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it was not without some diffidence that i formally 

accepted the position of editor of the OHASAJ in 

2011. i regarded it as a privilege to be following in 

the footsteps of past editors, and it was a huge 

honour for me to be the recipient of the baton to 

run a leg in what i regarded as a great marathon. 

i am delighted to hand over the proverbial baton 

to ms rugshana cader, who will be taking over 

as editor of the OHASA Journal (OHASAJ) from 

November 2015.

the journal is in an enviable position today, 

largely because of the unselfish commitment of the 

founding editors, whose role i still experience as 

inspiring and humbling. they collectively directed 

the membership of oHaSa towards the vision of 

publishing a regular professional journal, which has 

changed little over the past years. the journal still 

serves as a vehicle for professional development, 

focuses on current concepts and best practice in 

the delivery of care for our patients, highlights new 

developments in the dental trade and industry, 

and provides a platform for professional debate, 

discussion and polemic. the OHASAJ has become 

an indispensable forum for news that is relevant 

and trustworthy within the oral hygiene sector of 

South africa.

Given the scope and mission of the journal, it would 

be impossible for any one of us to fulfil the tasks in 

publishing the OHASAJ four times a year without 

the support of people with a broad professional, 

research, clinical, publishing, commercial, advertising, 

administrative, managerial and academic interest 

and background. i was fortunate during my tenure as 

editor to be flanked by a well-trained, professional 

and highly efficient Editorial committee member, 

Stella lamprecht, a persistent and loyal colleague, 

rené de Bruyn, and candida Kruger behind the 

scenes who ensured a constant supply of articles 

and cPd questionnaires from various sources for 

publication in the four annual issues of the OHASAJ. 

the tiny editorial committee and small budget 

have at times constrained our publications and 

kept us out until after deadline, often leaving little 

time for copy, editing or revision. the saying that 

“if you want to run fast you need to run alone, but 

if you want to run far you need to run in a team” 

certainly applies to the publication of the OHASAJ. 

the oversight role of our Editorial committee, 

oHaSa Executive committee members, oHaSa 

branch chairpersons and representatives, as well as 

the excellent commitment of the publishing team, 

Kashan advertising, provided the benchmark for 

quality of the OHASAJ. 

this is an exciting time for the OHASAJ as 

there are many pressing issues on the research, 

political, legislative, statutory and educational 

front which vie for attention. i want to take the 

opportunity to congratulate rugshana cader 

on her new role, and wish her well with all the 

challenges that lie ahead. rugshana undoubtedly 

has the critical support of the readership and the 

wider journal fraternity in this great new journey. 

to all colleagues, contributors and critics, “i can 

no other answer make, but, thanks, and thanks 

and ever thanks”.

Natasha Swart ●

HANdiNg OvEr 

EDITORIAL

natasha Swart 
managing editor
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EDITORIAL

OHASA’S vISIOn Ohasa is a dedicated, dynamic, professional association representing hygienists as invaluable members of the health profession team. 

OHASA’S mISSIOn Ohasa aims to promote quality oral healthcare by representing, protecting and advancing the profession in partnership with stakeholders.

oHaSa NatioNal ExEcutiVE committEE 

President Stella lamprecht acting vice-President Gail Smith Secretariat mart-marié Potgieter treasurer Suné Herman additional member maggie Naidoo

oHaSa BraNcH cHairPErSoNS aNd rEPrESENtatiVES 

GautenG BranCh representative angelique Kearney, cell: 082 454 9987, E-mail: angelique.kearney@gmail.com  

Chairperson angelique Kearney, cell: 082 454 9987, E-mail: ohasagauteng@gmail.com

eaStern CaPe BranCh representative mart-marié Potgieter, cell: 083 661 9382, E-mail: martmarie@mtnloaded.co.za 

Chairperson mart-marié Potgieter, cell: 083 661 9382, E-mail: martmarie@mtnloaded.co.za

KWazulu-natal BranCh representative maggie Naidoo, cell: 083 777 9420, E-mail: maggienaidoo@yahoo.com 

Chairperson maggie Naidoo, cell: 083 777 9420, E-mail: ohasa.kzn@gmail.com

WeStern CaPe BranCh representative Gail Smith, cell: 083 422 7020  E-mail: ohasawc@gmail.com 

Chairperson Gail Smith, cell: 083 422 7020, E-mail: ohasawc@gmail.com

prESidENT’S dESk
FrOm THE

Stella Lamprecht
Ohasa president

dear oHaSa members, colleagues and dental traders

the final quarter of the year is upon us, and i 

can truly say that this has been another wonderful 

and successful year. as the year comes to a close, i 

would like to take a moment to recognise some of 

our members and extend my personal thanks and 

appreciation for all of the hard work and generous 

contributions of our committee members, members 

and sponsors who have made the year a success. 

