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The Caries Process
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Assumption:
< You have already treate!

’ Complete exam
Caries risk assessment (CRA)

( * Developed a caries risk management
plan
— Motivational interviewing and shared
N decision making
’ — Behavioral change

— Implemented interventions (products)
* Biofilm modification
* Halting demineralization
* Enhancing remineralization

Caries Management at the Tooth Level
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Activity

Characteristics of active and inactive caries lesions®”

Activity Assessment Factor CARIES LESION ACTIVITY ASSESSMENT DESCRIPTORS

Likely To Be Inactive/Arrested

Likely To Be Active

":

Plaque Over the Lesion Not thick or sticky Thick and/or sticky

 Location of the Lesion |

Young DA, Novy BB, Zeller GG, et al. The American Dental Association Caries Classification System for Clinical Practice:
A report of the American Dental Association Council on Scientific Affairs. J Am Dent Assoc 2015;146(2):79-86.

The Importance of
Cavitation

Bacteria are too big to
penetrate the enamel




When do you drill a tooth?

When it is fully cavitated

TABLE 2
American Dental Association Caries Classification System. \
DENTAL CARIES CL SYSTEM
Initial
Clinical No dlinically detectable lesion. | Earliest clinically detectable lesion compatible with mild | Visible signs of enamel breakdown or | Enamel is fully cavitated and dentin is
Presentation Dental hard tissue appears | demineralization. Leslen limited to enamel or to shallow signs ﬂ\e de!mn ls modeulei{ exposed. Dentin lesion is i/
normal in oulw Mildest forms are severely demineralized.
ind gloss. detectable only aﬁel dlyl When established and active,
lesions may be white rown and enamel has lost its

Other Labels No surface change or Vnuli{mxmmmnd Established, early cavitated, shallow | Spread/disseminated, late cavitated,

adequately restored cavitation, i deep cavitation

Infected Dentin None Unlikely Possible Present

of ICDAS 0

Appearance

(Pit and Fissure)*t \‘

Accessible

Smooth Surfaces,

Including

Cervical and

Root*

Radiographic

::unub- of

Surface®

E|' uvRAI' Ez‘ arm' O D1t um'
E0F or RO* mou—ﬁunﬂdﬂwdmm radmgrlphsnnot D21 or RB4* D31 or RC5*
No radiolucency reliable for mild occhusal lesions. Radiolucency extends into the Radiolucency extends into the inner
middle one-third of the dentin me'zlrdoflhedemm
+ Photographs of extracted teeth ilusirate exampls of pit-and-fssure caries.

1 The ICDAS i ined d f dentinal jide llated and published
by the ICDAS Foundation over the last decade; ICDAS also has a menu of options, mdudmg 3 levels of caries lesion classification, yadw-phc scoring md an integrated, risk-based caries
Managemenk spe] ICCMS. (Pits NB, Ekstrand KR. Intemational Caries Detection and Aueumem Synem [ICDAS] and its Intemational Caries Classification and Management System [ICCMS):
Methods for staging of the ind enabling dentists to C Oral Epidemiol 2013; Alllledl—eslesNB Ismail Al, Martignon S, EksmndK,Dwg!ascAv,

Longbottom C. ICCMS Guide for Pracitoners and Edueators. Avallabl 5¢ hittps://www.i mdasovﬂuploadS/IECMS-Guade Fnchu . US.pdf. Accessed April 13, 2015.)

# “Cenvical and root” includes any smooth surface lesion above or below the anatomical crown that is accessible through direct visual/tactile examination.

§ Simulated radiographic it images, |

1] E0-E2, D1-D3 notation system.*>

# RO, RA1-RA3, RB4, and ucs—ucs 1CCMS radiographic scoring system (RC6 = into pulp). (Pitts NB, Ismail Al, Martignon S, Ekstrand K, Dougl 4 1CCA d
Educators. Available at: http M. Guide.FullGuide . US.pdf. Accessed April 13, 2015.)

Young DA, Novy BB, Zeller GG, et al. The American Dental Association Caries Classification System for Clinical Practice:
A report of the American Dental Association Council on Scientific Affairs. J Am Dent Assoc 2015;146(2):79-86.



Practical implementation of caries
disease management in the era
of CAMBRA: a guide for the
general dentist

Tables.

‘behavior management (patient-level) strategies.
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Infected dentin Unlicely

(full cavitation)
Douglas A. Young, DDS, EdD, MBA, MS = Ryan L. Quock,DDS = Susie Goolsby, DDS, MSHA Occlusal
Martha McComas, RDH, MS = Steven Powell. DDS = Gregory G. Zeller, DDS, MS. Chnical IDAS O ICDAS 1 ICDAS 2 ICDAS3  ICDAS 4 ICDAS S ICDAS 6
- Vong, DDS. EGD = Eran B. Novy, DDS presentation E -
B Insidious caries Consider Place GIC sealant (no preparation) Place GIC sealant (no Place MID GIC
“whol,
3 = s oo lesion; few lesions,  GIC sealant preparation) restoration (selective.
e iwry slow| for primary caries removal)
\d the US Health Prsan.
7 o
it ki . preparation)
patient cae. Rampantor Place GiC :
This| aggressive caries  sealant(no  preparation) sealant (no preparation) MID GIC restoration
i b  carles
lesions, aggressive removal)
e RA) e review
Chinical hes. Instead, progresion
ADA lingual
CCS with CRA Given that Clinical ICDASO  ICDAS1 ICDAS2 ICDAS 3 ICDAS 4
pubomsy. sresentation 7
- i
CcRA d “This sum- -
tionat - AMBRA Follow CRM
e lesion; fewlesions, protocol  based CRM (CRM; consider GIC surface
‘slow progression  for primary protection (no preparation) for
PETT e S —
s ‘Rampant o Follow CRM - ple
aggressive carles  protocol ‘based CRM; consider SOF (CRM; consider GIC surface GIC restoration
= i) A lesion; mutiple for primary. protection (a0 preparation)  (selective caries
e Y ictica aF. lesions, aggressive  prevention and/or SOF removal)
sh % progression
p K )y ‘Approximal
the tooth, patient, for  Cariology 3 Chelcal
c ares Consensus presentation
aimed atimproving patient health. Collaboration is recommended for more precise diagnosis, Agd.org/generaldentistry; \'
+ For E0'orR0*  El'orRAI' E2'orRA2' DI'orRA¥ D2'orRB4" D3'or RCS*
g s Omn  famw o Gt ovans  ouino oung DA, Quiock RL,
o » p assess insidious. protocol consider SOF ‘separation, surface protection restoration (selective 2
Accepted: June 30, 2025 dhe 2 terms e losely el vt disin. 3 b2 i R MO | s vt Goolsby S, et al. Practical
progression prevention restoration wihseectvecars.  or without SOF f : :
e ith chdag el e implementation of caries
clinical potocots, dental cares,oralhealth P disease management in the
s g Jants), biofl 3 g ; era of CAMBRA: a guide for
4 modiichio i 1CORS. et . :
for ot e cordoct ewepmiisGubngidomscon dincation, icludk Mo 98, Zeer GG, et e Ak : the general dentist. Gen
o . Dent. 2025;73(6):56-66.
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How to
Assess and
Treat the
Occlusal Site




