or more sealants including partially retained sealants.  Mark (R) recommend, if you see teeth eligible to receive dental sealants – permanent molars with no obvious decay and no fillings present on the occlusal (biting) surface.  

9. Treatment Urgency:  Dental classifications according to the Association of State and Territorial Dental Directors:

           Class I  =  no obvious problem – teeth and gums appear healthy, refer for routine dental care.

           Class II = early dental care needed – suspected decay, temporary or broken fillings.

Class III = urgent care needed  - extensive decay, injury, ECC, abscess.  If a child needs IMMEDIATE dental attention, mark them   

                 class III and place an asterick ( * ) by the classification to make follow-up easier.

     10. Recommend Ortho:  Check box when you suspect that a child needs orthodontics to treat severe malocclusion. 

11. ECC:  Early Childhood Caries - defined as a child 6 years or younger that has a minimum of 2 primary maxillary incisors (upper front   

           teeth) that have decay, crowns or are missing.  Mark Yes if present.

  12.Comments or Describe Injury:  Write any comments or notes in this column.  Please note if child has obvious trauma to the head, 

       neck, face, teeth, gums, mouth, etc. describe injury. 

Date

        Provider

        
Recorder



Number of teeth with:
Caries        
Fillings
       
Missing        


Treatment Urgency:
I (green)       II (yellow)       III (red)       
Circle one  (see American Dental Assoc. “Classification of Treatment Needs” for definitions)
Malocclusion (circle one):
I               II                  III             X-bite

Sealants: 
Present


Needed
      




Treatment:
Date


 
Dentist





Comments



Please mark each molar as: S = Sealant applied today, SP = Sealant already present, or X = Tooth cannot be sealed (for any reason)

School





Teacher


   Grade



Name





Gender
   M
F


       First

      Last


  circle one

Address



     City

           
Zip



Date of Birth 





Medical Alert









Comments


















California Children’s Dental Disease Prevention Program

Permission Form

PERMISSION – I give permission for my child to receive: (please check all that apply)
                    Brushing and Dental Hygiene Education

                    Fluoride

                    Dental Exam

                    Dental Sealants (for xx grades only)                Social Security Number          -      -

Name of child



Sex
M   F

Date of Birth

Address







City

Phone number



School

Teacher

Grade

MEDICAL HISTORY


1. Has your child visited a dentist in the past six months?

Yes
No


2.  Is your child taking any medication?




Yes
No

                  
If yes, which medication?


3.  Does your child have allergies?




Yes
No



If yes, to what?  


4.  Does your child need to take antibiotics before having 

     dental care because of health problems?



Yes 
No

         
If yes, please explain. 

Please put an (x) if your child has ever had any of the following:

(  ) Hepatitis
(  ) Rheumatic Fever
(  )Heart Murmur
(  ) Epilepsy
(  ) Asthma    (  )Seizures/












           convulsions

Has your child ever had any serious health problems not mentioned above?
Yes 
No

If yes, please explain

The above is true to the best of my knowledge.

Signature of Parent/Guardian     





Date

(your child can not participate without your signature)








SEALANT PROGRAM 

INITIAL SCHOOL CONTACT INFORMATION

School



Phone




School Hours

Contact Person







Date of Contact

Proposed dates to apply sealants





Location

Proposed date to show video/consent forms



Location

Time of arrival for video






# of sessions

Date forms will be collected





Grade

	ENROLLMENT INFORMATION

	GRADE
	GRADE

	Room #
	Enrollment
	Forms Ret’d
	Room #
	Enrollment
	Forms Ret’d

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Reminders:


Equipment will be delivered one day in advance. Have it placed in the room where we’ll 

           work.


Dental personnel will arrive one hour prior to the beginning of school.


Dental personnel will need class lists for X, X and X grade classes.


Are there any assemblies, field trips, tests, plays, etc. scheduled on the days when the 

           sealant program will operate in your school?

Comments:



�





Aspetico Prices (General Estimate) 


They offer a 10% discount on these prices


Portable Unit				$1,995


  Includes case, slow handpiece,


  Foot control, high-speed suction,


  3-way air/water syringe





Patient Chair			$1,295


Operator Stool			$495


Compressor			$1,095 / $1,495


Overhead Light			$695








M-DEC Prices (General Estimate) 





Portable Unit				$8,495 


(offering a short term 25% discount.  March 2004) 


  Includes case, slow hand piece, 


  2 high-speed hand pieces, compressor,


  Foot control, high-speed suction,


  air/water syringe and light, amalgamator.





Patient Chair			$1,295


Operator Stool			$560














Seal in a Smile�Dental Sealant Video


 


This educational video presents dental sealants in a humorous, delightful way.  Live action animation are used to demonstrate what sealants are, how they prevent decay, and how they are applied.  Excellent for presentations in a variety of settings, such as private dental or medical practices, schools, health fairs, or parent and community groups.  This video was a meritorious winner in the 1988 American Dental Association Community Preventive Dentistry Award Competition.    (4-1/2 minutes, 1/2" VHS only*)


Send me _____ copies Seal In A Smile video ($22.00 each)**            Total $__________�                                (price includes postage and handling)


Please Print:


Name:  ___________________________________________________________________


Organization:  ______________________________________________________________


Address:  _________________________________________________________________


City:  _______________________________________  State:  _____  Zip:  ______________


Phone:  _____________________________________________


Mail completed order form to:�Community Dental Programs�Columbus Health Department�181 S. Washington Blvd.�Columbus, Ohio 43215


Please send check or money order only.  Payable to:  Columbus City Treasurer


* 3/4" tape available upon written request�** Price for non-profit agencies only








�





County Logo





Local Program Logo





�
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3





14





15





31





30





19





18





Program Contact Information





Program Logo





March 2004





For Office Use Only	Date		Classification


Treatment Performed			   1    2    3		Teeth #’s (circle)	          Providers Initials & #


Dental Exam						       2   3   14   15   19   30   31	


Dental Sealants	    					       2   3   14   15   19   30   31 	


Follow-up		


DOB			


Social Security #				Other Treatment Recommendation	





No payment is required from you for this program.  However, Medi-Cal and other insurance carriers help cover the cost of this program.  If you have Medi-Cal or other insurance, please check the one that you have.





(  ) Medi-Cal			Member Name		


(  )Delta Dental Plan		Member ID Number 			 


(  )Other		5 	
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