to those members who do not attend the meetings, 

you are truly missing a worthwhile experience. 

our independent practitioners have faced many 

challenges with starting their practices, and together 

we have overcome many of these obstacles. i 

thank them for persevering and building the road 

for other practitioners.

the annual General meeting was held at 3m ESPE 

and was part of the Gauteng Branch Seminar. marie 

gave a final report regarding Health Professions 

council of South africa (HPcSa) matters, and i 

would like to thank her once again for her time and 

dedication to oHaSa. motions proposed have been 

voted on via the medical Practice consulting website. 

fees for 2016 have not been decided yet, as we 

are waiting for the voting to close. all practitioners 

need to secure dental Protection, with 31 december 

2015 being the closing date for renewals. We have, 

however, not received the renewal/application form 

for 2016, but will place it on the website as soon as 

it becomes available. HPcSa fees have not been 

finalised yet either.

Branch seminar dates have been uploaded to 

the website as follows:

•	 Eastern	Cape	Branch:	23	January,	16	April	and	

10 September 2016

•	 Gauteng	Branch:	 6	 February,	 13	August	 and	

22 october 2016

•	 KwaZulu-Natal	Branch:	21	May	and	22	October	

2016

•	 Western	Cape	Branch:	27	February,	 14	May,	

1  october and 29 october 2016

•	 SADA	2016:	 19–21	March	2016	at	Gallagher	

Estate. for the convenience of those who need 

to travel far, the oral Hygiene Programme is 

scheduled for the Sunday (the monday being 

a public holiday) to ensure that you do not miss 

work. registration is open on the Sada website. 

there are so many moving pieces behind the 

scenes that are needed to work correctly in order 

for our association to remain successful, and i 

thank each and every one of you for doing your 

part in this regard. all i can ask of each member 

is that you remain an active participant, maintain 

your professionalism, continue to advance your 

professional development, and assume positions 

of responsibility appropriate for your experience 

and level within the dental team. if each of us does 

that, we will set ourselves on a trajectory to be 

even more successful in 2016. i would like to take 

this opportunity to thank Natasha for her years of 

dedication to the OHASA Journal and wish her well 

in her future endeavours. 

the committee would like to extend Seasons 

Greetings to all our members, dental traders and 

non-members. thank you for your support throughout 

the	year	–	 the	committee	would	not	have	been	

able to do it alone. We wish you a most blessed 

festive Season filled with good health, cherished 

family time and a prosperous 2016.

Blessings to you all, Merry Christmas, Chanukah 

and happy holidays

Stella ●

pAGE 34th quarter 2015 • volume 16 no. 4



many people see it as a compliment to be labelled 

a workaholic. they give up so much of themselves 

in order to achieve success that they lose track 

of reality.

there are so many other factors beyond our 

control, clouding our judgment and preventing us 

from enjoying life to the full. these include financial 

problems, illness and family conflict. it makes you 

forget the bigger picture. You forget to look after 

your inner self and to sometimes put yourself first.

Psychologists also say that if you are at peace 

with who you are, you will most likely enjoy your 

work and your personal life more intensely.

after i qualified as an oral hygienist is 1973 (the 

first group in South africa) i was one of the few 

people in the room when oHaSa was founded. i 

was young and did not realise what a difficult path 

lay ahead of us. after 20 years, i decided to follow 

a career as a journalist.

i recently became curious about the oral hygiene 

profession again and consulted our faithful friend, 

Google. i almost couldn’t believe my eyes. So much 

has happened! i read that oHaSa hosted a very 

successful international dental hygiene congress 

a few years ago. i also found out that i could read 

the OHASA Journal online and i contacted your 

president, Stella lamprecht. She still remembered 

me and it was a tremendous honour when she 

asked me to write a guest editorial for the journal. 

my thoughts wandered back to the days when, 

compiling the first OHASA Journal, there wasn’t 

anything like word processing or computers or 

the internet. Everything was typed. real thick 

plastic photographs, advertisements and text 

were carefully arranged and glued with good 

old paper glue on clean a4 paper and physically 

taken by hand to the printers. No room for any 

corrections or mistakes.

i am sure that the whole process of getting the 

oral hygiene profession to where it is today, including 

fighting for expanded functions, the right to private 

practice, organising cPd points, legal aspects, 

getting international recognition and generally 

making the career more professional, was not easy. 

many people must have worked many long hours 

and compromised their stress levels.