Practical of carles dis

In the era of CAMBRA: a gulide for the general dentist

Table 5. Example hard tissue preservation suanegy based on the ADA CCS category using current tooth-preserving (tooth-level) and

behavi ¢ level)

o 2
cvncersis bodere —————ngrces |
Infected dentin None Unlikely Possible Present
(full cavitation)
Occlusal
Clinical ICDAS 0 ICDAS1 ICDAS2 ICDAS3 ICDAS4 ICDASS5 ICDAS6
N : E E
i s

Insidious caries Consider Place GIC sealant (no preparation) Place GIC sealant (no Place MID GIC
lesion; few lesions,  GIC sealant preparation) restoration (selective
slow progression for primary carles removal)

prevention

(no

preparation)

Treat the disease with | Low/Moderate risk = Behavioral modification including healthy diet & lifestyle choices, good
appropriate caries risk | oral hygiene, OTCF, Xylitol to replace table sugar

management (CRM)

High risk = add antibacterial & pH neutralization,

Extreme risk = add to Ca & PO4 supplementation and pH neutralization

EBD Guidelines
JADA 2016

1. Seal over non-cavitated

occlusal lesions

2. Not enough evidence to

recommend one material
over another (free to choose)

Evidence-based clinical practice

guideline for the use of
pit-and-fissure sealants

A report of the American Dental Association and
the American Academy of Pediatric Dentistry
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Crall, DDS, MS, ScD; Margherita
Fontana, DDS, PhD; E. Jane

Kevin Donly, DDS, MS; | Emnm!n.
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DDS, MPH, MBA, MHA; Matt
Crespin, MPH, RDH, Timothy
Iafolla, DMD, MPH; MarkD. Slegal,
DDS, MPH, Malavika P. Tampl,
MPH; MLS;

ABSTRACT
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y and permanent molars
in children and adolescents, A ;mddme pand convened by the Amesican Dental As-
sociation (ADA) Council on Scientific Affairs and the American Academy of Pediatric
Dentistry conducted a systematic review and formulated recommendations to address
clinical questions in relation to the efficacy, retention, and potential side effects of
sealants t prevent dental caries;thei eficacy compared with fuoride vanishes; and o

h ‘pes of sealant material used to prevent caries
on pits and fissures nfn(dllﬂ.l surfaces.
'rypesof Thi date of the ADA 2008

Cameron Estrich, MPH; Alonso
Carrasco-Labra, DDS, MSc, PhD(c)

fpit-and-f d\en:dusdsurfacudpnmryandpmmn
e s s systematic search in MEDLINE, Embase, Cochrane
Central Register of Controlled Trials, and other sources to identify randomized

it-and-fissure sealants
have been used for
nearly 5 decades to

prevent and control

ials reporting on the effect of sealants (available on the US market) when
applied to theocdusa surfaces of prmary and permanert molas. The authors wed the
Grading of and Evaluation approach to
awlh:qudnycithewndcmndmmvefmdmwndmcundudemm
Results. The guiddine panel They concluded

carious lesions on primary and dmsnlmumeﬁmmmprmnnngmdumngpnudkuuxdmamm
permanent teeth. Sealants are with the
still underused despite their muxof;ulmuornuofﬂmndtmnhn‘lblya.lm(m‘hddhu-hnumﬂd
documented efficacy and the ious lesions (also referred to as
availability of clinical practice xnnulkm)thnmuulmﬁnal}y buedonﬂulvaiaﬂehnmdendmﬂw
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‘Supplemental materiel sealant material om dunqu
xtr4 is avallable online. Conclusions and Practical Th i designed
PRy to inform practitioners during the clinical decisi ng process in relation to the
guidelines.”” New sealant ma- oo ofudu.lumukmmd.ﬂdmmdaddmmamm
terials and techniques continue to discuss the i in thi ine with patients or the parents of
R— - patients. Th thatclinici: i increasing
of Pediatric Dentistry and American the . the ocdusal surfaces of primary in children
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Dental Association. This article is being
published concurrently in the
‘September/October 2016 issue of
Pedatric Dentistry. The artides are
identical. Ether citation can be used
when citing this article.

Key Words. Pit-and-fissure sealants; dinical recommendations; guideline; ocdusal
caries; caries prevention; caries arresting.
JADA 2016:147(8):672-682

httpy/dx doi.org/10.1016/j.adaj. 2016 06.001
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Young DA, Quock RL,
Goolsby S, et al. Practical
implementation of caries
disease management in
the era of CAMBRA: a
guide for the general
dentist. Gen Dent.
2025;73(6):56-66.

Slide courtesy of Dr. Douglas Young



Aprismatic Enamel will not Acid Etch

Amorphous or aprismatic enamel

S

Debris and
Aprismatic
Enamel

= poor resin
bond.

The micromechanical bond of resin is The chemical bond of Gl bonds
best if prisms are at right angles. ** equally well to aprismatic enamel.

Secondary maturation of GIC

* Maturation of GIC’s more efficient in saliva (in vivo) than in water (in
vitro)

dental
materials

d

ne 3
ELSEVIER Dental Materials 17 (2001) 34-30 —_——
www elsevier.comviocaedental

Surface hardness change of restorative filling materials stored in saliva
K. Okada’*, S. Tosaki®, K. Hirota®, W.R. Hume""*

“Rezearck and Development Dep GC Corporation. 76-1 Ht cho, liabashi-ku, Tokyo 174 8585, Japan
YUCLA Executive Vice Chunceflar, 465 Hilgard Avensee, 2147 Murphey Hall, Los Argeles. CA 900951405, USA

Received 27 September 1999; revased 10 Apnil 2000; aceepied 1 May 2000




Low Viscosity Glass lonomer

For Sealants and Surface Protection.

3 years....no wear



How long do Gl sealants last?