Good advice

during my years as a journalist, i have written 

a few articles about work ethics and personal 

growth for various magazines. and in the process 

i consulted several psychologists about stress 

in the workplace. they all agreed that people 

who work hard to adopt a positive approach 

about life in general and strive not to fall prey to 

discontentment, disenchantment, depression and 

personal isolation, enjoy their careers much more. 

in other words, love yourself and things will fall in 

place much easier.

the following advice from various experts made 

sense to me:

•	 Being	serious	about	your	work	does	not	mean	

you should succumb to workaholism. always 

remind yourself that if you maintain a healthy 

balance between work and play, you stand a 

much better chance of staying physically and 

mentally strong.

•	 Forgive	yourself.	Do	you	keep	on	feeling	bad	

about that day that you forgot an important 

meeting? or when you lost your temper with a 

colleague? or did not act as professionally as 

you should have in the staff room? learning from 

your mistakes is important. dwelling on them 

will not do you any good. See these situations 

as water under the bridge and move on. 

•	 Take	positive	criticism	to	heart,	but	don’t	take	

negative criticism too seriously.

•	 To	love	yourself	is	to	believe	in	yourself.	If	you	

don’t love yourself, no one else will do it for 

you.

•	 Refuse	to	 listen	to	prophets	of	doom.	 If	your	

colleagues keep on talking about difficult 

patients or their less-than-brilliant salaries, 

contradict them by being positive about your 

job. and tell them that you wouldn’t change life 

in South africa for anything in the world.

•	 Treating	your	colleagues	with	respect	will	go	far	

to keep tempers in control and lessen stress at 

work. always remember that you do not have to 

like someone to have a good working relationship 

with that person. if you win an argument with 

someone at work and in the process hurt that 

person’s feelings or ego, that person will most 

probably not respect you anymore.

•	 Be	 careful	 not	 to	 tease	 a	 colleague	 about	

something that he or she is sensitive about. You 

may be making an enemy of them and creating 

an uneasy environment for others as well.

•	 Also	remember	that	it	makes	people	uncomfortable	

if you are always discussing your personal issues 

at work. don’t ask personal questions or get 

romantically involved at work.

•	 Be	 known	 for	 it	 that	 you	 like	 to	 ask	 advice,	

rather than forever giving unwanted advice or 

interrupting someone who is making a point.

•	 If	relationships	at	work	get	tense,	try	to	identify	

shared goals and concentrate on those. if you 

do not get along with a colleague, realise that 

they have the same desire as you to work in 

a stress-free environment. make a suggestion 

that all of you write down how the working 

environment can be improved and share your 

lists.

•	 Accept	 that	you	will	never	have	a	workplace	

without conflict. conflict leads to new ideas and 

progress. the secret is to handle it correctly. 

think twice before you resign. You will be a 

much better candidate for a better job if you 

ANd yOurSElF
lOvE yOur wOrk 

EDITORIAL

Tienie Holtzhausen

guest editor
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have learnt the art of conflict management at 

your current job.

•	 If	you	have	had	an	argument	with	someone	at	

work, do not avoid that person. make a point 

to find a situation where you can show your 

goodwill and reach out with a hand of friendship. 

remember to differentiate between the problem 

and the person. You may hate what that person 

has said or done, but it does not give you the 

right to call that person an idiot. 

Try this

•	 Well-chosen	compliments	about	work-related	

issues will go far to get your colleagues and 

admin people on your side. concentrate on 

issues such as friendliness and diligence, rather 

than giving compliments about looks, clothes 

or make-up.

•	 If	someone	compliments	you,	accept	it	gracefully.

•	 If	you	have	a	staff	meeting	and	someone	says	

something that you do not agree with, do not 

be aggressive. rather listen carefully and ask 

for reasons for that viewpoint.

•	 If	you	are	not	feeling	well,	do	not	give	minute	

details about your illness at work.

•	 Although	it	is	important	to	be	a	good	listener,	

it is not professional to always offer a shoulder 

for long private stories and never-ending sad 

tales. Without being aggressive or unpleasant, 

make it clear that you are not available to listen 

to that and excuse yourself politely.

•	 Try	hard	to	always	be	your	charming	self,	even	

if you have stepped out of bed on the wrong 

side.

•	 Dressing	professionally,	not	showing	too	much	

cleavage or legs, will go far to ensure that your 

colleagues respect your work ethics.

•	 Be	 careful	 not	 to	 talk	 too	much	 about	 your	

achievements, your wonderful children or 

your clever husband. it will not make you more 

popular.

•	 Good	cell	phone	manners	will	earn	you	many	

points. Know when to switch it off and always 

create space between you and other people 

that can hear the conversation.

•	 Do	not	 say	 anything	 if	 someone	 is	wearing	

something that you think makes her look fat, 

has a bad hair day or gained a few kilograms 

after the december holiday.

•	 Most	of	all,	be	kind	to	yourself.	Make	an	effort	

to spend time with family and friends and make 

time to reflect on your life and how you are 

dealing with your work situation as part of your 

complete being.