8 Year old Gl sealant. 12 Year old Gl sealant.

2% An Atlas of Gl by Graham Mount

24-year-old sealants and counting
| =g

My youngest son
Tyler Young, DDS
Now 30 years old




Tyler Age 13 Tyler Age 30
(scan taken 8/23)

L
i

27 year old sealants and counting

My oldest son
Now 33 years old
Kyle Young, DDS




27 year old sealants and counting

Kyle at age 33
Photo taken Feb. 2023

Gl Sealant and Aerosol Tips

* Mark occlusion with articulating paper (no Gl there)
 Suction bite block device
* Work in quadrants or half of the mouth (i.e. UR & LR)

* Defocused air abrasion, pumice slow-speed, pumice on cotton,
acid etch (depending on level of aerosol concern)

* Always use polyacrylic acid (cavity conditioner), rinse, blot

* Moist cotton applicator (saturated then rolled on 2X2 gauze) to
move or remove excess GIC

* Low viscosity is easier and faster than high viscosity GIC



How to
Assess and
Treat the
Facial/Lingual
Site

Root Caries
(hardest to restore)

Consider fluoride, SDF, and Glass lonomer




Remineralization is an option

Demin Remin

dull + rough = active decay Smooth + shiny = inactive

325

SDF is an option

time 0 1 day 1 week

J Dent Res 88:116



“Surface Protection” is an option
(with Low Viscosity GIC)

Practical implementation of carles disease management in the era of CAMBRA: a guide for the general dentist
Agd.org/generaldentistry;

Table 5 Example hard tissue preservation strategy based on the ADA CCS category using current tooth-preserving (tooth-level) and Young DA, Quock RL,
(patient-level Goolsby S, et al. Practical
Faclal/| implementation of caries

disease management in

CImcal ICDAS 0 ICDAS1 ICDAS2 ICDAS3 ICDAS4 ICDAS 5 ICDAS6 th £ CA .
e era of MBRA: a
presentation : guide for the general
dentist. Gen Dent.
Insidious caries Follow CRM  Asrest and remineralize using risk- Arrest and reminesalize using Place MID GIC
lesion; few lesions,  protocol based CRM CRM; consider GIC surface restoration (selective
slow progression for primary protection (no preparation) for  caries removal)
prevention deeper microcavitations and/
or SOF per patient wants

Treat the disease with | Low/Moderate risk = Behavioral modification including healthy diet & lifestyle choices, good
appropriate caries risk | oral hygiene, OTCF, Xylitol to replace table sugar

management (CRM) : | High risk = add antibacterial & pH neutralization,
Extreme risk = add to Ca & PO4 supplementation and pH neutralization

Slide courtesy of Dr. Douglas Young



Early Detection

BlueCheck—A Tool in Caries Prevention

BlueCheck utilizes the natural hydroxyapatite-binding chemistry of proteins to specifically and reversibly
bind to porous dental hy ite, enabling direct visualization of dental caries

BlueCheck uses an electrostatic interaction, that can be removed with toothpaste and action of saliva

Enamel BlueCheckmolecule
hydroxyapatite

Early caries
[pre-visible]

[ Jr— gh-contast
affinity color

How to
Assess and
Treat the
Approximal
Site




An in vivo Comparison of Radiographic and
Directly Assessed Clinical Caries Status of
Posterior Approximal Surfaces in Primary

and Permanent Teeth

N. B. Pitts and P. A. Rimmer
Caries Research, 1992

Secondary Teeth

El E2 D1 D2 D3

0% 10.8% 40.9% 100%

9% Cavitation

Pitts N.B., Rimmer M.A. Caries Res 1992;26:146-152.



Primary Teeth

El E2 D1 D2 D3

0% 2.9% 28.4% 48%

% Cavitation

Pitts N.B., Rimmer M.A. Caries Res 1992;26:146-152.

Mufoz-Sandoval C, Gambetta-Tessini K, Botelho JN, Giacaman RA. Detection of
Cavitated Proximal Carious Lesions in Permanent Teeth: A Visual and
Radiographic Assessment. Caries Res. 2022;56(3):171-178.

» 508 proximal surfaces:, 22.2% were cavitated

* E1: n=4 2.1% were cavitated
- E2: n=9 9.8% were cavitated >
* D1: n=50 35.5% were cavitated

<~ D2: n=22 41.5% were cavitated >

e D3: n=28 84.8% were cavitated




Treatment of Initial
Approximal Lesions (E2-D1)

Learning the hard way
VS
Learning the easy way

This is a First Year Dental Student
Would you cut the distal of #20?




Non-invasive Elastomeric Separation

2 Day Ortho Elastic in Contact Area




Non-cavitated
Arrested Brown Spot Lesion

42

Impression
Stone Model
Showing No Cavitation

-

f
Bur,mark‘ ‘
'i )

Occlusal View




Root§#9rbiBBaM Neers

Enoug

See an qﬁ or%grpcﬁawtated)?




A Fully Cavitated Lesion

Why not just take an BW radiograph of a non-
cavitated lesion on an extracted tooth?

Learning the easy way ‘
()

46



Practical implementation of carles disease management in the era of CAMBRA: a guide for the general dentist Agd.org/generaldentistry;

Table 5. Example hard tissue preservation strategy based on the ADA CCS category using current tooth-preserving (tooth-level) and Young DA, Quock RL,
i (patient-level, Goolsby S, et al. Practical
implementation of caries
pproxi disease management in
A - mal the era of CAMBRA: a
Clinical guide for the general
presentation A ! ! ¢ dentist. Gen Dent.
. . . 2025;73(6):56-66.
EOQ" or RO* El'or RA1* E2'or RA2* D1'orRA3* D2'or RB4* D3'or RC5*
Difficult to Follow CRM  Asrest and remineralize using CRM; Consider SDF, orthodontic Place MID GIC
assess Insidious protocol consider SOF separation, surface protection restoration (selective
Vs aggressive for primary with no preparation, and/or MID  caries removal) with
progression prevention restoration with selectivecarles  or without SDF
removal with or without SOF

Treat the disease with | Low/Moderate risk = Behavioral modification including healthy diet & lifestyle choices, good
appropriate caries risk | oral hygiene, OTCF, Xylitol to replace table sugar

management (CRM) ! High risk = add antibacterial & pH neutralization,
| Extreme risk = add to Ca & PO4 supplementation and pH neutralization

Slide courtesy of Dr. Douglas Young

Leaving Decay?
Selective Caries Removal?
What is the evidence?