A last thought

i do not know where i read the following advice, 

but i wrote it down and put it under a fridge 

magnet in my house. it says: “if you look really 

hard, every circumstance, however bad, holds 

some positive elements. See it as if life is a 

grindstone. Whether it polishes you or grinds 

you down is really up to you.”

it is my wish that oHaSa will keep on flourishing 

and that the oral hygiene profession in South africa 

will stay on track with being as professional as it 

currently is. to all those in positions behind the 

scenes, not wishing to attract attention, but quietly 

working for the good of the profession, i salute you 

and hope you find it rewarding. 

Tienie Holtzhausen was president of OHASA from 

1990 to 1993. She served on the first Professional 

Board for Oral Hygiene and published the first ever 

oHaSa Journal. She was also the second editor of 

the oHaSa Journal for four years. She lectured at 

the University of Pretoria and MEDUNSA for a total 

of 13 years. She currently works as a journalist 

and also publishes short stories. 

Tienie Holtzhausen ●

EDITORIAL
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RESEARCH

Humans have an incredible innate love for sweetness. 

unfortunately this has led to the overconsumption 

of sugars in our Western diet, with all its adverse 

metabolic consequences, including tooth decay. 

Early childhood caries (Ecc) is now a world-wide 

epidemic costing millions of dollars to treat, let 

alone the suffering of this vulnerable sector. it’s 

not just about the teeth though, high-sugar diets 

also lead to metabolic syndrome with its associated 

morbidity and mortality. 

obviously the answer to these problems is to 

remove sugar (sucrose) completely from the Western 

diet. Sugar’s deleterious effects have certainly come 

under the spotlight recently, but it will take time to 

change. in the meantime is there anything we can 

do? i have seen the incredible power of xylitol and 

i think it can be our ‘sweet salvation’.

WHAT iS xyliTol?

xylitol is a natural sugar widely found in fruits and 

vegetables (e.g. berries, plums, almonds, lettuce, 

mushrooms, etc.) as well as our own metabolic 

pathways. it was originally extracted from the sap 

of hardwoods, but more recently has been derived 

from corn cobs. it has a long history, dating back 

about 2 500 years when used in chinese medicine 

for its anti-microbial properties. Native americans 

used it to clean their teeth and to make teething 

rattles for infants. Sugar shortages during World 

War ii in finland led to the commercial production 

of xylitol from the bark of local birch trees.

xylitol acts as a sugar substitute: spoon-for-spoon 

it tastes like sugar and has the same crystalline 

appearance. this is where the similarities end. it 

has 40% less calories than sucrose, with a glycaemic 

index of only 7. chemically it is a sugar alcohol, part 

of a group of polyols, though it does not act as an 

‘alcohol’ in the body. Structurally it is a 5-carbon 

linear molecule unlike other sugars (glucose, 

fructose, and sorbitol) which have a 6-carbon ring.

Prof. Kauko mäkinen, a dental researcher at the 

university of turku in finland, noted that children 

who consumed xylitol during the war had a reduced 

incidence of dental caries compared to those who 

did not. He questioned: could xylitol reduce tooth 

decay? this initiated the turku Sugar Studies 

(1972–1975)(1) in which the control group followed 

a sucrose containing diet; a fructose group with 

fructose-based products and a xylitol group with 

xylitol substitution. the results were astounding. at 

the end of three years, the xylitol group showed an 

approximately 90% reduction in caries compared 

to the control, while fructose provided little benefit 

over the sucrose group. the other interesting result 

was that no new caries was initiated in the xylitol 

subjects. any insipient carious lesions remineralised. 

this was the first evidence that teeth could ‘heal’.

The	Belize	Trials	in	Central	America	(1989–1997)	by	

Prof. Kauko mäkinen(2) used sticks of chewing gum 

intermittently throughout the day and not complete 

substitution. the trials used mixtures of the polyols 

xylitol and sorbitol as well as sucrose. the results 

demonstrated that 100% xylitol-sweetened gum was 

the most effective, followed by the xylitol-sorbitol 

mixture. children chewing xylitol gum developed 73% 

less tooth decay than those chewing the sorbitol gum.

there have been many subsequent trials using 

gums, lozenges and ‘sweets’ which have confirmed 

xylitol’s power in caries prevention.(3) dr Peter milgrom 

at the university of Washington in Seattle has worked 

with xylitol paediatric syrup for infants who are 

unable to ingest chewing gum or lozenges. His 2009 

trials(4) on	babies	between	6–15	months	of	age	in	

the republic of the marshall islands showed for the 

first time that xylitol is effective for the prevention 

of decay in the teeth of toddlers. Exposure to xylitol 

(8 g/day) in twice daily topical oral syrup during 

primary tooth eruption could prevent up to 70% 

of decayed teeth.

MoTHer-To-cHild TrANSMiSSioN

dental caries is a transmissible infectious disease. a 

neonate’s mouth is sterile, but soon becomes colonised, 

mostly from the mother. Pathogenic strains of Strep. 

mutans are established by three months of age, often 

long before teeth erupt.(5) one way of targeting these 

pathogenic strains is during pregnancy using xylitol 

(gel or chewing gum) for the mother. this should be 

combined with cleaning the newborn’s mouth (from 

day 1) with a xylitol gel on a disposable sponge.(6) this 

routine should occur after each main feed. application 

of the gel onto pacifiers (dummy) provides the optimal 

dose and is especially protective when salivary flow 

is reduced during sleeping.

a landmark study on reducing mother-to-child 

transmission	was	 conducted	 in	 2000–2001	by	

dr Eva Söderling.(7) mothers were given four pieces 

of chewing gum/day (6 g per day) from the time their 

babies were between six and 24 months of age. 

the babies did not receive any xylitol. this time 

covered the eruption of all the deciduous teeth. 

the researchers monitored the caries rate over a 

five-year period. children born of a mother who 

received the xylitol gum had 70% less caries than 

those of non-xylitol mothers. the conclusion by the 

researchers was that xylitol reduces the mother’s 

transmission of Strep. mutans by reducing the 

numbers of these pathogenic bacteria. 

this study was the first to understand that xylitol 

exposure, particularly during tooth eruption, may 

have a long-term, if not lifelong anti-caries effect. 

a further ten-year follow-up to the study showed 

the primary teeth of the xylitol group remained 

cavity-free. the researchers concluded that xylitol 

had altered the virulence of the bacterial strains 

transmitted from the mothers. xylitol is unique in 

its remarkable effect on cariogenic bacterial strains.

HoW doeS xyliTol Work?

unlike sugar with a 6-carbon ring, xylitol with 

its 5-carbon structure cannot be broken down 

by bacteria for energy. they lack the enzymes 

(‘starvation in the midst of plenty!’). this means 

no acid is produced. No acid; no demineralisation 

of enamel. also this raised pH does not promote 

the growth of acidophilic bacteria, namely Strep. 

mutans and Lactobacillus spp.

xylitol prevents the establishment of a plaque 

biofilm. this has been demonstrated in vitro; xylitol 

interferes with its cohesion.(8) any plaque formed can 

be easily removed using minimal brushing action. 

a proposed mechanism is that xylitol interferes 

with the bacterial lectins (attachment sites) on the 

Streptococcus cell wall which prevents the attachment 

of the pathogen to the tooth.(9) 

HoW MucH xyliTol iS Needed?

fortunately total substitution of sucrose by xylitol 

is not necessary to achieve the profound dental 

benefits seen in the turku Sugar Studies. an optimal 

level of about 10 g, or two teaspoons, per day is 

needed. However, to be effective, it must be given 

frequently (preferably five times/day) and consistently 

(every day) for years (preferably lifelong). a good 

habit is to chew xylitol gum for five minutes after 

every meal and snack. alternatively, apply a smear 

of xylitol gel to the teeth. the gel must stay in the 

mouth	–	no	rinsing	or	spitting	out.

iS xyliTol SAfe?

in 1996 the Joint Experts committee on food additives 

(JEcfa), scientific advisor to the WHo, confirmed 

the safety of xylitol for human consumption, and 

gave xylitol an acceptable daily intake (adi) rating of 

‘not specified’, which is the safest category for food 

additives. the fda confirmed this fact. However, 

some nutritionists have been concerned about the 

OF XyliTOl
THE pOwEr 

Dr Angela Gilhespie, BSc, BDS
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possible laxative effects of xylitol (and other sugar 

alcohols) when given in high doses. the xylitol 

consumption threshold at which gastro-intestinal 

discomfort may occur in humans appears to fall in 

the	range	of	70–200	g	daily	for	adults	and	40	g	daily	

for school-aged children. With regular ingestion, the 

tolerance actually increases. this would translate 

to a daily consumption of 1 g/kg body weight as 

safely below the Gi tolerance threshold for most 

adults. recommended levels for dental prevention 

(± 6 g/day) will not cause Gi discomfort. 

xyliTol iS NoT juST for bAbieS

xylitol gels are excellent ‘toothpaste’ when teeth 

appear. they satisfy the role of ‘cleaning’ the teeth 

and gums by preventing attachment of Strep. mutans 

with its subsequent plaque. any ‘loose’ plaque can 

be easily removed using a finger brush/toothbrush.

xylitol, as a food substance, can be swallowed 

–	no	need	 to	 rinse	or	spit	out.	Unlike	 toothpaste	

it stays in the oral cavity for the xylitol to ‘work’. 

fluoride-containing toothpastes are contraindicated 

for children under one year of age, and with caution 

under six years,(10) as they do not have a well-developed 

swallowing reflex. the fda requires labelling of 

children’s toothpaste with fluoride warnings: “Keep 

out of the reach of children under six years of age. if 

more than used for brushing is accidently swallowed, 

get medical help or contact a Poison control centre 

right away.” although cochrane’s concern is dental 

fluorosis, the concern is that the ingested fluoride 

can affect more than the developing tooth enamel. 