Evidence for Selective Caries Removal

ADA EBD Guidelines

Critical Summaries

Meta Analysis

Systematic Reviews

July 2023

110 YEARS
SMILECON 2023:
Pre

COVER STORY

Restorative Treatments
for Caries Lesion
ADA Clinical Practice

I GIC, | |esin composi

Guideline

“More conservative carious tissue removal may decrease adverse effects”

Clinical Practice Guideline

Cover Story

Evidence-based clinical practice guideline on
restorative treatments for caries lesions

A report from the American Dental Association

Vineet Dhar, BDS, MDS, PhD; Lauren Pilcher, MSPH; Margherita Fontana, DDS, PhD;
Carlos Gonzalez-Cabezas, DDS, MSD, PhD; Martha Ann Keels, DDS, PhD;

Ana Karina Mascarenhas, BDS, MPH, DrPH; Marcelle Nascimento, DDS, MS, PhD;
Jeffrey A. Platt, DDS, MS; Gregory J. Sabino, DDS, PhD; Rebecca Slayton, DDS, PhD;
Norman Tinanoff, DDS, MS; Douglas A. Young, DDS, EdD, MBA, MS;

Domenick T.Zero, DDS, MS; Sarah Pahlke, MS; Olivia Urquhart, MPH; Kelly K. O'Brien, MLIS;
Alonso Carrasco-Labra, DDS, MSc, PhD

ABSTRACT

Background. An expert panel convened by the American Dental Assaciation (ADA) Council on
Scientific Affairs together with the ADA Science and Research Institute’s program for Clinical and
Translational Research conducted a systematic review and developed recommendations for the
treatment of moderate and advanced cavitated caries lesions in patients with viml, non-
endodontically treated primary and permanent teeth.

Types of Studies Reviewed. The authors searched for systematic reviews comparing carious
tissue removal (CTR) approaches in Ovid MEDLINE, Embase, Cochmne Database of Systematic
Reviews, and Trip Medical Databuse. The authors also conducted a sysematic search for ran-
domized controlled trials comparing direct restorative materials in Ovid MEDLINE, Embase,
Cochrane Central Register of Controlled Trials, ClinicalTrials gov, and the World Health Orga-
nization International Clinical Trials Registry Platform. The authors used the Grading of Recom-
mendations Assessment, Development, and Evaluation approach to assess the certainty of the
evidence and fomulate rcommendations.

Results. The panel formulated 16 recommendations and good practice statements: 4 on CTR
approaches specific to lesion depth and 12 on direct restorative materials specific to tooth
location and surfaces involved. The panel conditionally recommended for the use of conser-
vative CTR approaches, especially for advanced lesions. Although the panel conditionally
recommended for the use of all direct restomative materials, they prioritized some materials over
the use of others for centain clinical scenarios.

Practical Implications. The evidence suggests that more conservative CTR approaches may
decrease the risk of adverse effects. All included direct restoratve materials may E “eHective in

treating moderate and advanced caries lesions on vital, nonendodontically treated primary and
permanent teeth.
Key Words. Evidence-based dentistry; clinical practice guideline; direct restorative materials;
caries; general dentistry; pediatric dentistry; American Dental Asociation.
JADA 2023:154(7)551-566
hitps:idoi.org/10.1016/.ad3.2023.04.011



Courtesy of Dr. Hien Ngo

Selective Caries Removal
Know when to stop!

Clean the perimeter of the lesion using
the 2mm rule to avoid pulp exposure

Rationale: demineralization precedes
bacterial penetration of dentinal tubules,
so removing most of the soft & wet
dentin will remove most of the infected
tissue

Wet & Soft

Glass ionomer will seal out nutrient
sources from entering. Thus no acid or
deminerealization will occur

Dry & Soft

Selective caries removal will leave a radiolucency on

the radiograph

53



Glass lonomer - Equia Forte
Deepest Excavation with Smooth Side of an Explorer
January 2019

Mike Nelson, DDS
www.NelsonFamily.Dental

Chemomechanical
Caries Removal
(CMCR)

* Chemical softening of carious
dentin with a chemical agent,
followed by mechanical removal
with non-cutting hand
instruments.

Slide courtesy of Elevate Oral Care



Papacari Duo:

an enzymatic caries remover

‘@ CLINICS oo

Efficacy of Papacarie”™ in reduction of residual
bacteria in deciduous teeth: a randomized, controlled

clinical trial
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Slide courtesy of Elevate Oral Care

2012
Randomized Clinical Trial
dinics

“Papacarie® is an excellent option
for the minimally invasive
removal of carious tissue,
achieving significant reductions
in total bacteria, total
Streptococcus and S. mutans
with the same effectiveness as
traditional caries removal.”
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Research Article Randomized Clinical Trial

A Randomised Controlled Trial Comparing Chemomechanical The Scientific World Journal
(Carie-Care™) Versus Conventional Caries Removal for

Atraumatic Restorative Treatment

Saloni Gupta, Kalyana Chakravarthy P i, and Shashidhar Acharya

P

Department of Public Health Dentistry, Manipal College of Dental Sciences, Manipal Academy of Higher Education,

Manipal 576104, Karnataka State, India [ N 0 d iffe re n Ce i n rec u rre nt
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Objective: This study aimed to evaluate and compare the clinical effectiveness of chemomechanical caries removal (CMCR) using
Carie-Care™ versus conventional caries removal for atraumatic restorative treatment (ART).

Methods: The study included 32 children aged 6-15 years with one or more one-surface cavitated carious lesions on the occlusal - Pat i e n tS S h OWe d | e SS S ig n S Of

surface of permanent dentition. A total of 82 restorations were placed in permanent molars. The teeth were randomly assigned to

two groups and monitored for 18 months after the intervention. For Group 1, Carie-Care™ gel was applied directly to the carious ] H

lesion, followed by cavity washing and gentle excavation using hand instruments. For Group 2, caries was removed using the p a I n t ra u m a u rl n g
mechanical method only. The success rate of the restorations, as well as the time taken and pain reactions measured by the sound . .
eye motor (SEM) scale, were assessed between the two groups. - b d t
Results: The SEM scores were significantly higher (p < 0.05) in the conventional ART group than in the Carie-Care™ group. The p a p a I n a S e e n Zy m a I C
mean time taken for caries removal in the Carie-Care™ group (731.15 + 197.48s) was significantly higher than in the ART group . .

(596.66 +158.96 5) (p <0.001). However, there was no significant difference in the clinical performance of Type IX restoration t

e st caries excavation

Concluslons: The success rates of the restorations were similar between the two methods. However, the added advantage of less

trauma associated with using a chemomechanical agent such as Carie-Care™ makes it an attractive option for community health

and school dental programs.