We all know that children are very poor at complying 

with oral hygiene instructions. minimal brushing and 

no flossing are the norm. Prof. Kauko mäkinen(11) 

has shown that five exposures of xylitol/day with 

no brushing reduced plaque levels by ≥50%, which 

is far better than anything achieved by conventional 

means.

orthodontic patients need all the help they can 

get when it comes to oral hygiene. How many of 

us have seen teeth literally ‘crumble’ under these 

stagnation-causing devices? it’s impossible to clean 

around these attached brackets. that is why a 

liberal coating of xylitol gel should be applied last 

thing at night. a liberal coating of xylitol gel should 

be applied to the fitting surface of a removable 

orthodontic device before inserting. the same is 

true for a bite plate, especially overnight. Prostheses 

(full or partial) are a particular concern because of 

Candida proliferation under the acrylic. this often 

leads to angular chilitis if the denture is ill-fitting. 

xylitol has anti-fungal properties which reduces 

the adherence of Candida spp.(12)(13)

xylitol is profoundly beneficial for xerostomia 

patients. By virtue of a reduced salivary flow, they are 

high-risk for tooth decay. xylitol is not only a salivary 

stimulant, it raises the resting mouth pH, thereby 

promoting remineralisation, not demineralisation. 

xerostomia is common in patients on medication, such 

as antidepressants, antihistamines, decongestants, 

asthma medications, etc., who may not be aware 

of this side-effect.

other conditions for which a xylitol mouth gel is 

recommended include patients following radiation 

treatment to the head and neck which leave sensitive 

mucosal surfaces; oral lesions, including aphthous 

ulcers, to prevent secondary bacterial infection; 

and cardiac patients, particularly coronary bypass 

patients, to keep bacterial levels in the mouth low. 

many patients have impaired manual dexterity due 

to paralysis, stroke, injury, arthritis, aging and special 

needs. icu and hospital patients with trachs and 

feeding tubes would also benefit. chlorhexidine 

is commonly used in these situations, but it wipes 

out the protective bacteria and allows opportunistic 

pathogens to gain control.

MedicAl beNefiTS of xyliTol

one of the earliest benefits (1950) came from its use to 

prevent and treat otitis media (middle ear infections).
(14) this can be caused by Strep. pneumoniae and 

aligns with xylitol’s anti-streptococcal properties. 

a study showed a 40% reduction in otitis media. 

reluctance now by physicians to treat with antibiotics 

has made xylitol desirable.

xylitol has been used as part of the diabetic diet 

since the early 1900s. it has a Gi (glycaemic index) 

of only 7 as it is not digested with other sugars 

and starches, but passes from the large intestine 

via the hepatic portal system to the liver. there it 

is converted to xylulose-5-phosphate. amo found 

in vivo in rats that feeding xylitol did not cause 

problems with visceral fat accumulation. in addition, 

xylitol may have some beneficial effects, such as 

lower postprandial hyperglycaemia (raised blood 

glucose after a meal). “these preferable effects 

show that xylitol intake may be useful to control or 

prevent humans from obesity, diabetes and other 

metabolic disorders.”(15)

xylitol has been shown to favour gut health and 

acts as a prebiotic for digestive health.

xyliTol iN THe deNTAl public HeAlTH SySTeM

in order to have an impact on human health, the 

use of xylitol needs to be implemented as a public 

health measure.

in finland in 1972, the law on Public Health came 

into effect and the focus for oral care switched 

from ‘drill and fill’ to preventative care. this was 

progressive policy-making, way ahead of its time. 