Randomised Controlled Trial Com%ariné Chemomechanical (Carie-Care™) vs
onventional Caries Removal for Atraumatic Restorative Treatment , Gupta, et

Use glass ionomer as a
chemical treatment for caries
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“More conservative carious tissue removal may decrease adverse effects”

Clinical Practice Guideline
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Evidence-based clinical practice guideline on
restorative treatments for caries lesions

A report from the American Dental Association
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Norman Tinanoff, DDS, MS; Douglas A. Young, DDS, EdD, MBA, MS;
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ABSTRACT

Background. An expert panel convened by the American Dental Assaciation (ADA) Council on
Scientific Affairs together with the ADA Science and Research Institute’s program for Clinical and
Translational Research conducted a systematic review and developed recommendations for the
treatment of moderate and advanced cavitated caries lesions in patients with viml, non-
endodontically treated primary and permanent teeth.

Types of Studies Reviewed. The authors searched for systematic reviews comparing carious
tissue removal (CTR) approaches in Ovid MEDLINE, Embase, Cochmne Database of Systematic
Reviews, and Trip Medical Databuse. The authors also conducted a sysematic search for ran-
domized controlled trials comparing direct restorative materials in Ovid MEDLINE, Embase,
Cochrane Central Register of Controlled Trials, ClinicalTrials gov, and the World Health Orga-
nization International Clinical Trials Registry Platform. The authors used the Grading of Recom-
mendations Assessment, Development, and Evaluation approach to assess the certainty of the
evidence and fomulate rcommendations.

Results. The panel formulated 16 recommendations and good practice statements: 4 on CTR
approaches specific to lesion depth and 12 on direct restorative materials specific to tooth
location and surfaces involved. The panel conditionally recommended for the use of conser-
vative CTR approaches, especially for advanced lesions. Although the panel conditionally
recommended for the use of all direct restomative materials, they prioritized some materials over
the use of others for centain clinical scenarios.

Practical Implications. The evidence suggests that more conservative CTR approaches may
decrease the risk of adverse effects. All included direct restoratve materials may E “eHective in

treating moderate and advanced caries lesions on vital, nonendodontically treated primary and
permanent teeth.
Key Words. Evidence-based dentistry; clinical practice guideline; direct restorative materials;
caries; general dentistry; pediatric dentistry; American Dental Asociation.
JADA 2023:154(7)551-566
hitps:idoi.org/10.1016/.ad3.2023.04.011



W o v Cariostatic Properties
restorations: a meta-analysis
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Studies by Dr. Hien Ngo
The “Chemically Fused Layer”
Internal Remin/Acid Resistant?
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How long will the remin protective layer last?

Evidence for GIC Posterior Restorations

GIC vs. Amalgam

Meta Analysis

Systematic Reviews
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ABSTRACT
Over the past few years, there has been an increase
mthennmberofsmdles mpvmn;mvmons

GIC = Amalgam

Effectiveness of Single-surface
ART Restorations in the
Permanent Dentition:

A Meta-analysis

INI'RODUCI'ION

'Iﬂu (ART) approach involves the
lmnlofm&cudwomnmmmhndm followed by
filling the cleaned cavity and associated pits and fissures with an adhesive
msmmmnl(l—‘xmthnnal 1996a). ART is considered one of the
ches in the concept of minimal

aspects of the A
(Ak'l)wmchl?n!mdnmmddmnlmIsm
‘which ART restorations with glass ionomers were

mmummdennmy(I‘y:saraL 2000). This relatively new approach
requires neither electricity nor plumbed water and, therefore, can be
mhedmahms(uysetmg B«mlhndmndynsmwbs

< in
teeth for a maxinmm period of 3 yrs constituted
the dxn\use This meta-analysis divided the
tions into 'early’ (1987-1992) and 'late”
(1995-) smdies on the basis of improvements in
the approach. i i

studies; no statistically significant difference
between the 2 typesofleswrmmms ﬂmmd
Based on the available that
mdlﬂk!xammnlmmm i

Testorations in permanent teeth over the first 3 yrs.

not require this material was the
mﬂmdhwo{mmm However, ART
does not seem to be confined to places where electricity is absent.
Recently, Louw e7 al. (2002) reported survival of ART restorations
Mmdaﬂdmsmglcmmhsakobumm
be less painful than (Rahi: la et al., 2000;
Schriks and van 2003), and local anesthesia is mqmmd
(thnmv:mtnal 1996; Frencken et al., 1996b; Ho e al., 1999;
Mickenzutsch ¢f al., 1999; Holmgren et al., 20001.ondthpm,2001
Taifour et al. 2003)

Since its mepnonmlhgmd—lDBOs the ART approach has been
subjected to research. In the researchers were interested in the
length of survival of ART restorations (Phantumvanit et al., 1996; Frencken
et al., 1998a b). These studies also served to obtzin information on technical
lspeasofﬂ!pmcessofm\'mgmdmmmdm and on
handling characteristics of the glass ionomer used to provide a sealant

Failure rate of high-viscosity GIC based
ART compared with that of conventional
amalgam restorations - evidence from

an update of a systematic review

SADJ August 2012, Vol 67 no 7 pa2e - paat
S Mickenautsch’, V Yengopal

ABSTRACT

GIC = Amalgam

fter pariods longer than six years. There is a risk that these

Introduction: Atraumatic Restorative Treatment (ART) in-
vohes wsing only hand instruments for removing caricus
1ooth fissue and then restoring the resulting cavity with an
adhesive restorative matenal.

Objective: Toanswer the question as towhether, in patients
with carious cavities of any class in primary and permanent
testh, ART restorations with high-viscosity glass-ionamer
cemant (GIC) have & higher failure rate than amalgam resto-
rations placed after diiling, in focth cavities of the same size,
dantiion and follow-up pericd

Methods: Thirleen databases were searched for ralevant
trials up to January 2012. Hand-searching was parformed
for non-indexed journals. References of included trials wera
checkad. Prospective, clinical controlied trials with a follow-
up period of at least one year were selected. The investi
gated outcome was restoration failre. Meta-analysis was
conducted and intemal trial validity was assessed in-depth.

Results: Twenty trials were accepted for review. The ma-
jority of the results show no differances between the types
of intarvention. The ourent evidence indicaios that the il

UE rate of -viscosity GIC/ART restorst
ian, but is simiar to that of conventicnal amaigam filings

results are affected by bias and confirmation by further frials
is recommended.