90% of finnish kindergartens offer xylitol sweets to 

all children on a daily basis. this means that school 

children are introduced to healthy dental habits from 

a very early age. the finnish National institute of 

Health & Welfare (2013) recommends that all one 

to six year-olds are given xylitol confectionery 

after meals. the ministry of Social affairs & Health 

(2013) also recommends that publically-funded 

xylitol products are provided to children to improve 

dental health and to decrease the cost of public 

dental care. more countries should adopt these 

preventative strategies.

iN coNcluSioN

i remember reading about xylitol in my textbook 

from dental school. it echoed the results of the 

turku Sugar Study: a 90% reduction in tooth decay 

when xylitol was substituted for sucrose in the diet. i 

remember feeling ecstatic; we could wipe out tooth 

decay! it was 1968 and i didn’t hear of xylitol for 

another 30 years, when i saw it in chewing gum. 

the ‘why?’ is political, but the sadness is we could 

all have benefited had it been available. Now we 

owe it to ourselves and our patients to spread the 

word on this fascinating substance that is xylitol. 

the more i learn about it, the more i’m amazed at 

its benefits. our health depends on it. ●
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purpose/question: are antimicrobial oral rinses clinically beneficial in reducing the occurrence of dental plaque and gingivitis, and how do benefits after 

six months of use compare with those obtained from professional dental prophylaxis and oral hygiene instructions?
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Strength of recommendation grade: Grade a: consistent good quality patient-orientated evidence

SuMMAry

Selection criteria

the author conducted a mEdliNE search for systematic reviews or meta-

analyses of studies of the clinical efficacy of antimicrobial mouthrinse products 

that randomly allocated adult subjects into either a treatment or placebo 

control group, and evaluated subjects after at least six months of regular 

product use. Studies were limited to subjects who were at least 18 years of 

age, and in good health; publication dates ranged from 1983 to 2009. of the 

628 articles initially identified, only three systematic reviews were found that 

met the requirements of the review.1, 2, 3 the review does not provide specific 

information about individual study methods, sample size, or the outcome 

measure used to assess dental plaque and gingivitis in original studies. this 

review includes one previous systematic review1 by the author of the review 

reported here (JcG).

key study factor

the key study factor was the regular use of an antimicrobial mouthrinse to 

control the occurrence of dental plaque and gingival inflammation. mouthrinse 

formulations and active ingredients varied among studies; active ingredients 

of products reviewed included chlorhexidine (cHx), cetylpyridinium chloride 

(cPc), and essential oils (not otherwise specified). the three systematic reviews 

reported findings from 38, three, and 11 original studies, respectively, but there 

was considerable overlap, as a number of the original studies were included in 

more than one of the systematic reviews. only one systematic review included 

original studies of all three product types.1

Main outcome measure

the primary outcome measure evaluated in the original studies was the percent 

reduction in dental plaque and gingivitis detected after six months of regular 

product use, with comparisons made with placebo controls. Specific information 

about the clinical methods and indices used to measure plaque and gingivitis in 

the original studies was not provided in the review. treatment effects (percent 

reduction in plaque or gingivitis) were assessed by comparing treatment 

groups with placebo controls; all subjects received an initial professional dental 

prophylaxis and hygiene instructions at the outset of the studies.

Main results

as a group, the antimicrobial rinses used in these studies were considered by 

the author to be effective in reducing dental plaque and gingivitis, beyond any 

effects shown in placebo comparisons. reductions in both outcome measures 

(plaque and gingivitis) varied by active ingredient, with products containing 

cHx showing the greatest efficacy and cPc the least. Products using essential 

oils were intermediate in effect. Specific combinations of essential oil types 

were not identified, but products widely available in the marketplace in the 

united States typically list thymol, eucalyptol, and menthol in combination with 

sodium salicylate as active ingredients. results with cHx and essential oils 

were considered to be consistent across studies, whereas results with cPc 

varied with differences in product formulation.

conclusions

the author concluded that there is substantial evidence for the effectiveness 

of antimicrobial mouthrinse products in controlling dental plaque and gingivitis, 

and that these agents provide benefits beyond those obtainable from 
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professional prophylaxis and oral hygiene instruction. Product effectiveness 

varied by type of active ingredient, with cHx providing the greatest effect 

and cPc the least.

coMMeNTAry ANd ANAlySiS

this article presents findings from three published systematic reviews of studies 

that included products with three types of active ingredients: cHx, cPc, and 

essential oils. Search terms were clearly defined by the author and a mEdliNE 

search was conducted. the cochrane database of Systematic reviews was 

also consulted, but no additional studies were identified from that source. the 

article has appropriately grouped products by type of active ingredient and 

provided tabular data that allow comparisons to be made between product 

types. the author identifies his affiliation with a manufacturer of oral products 

(Johnson & Johnson), who provided funding for the report being reviewed here. 

other possible affiliations of investigators in the original studies or systematic 

reviews were not reported.

the author provides clear evidence from published clinical research in 

support of the use of antimicrobial mouthrinses to reduce the occurrence of 

dental plaque and gingivitis. it remains here to discuss the practical clinical 

aspects of these products. in this analysis, the most consistently effective 

active ingredient was cHx, which achieved a mean reduction in gingivitis 

of 28.7% across the six studies reviewed. the reason for this has been 

at least partly attributed to the retentiveness of cHx on oral and dental 

tissues by cationic adherence, increasing the duration of antimicrobial 

activity beyond that of non-retentive products. this therapeutic advantage 

also presents some unwanted side effects: cHx is known to stain natural 

and restored tooth surfaces, as well as the tongue in some users, and to 

cause temporary alterations in the sense of taste. cHx mouthrinse products 

are available only by prescription (at least in the united States), which 

makes their widespread use impractical. for this reason, cHx mouthrinse 

products are probably best viewed as adjuncts to ongoing periodontal 

care by dental professionals.