INTRODUCTION
n 2009, the authors of this paper publshed & quantiative
systematic review in the Ciinical Oral Investigation joumal
fonine), which preseniad an appraisal of the loogenity of
Atraumatic restorative treatment (ART) placed with high-
viscosity glass-ionomer cement in companison with
amalgam filings! The results of this systematic review
showed no difierence between the performance of these
types of restorations. n 2012, that systematic review was
updated in-depth by the authors as part of the SYSTEM®
nitiatve? While the protocal of the onginal review was not
rags\efed nmddmaupdaewsmgmmn
Register for Re-
views (PROSPERC) on CSJa‘uan/ZNZ under regsstration
number CRD42012001887.7 k differad from the oniginal re-
view mainly in change of focus from the comparative suc-
cass rates to hat of the comparative failre rates of ART
&nd amalgam restorations; the extension of the systematic
iterature search to further databases; the nciusion of hand-
searching of addiiona journals identiied as not being in-
dexad in these databases and the exiension of the search
rut-r cmtn i lansrs D Praviois lanm mnn matritions




Do glass ionomer cements prevent
caries lesions in margins of
restorations in primary teeth?

A systematic review and meta-analysis

Daniela Précida Raggio, DDS, MSc. PhD; Tamara Kerber
Tedesco, DDS, MSc. PhD; Ana Flévia Bisscto Calvo, DDS,
MSc, PhD; Mariana Minatel Braga, DDS, MSc, PhD

there is no patient compliance. Thus, this
problem has been seen as the main reason for
failure and replacement of restorations in primary teeth,'

ew caries lesions in restoration margins area
N frequent concem in dentistry, especially when

ABSTRACT

Background. Fluoride rdesed from glass jonomer ce-

chux)-q-udwmuhn

However, the preventive efect in margins of occhusl and

d. The

aim of this study was to evaluate the ahility of GIC to

Prevent iries lesions in margins of ocdusal and occhuso-
4

proximal prim.
of other restorative materials.

with reports showing ap 8.0% of
failures even within 5 }!m when these caries lesions are
filled with polyacid-modified resin composite (PMRC),
resin composite (RC), or

These restortive materishs, in the same way s glas
ionomer cements (GICs), have shown satisfactory per-
formance in zunmm of primary teeth ** However,

Types of
lim:_dahl’wndmmmvm'lythe

folow-up,and the
m_uydm.nwwmm
performed all mets- nl,—b,mdn.h.m

has a shorter lmyvily than do Ihe other materials.*
Results of a previous systematic review showed that there
is a higher number affaud restorations with the
atraumatic restorative treatment (ART) technique when
it was performed with conventional GIC, whereas the
longevity of ART restorations peﬂomnd with high-
vtxol!yGlC(HVGlO is higher * HVGIC is also a
material for which setting is an acid-based reaction;
med similarly to the other ma-
terials in both occlusal and ocd restora-
tions”* Conversely, resin-modified GIC (RMGIC)—a
GIC with addtion. of hydroxyethylmethacrylate, similar
to HVGIC—also can be considered an alternative to
restore dentinal caries lesions.”

Fluoride interferes with the processes of demineral-
ized and remineralization of caries lesions, and some
authors suggest that the fluoride released from GIGs is
capable of preventing caries ™" Investigators in previous

Copyéght © 2015 Amesdcan Dermdl Assodaton. Al Aghts ressned.

Results. mmmmuampm-ly
relevant studies, and the authors included 8 of themiin the
review. The main reasoms for exclusion were that the
studies were not related 1o the scope of this review ar were
not longitudi u'-IL"“ da i of the
mdl.l differe
(odds ratio, 1.2,95%

05-31). &dmﬂﬂ%ﬁfﬂ
signifiantly with better ability to prevent canies

new caries lesions in the margins of resorations are the
mmfuﬁnnﬂqﬂmmdmmun

primary thereis

benchtin usi inboth

53
Key Words. Dental caries; glass oromer caments;
fhuoride.

JADA 2015m(u)-w-u
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GIC better
prevention
at margins

The 10 Steps
for Gl Success

Amanda Heydari, DDS



The 10 Steps for Gl Success

. Remove biofilm and pellicle with pumice or defocused air abrasion
or with cotton products if using microbial aerosol precautions in the
surrounding area of the lesion to be treated (GIC has no chemical
bond to biofilm or pellicle).

. Clean the perimeter of the lesion using your preferred technique
(rotary handpiece, air abrasion, or hand instruments such as hand
drills or spoon excavators).

. Condition the lesion and surrounding areas with 20% polyacrylic
acid for 10 seconds (removing the smear layer and activating the
surface for ionic exchange).

The 10 Steps for Gl Success

. Rinse with water for 10 seconds and blot dry (leaving a moist
“glossy” surface).

. Place a matrix and wedge if needed.

. If any contamination occurs, rinse briefly again with water and blot
dry with cotton (leave a moist “glossy” surface).

. Mix the GIC or (RMGI) for 10 seconds and apply immediately to the
cavitation to prevent voids.

. Work quickly to place, shape, and remove excess, since any increase
in temperature will greatly decrease manufacturer’s stated working
time. Avoid over-manipulating the GIC once initial gel crosslinking
has begun (when the setting GIC begins to lose its gloss).



The 10 Steps for Gl Success

9. Protect from water loss or water gain. Do not allow the GIC to
dry out or become diluted with water/saliva. Some options used
for preventing excess water loss or water gain from or to the
GIC include; turning suction isolation systems down or off
during set, and/or coating the surface of the GIC with a
microbrush dipped in unfilled resin, using a damp (not
drenched) cotton-tip applicator, or gloved finger re-moisten
with water/saliva.

10. Do not disturb the restorative material while it is setting
(approximately 2.5-3.5 minutes for GIC or until RMGl is light
cured). Once set, if placing anatomy, or finishing and polishing,
use water to prevent desiccation.

DO YOU NEED A 5-10 MINUTE BREAK ?

75



If it works here it will work anywhere.




Remove Old Composite

Remove Biofilm and Pellicle
From All Surfaces




Cavity Conditioner (Polyacrylic Acid)

* Apply and scrub the entire tooth
with microbrush for 10 cecands

before matrix ba cary €S
CONDITIONER
placed 69&7m)
* Rinse with water . abds
* Blot dry (surface “®
shiny) ==

Band and Wedge




Basic Glass Restorative Capsule Mixing Steps

1. Tap foil packet on the counter to fluff up the powder in the capsule
2. Remove from wrapper immediately before use

3. To activate the capsule, push the plunger until it is flush with the main
body and hold it down for 2 seconds




7. Set a timer for 2 minutes, 30 seconds

"
B
=
“’{f

Apply to Moist Surface




Backfill With No Voids

Over-bulk




Move on to the next tooth

Note, | did not have the
correct shade...but what
else is wrong?




But what else is wrong?

| was too slow; 1 Month Post OP
Gl started to set The incisals fell
out.

Work Quickly




Unfilled resin to prevent water loss or water gain.

Cut back with profuse water
spray. Polish with Ultradent
Jiffy Kit with profuse water.




Finish and polish with profuse water!

Check Occlusion Carefully




No EQUIA Coat Applied Yet
Incorrect Shade

Immediate Post op

Facial View

Lingual View



1 Month Post Op

3 Month Post OP




6 Month Post OP

Compare

Immediate Post op 6 Mo Post op



Favorite Burs and Polishers

Subgingival Occlusal Anatomy

Course (green)

Don’t “ditch or gouge” the Gl when polishing

e Use a light touch with lots of
water or the edge will gouge
or ditch the GIC because it is
not set yet




Finish and polish with profuse water!

Gl Compression Test

Courtesy of Douglas Young and Jordan A. Jew



Can GIC Really be used for
Esthetics and Chewing?

Can anybody do it ?
Here are cases from others....

Would you choose GIC or Composite
for esthetics and longevity?

Amanda Heydari, DDS



Intra-op

S e %
e #6 selective caries removal

Amanda Heydari, DDS

Outline Form: make no bigger
Pre-op Post-op

Courtesy of Dr. Mike Nelson



Outline Form: make no bigger

Pre-op Post-op No Anesthetic
No Need for Root Canal Therapy
No Need to Bevel/Remove
Undermined Enamel

Courtesy of Dr. Mike Nelson

Glass lonomer
Treatment of Fractured Tooth

Conservative Preparation/Extension
Taking Advantage of Caries Preventing
Properties of GIC

Equia Forte HT

Courtesy of Dr. Mike Nelson



Glass lonomer — Equia Forte
Slight Percussion Sensitivity — No Cold Response
Asymptomatic Post-op

Courtesy of Dr. Mike Nelson

#5-MOB Gl repair of #3-5 All-Ceramic FPD

Pre op Caries removal & air abrasion




Final #5-MOB Shade A3 Gl Restoration

Silver Diamine
Fluoride (SDF)
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Evidence for Silver Diamine Fluoride

ADA EBD Guidelines

Critical Summaries

Meta Analysis

Systematic Reviews

Oct Cover Story
Evidence-based clinical practice guideline on
2018 nonrestorative treatments for carious lesions

A report from the American Dental Association

Rebecca L. Slayton, DDS, PhD; Olivia Urquhart, MPH; Marcelo W.B. Araujo, DDS, MS, PhD;
Margherita Fontana, DDS, PhD; Sandra Guzman-Armstrong, DDS, MS;

Marcelle M. Nascimento, DDS, MS, PhD; Brian B. Novy, DDS; Norman Tinanoff, DDS, MS;
Robert J. Weyant, DMD, DrPH; Mark S. Wolff, DDS, PhD;

Douglas A. Young, DDS, EdD, MS, MBA; Domenick T. Zero, DDS, MS;

Malavika P. Tampi, MPH; Lauren Pilcher, MSPH; Laura Banfield, MLIS, MHSc;

Alonso Camasco-Labra, DDS, MSc

ABSTRACT

Background. An expert panel convened by the American Dental Association Council on Sci-
entific Affairs and the Center for Evidence-Based Dentistry conducted a systematic review and
formulated evidence-based dinical recommendations for the amrest or reversal of noncavitated and
cavitated dental caries using nonrestorative treatments in children and adults.

Types of Studies Reviewed. The authors conducted a systematic search of the literature in
MEDLINE and Embase via Ovid, Cochrane CENTRAL, and Cochrane database of systematic
reviews to identify randomized controlled trials reporting on nonrestorative treatments for non-
cavitated and cavitated carious lesions. The authors used the Grading of Recommendations
A Devel and Evaluati h to assess the certainty in the evidence and
move from the evidence to the decisions.

Results. The expert panel lated 11 clinical dati each specific to lesion type,
tooth surface, and dentition. Of the most effective interventions, the panel provided recommen-
dations for the use of 38% silver diamine fluoride, sealants, 5% sodium fluoride varnish, 1.23%
acidulated phosphate fluoride gel, and 5,000 parts per million fluoride (1.1% sodium fluoride)
toothpaste or gel, among others. The panel also provided a recommendation against the use of 10%
casein phosph id hous calcium phosph

Conclusions and Practical Implications. Although the recommended interventions are often
used for caries prevention, or in conjunction with restorative treatment options, these approaches
have shown to be effective in amesting or reversing carious lesions. Clinicians are encouraged to
prioritize use of these interventions based on effectiveness, safety, and feasibility.




What is in SDF and how it
works

The silver acts as an
antimicrobial

The fluoride promotes

remineralization (5%)

The ammonia stabilizes the
ingredients in the solution.

How it works

* Forms silver-protein conjugates in decayed surfaces

* Promotes remineralization and decreases. lesion depth °

* Fluoroapatite Increases resistance to acid dissolution and enzymatic
digestion.1

* Silver ions have antimicrobial action by breaking membranes,
denaturing proteins, and inhibiting DNA replication.1314

* Inhibits the proteins that break down the exposed dentin organic
matrix: matrix metalloproteinases;!! cathepsins;'? and bacterial
collagenases.®

 Silver and fluoride ions penetrate ~25 microns into enamel,® and 50-
200 microns into dentin.!” Fluoride, and silver is available for upon
release by re-acidification.!®

Courtesy of Jeremy Horst



Compendi

of Continuing Education in Dentistry

ARTICLES ~ ARCHIVE  CE

View Current Issue

Clinical Categories
General Dentistry
Restorative
Endodontics
Implantology
Oral Surgery
Orthodontics
Pediatric Dentistry
Periodontics
Prosthodontics

Specialty Care

Additional Categories
Business of Dentistry

Infection Control

WEBINARS ~ NEWS ~ ONLINEONLY  SPECIALISSUES  VIDEOS

SDF Side Effects = staining of the lesion

1 week

J Dent Res 88:116

Instructions for SDF

Compendium
June 2021 }é
Volume 42, Issue 6

Figure 1

Clinical Instructions for Using Silver Diamine Fluoride (SDF)
in Dental Caries Management

Douglas A. Young, DDS, EdD, MBA, MS; Ryan L. Quock, DDS; Jeremy Horst, DDS, PhD; Roopwant Kaur,
BDS, MS; Jeanette K. MacLean, DDS; John C. Frachella, DMD; Steve Duffin, DDS; Adriana Semprum-
Clavier, DDS, MS; and Andrea G. Ferreira Zandona, DDS, MSD, PhD

Abstract

3 . & i @ Fi 2
Background: Manufacturer instructions for 38% silver diamine fluoride (SDF) are limited to current o

FDA clearance for tooth desensitization. There is a need for instructions to provide best-practice
recommendations for off-label use of SDF for caries prevention and arrest. Methods: The authors
considered existing clinical approaches to the use of 38% SDF at pH 10 for the prevention and arrest
of active dental caries, in light of the best current evidence. Application of SDF, with or without
direct ion, is included. Th was reviewed by stakeholders including but
not limited to those listed on the consensus statement (Appendix A, below). Results: 38% SDF for
the prevention and arrest of active caries lesions, as well as compatibility with common direct
restorative materials, such as glass-ionomer cement and resin composite, has a foundation in the
scientific literature. A practical decision-flow diagram and accompanying best practices for
treatment of caries lesions, based on clinical access and intention to restore, were developed based
on available evidence and expert clinical observation when no evidence was available. Conclusions:
Based on the best available evidence, a logical approach can be adopted regarding the practical use
of 38% SDF for caries prevention and arrest. Practical implications: SDF used as per these
instructions for prevention on high-risk tooth surfaces and arrest of active caries lesions has a place
in the practiti dental caries ium. When SDF is applied to active
lesions, it can be used with or without subsequent restoration, depending on clinical context, expert
judgment, and patient input. Figure 4

Figure 3




How to place SDF (summary)

1. Use personal protective equipment (PPE) for patient and operator
2. Dispense SDF into a plastic dappen

3. Optional extra-oral protection can be used for the lips and
surrounding area using petroleum jelly or lip balm.

4. Isolate tooth surfaces to be treated and protect other areas at risk
for unwanted staining

5. No caries removal is necessary prior to applying SDF.

6. Dry the area to be treated

7. Saturate the lesion with SDF using a microbrush and allow the
lesion to absorb the SDF by capillary action for at least one minute.

8. Apply a fluoride varnish on top of the SDF (optional) If a
restoration is going to be placed on the same day as SDF application,
do NOT complete this step.

9. Clean up

SDF: penetration &
less need for local anesthesia

Courtesy of Dr. Jeremy Horst



When to use what
technique????

GIC alone
SDF alone

SDF arrest first, wash out period, followed by
GIC

SDF and GIC on the same day (SMART)




Silver Modified Atraumatic
Restorative Technique
(SMART)

SDF + GIC on the same appointment

The ideal method is to use clean perimeter margins (partial caries
removal) after SDF placement. Then no systematic reviews will be violated.

SDF-GIC Bond Strength Unaffected

IN VITRO
I ———

Microtensile Bond Strength Between Glass lonomer Cement and Silver Diamine Fluoride-

Treated Carious Primary Dentin
Aksrapak Puwanawiroj, DDS, MS' + Chutima Trairatvorakul, DDS, MS? « Ananda P. Dasanayake, BDS, MPH, PhD* « Prim Auychai, DDS, MS

Abstract: Purpose: The study objectives were to investiate the effect of silver diamine fluoride (SDF) on the microtensile bond strength be-
tween glass ionomer cement and carious primary dentin and evaluate the mode of restoration failure. Methods: Forty carious primary molars
were sectioned in half through the middle of the carious lesion and randomly allocated to test and control groups. The test specimens were
treated with 38 percent SDF, and the control, deionized water. The samples were stored in artificial saliva for 14 days at 37 degrees Celsius, and
the dentin surfaces were conditioned and restored with Fuji IX GP Extra. After 24 hours in artificial saliva, the specimens were prepared for
microtensile bond strength testing and stressed in tension at one mm per minute until failure. Mean bond strengths were compared using the
paired t test. The failure mode was assessed with o under 40X ification. Results: The mean mi ile strength for
1) and 63 (+46) for the control group (P>0.05). Most common failure mode was the mixed failure mode
fluoride does not adversely dffect the bond strength between glass ionomer cement and carious
2T orc]

the test group was 7.4 MPa (SD=25.
in both groups. Condlusion: Silver_diamine
primary dentin in vitro. (Pedal 2

KEYWORDS:  SILVER DIAMINE FLUORIDE, GLASS IONOMER CEMENT, CARIOUS PRIMARY DENTIN



Pre-op (wet)

Courtesy of Vu Le

Pre-op (desiccate with air)




Apply SDF 1-2 mins

Clean Perimeter with bur or spoon




Place GIC and Check Occlusion

Extremely SMART
Pre-op (too sensitive to brush)

Note: advanced lesions #12 &27



Upper GICs, Lower preps 2 years, no failures
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Case Report
Secondary Sjogren syndrome

A case report using silver diamine fluoride and glass
ionomer cement

Douglas A. Young, DDS, EdD, MBA, MS; Annikka Frostad-Thomas, DDS;
Jaana Gold, DDS, MPH, PhD, CPH; Allen Wong, DDS, EdD, DABSCD

ABSTRACT

Background and Overview. The authors describe dental treatment for a patient with a complex
medical history of secondary Sjogren syndrome with systemic lupus erythematosus and rheumatoid
arthritis.

Case Description. An 18-year-old woman’s rheumatology group referred her for oral evalua-
tion; she had secondary Sjégren syndrome, systemic lupus erythematosus, and rheumatoid
arthritis. The patient had multiple advanced carious lesions, extreme sensitivity, and hypo-
salivation. The patient selected a minimally invasive treatment plan that focused on silver
diamine fluoride (SDF), partial caries removal, and glass ionomer cement (GIC) restorations.
The SDF treatment and GIC restorations were successful in arresting carious lesions and
restoring form and function but may not completely prevent new carious lesions from forming in
the future.

Conclusions and Practical Implications. The case shows that using less invasive treatments,
such as SDF and GIC restorations can be used to manage complex cases involving extreme caries
risk and be preferable to endodontic treatment and extractions.

Key Words. Sjogren syndrome; xerostomia; caries; silver diamine fluoride; glass ionomer cement.
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SMART Textbook
(Amazon)

PDF now available for free in English
SMART Oral Health and Spanish from the following website

The Medical Management of Caries

www.smartoralhealth.com
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