oral rinses containing essential oils were intermediate in effectiveness, with 

reductions in the Gingival index averaging 18.2% after six months of regular 

use in 24 reported studies. the author does not address the antimicrobial 

mechanism of essential oils, and does not describe specific ingredients. 

oral rinses available over the counter in the united States typically contain 

thymol, eucalyptol, and menthol, in combination with sodium salicylate, which 

is not antimicrobial but may suppress inflammation. these are commonly 

formulated in a solution of ethanol, at a concentration as great as 27% in some 

products. Without further discussion of specific mechanisms of action, it can 

be reported only that these products were moderately effective as a group 

as formulated. Because these products are available without prescription and 

have a consistent record of clinical efficacy without significant side effects, 

they may be recommended for regular use as adjuncts to conventional daily 

oral hygiene procedures.

in this review, cPc was, on average, the least effective of the three product 

types, and its effectiveness was reported to vary with formulation, with a mean 

reduction in gingivitis of 13.4% in six studies. this modest level of efficacy 

suggests that products containing cPc might be reserved for use when products 

containing essential oils are not well tolerated by users, perhaps for reasons 

of taste or high alcohol content. like cHx, cPc exhibits cationic adherence to 

some oral tissues and may also produce some tissue staining.2 this potential 

side effect should also be considered when selecting a product for regular use.

the efficacy reported in the studies reviewed should be considered as 

something achieved in addition to the reductions produced by mechanical 

oral hygiene procedures. this conclusion derives from the fact that in the 

studies reviewed, subjects received an initial professional dental prophylaxis 

and instructions for regular brushing and flossing for the duration of the 

study, in addition to the test or placebo control product. the corollary to this 

observation is that the effectiveness reported here specifically implies the 

concurrent application of routine oral hygiene measures; the effectiveness 

of these products in the absence of regular daily oral hygiene procedures 

cannot be estimated from the studies reported.

although the review summary reports quantitative differences in mean 

efficacy between product groups, a meta-analysis was not conducted and 

statistical differences between product types were not calculated. for this 

reason, readers should exercise caution in placing too heavy an emphasis 

on differences in efficacy reported in the review. this study has numerous 

strengths, but the lack of an original meta-analysis does affect the review 

regarding evaluating effectiveness of the product types in controlling gingivitis 

beyond what benefits are obtained from professional prophylaxis and oral 

hygiene instruction. the author did include findings from one well-designed 

meta-analysis,1 which reported a percent reduction in Gingival index or Plaque 

score for each of the products studied, but did not statistically evaluate product 

effectiveness compared with professional prophylaxis.

another important issue is that of the two main outcome measures (plaque 

and gingivitis). only gingivitis met the Sort criteria of ‘patient-orientated’ 

outcome by representing morbidity. dental plaque should be considered 

as ‘disease-orientated’, because it is considered an etiologic factor rather 

than a disease entity. for this reason, only outcomes for gingivitis should be 

considered for the Sort analysis. if this systematic review was considered as 

three separate reviews focusing on cHx, cPc, and essential oils respectively, 

and with ‘gingivitis’ as the main outcome measure, the findings for cHx and 

essential oils would probably be rated as consistent, good quality patient-

orientated evidence, whereas cPc would be rated as inconsistent or limited 

quality patient-orientated evidence.

it should be noted that the clinical significance of these outcomes depends 

on the presumed clinical significance of dental plaque and gingivitis in relation 

to more serious morbidities, such as periodontitis, with subsequent pocket 

formation and periodontal bone loss. None of the reports reviewed here 

attempted to evaluate subgingival health, and the recommendations made 

can be related only to clinical objectives of reducing supragingival plaque and 

inflammation at the gingival margin.

to conclude, the author has presented convincing arguments for the clinical 

effectiveness of several types of antimicrobial mouthrinse products in reducing 

plaque and gingivitis when used as adjuncts to mechanical hygiene measures 

(brushing and flossing). the review makes a worthwhile contribution to the 

literature on evidence-based dental practice, and provides a scientific basis 

for recommending clinically effective products. ●
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iNFECTiON prEvENTiON – 
THE ESSENTiAlS OF ClEANiNg ANd diSiNFECTiON FOr  
A SAFEr prACTiCE

Helen Loudon, RN UDNE (UKZN) CIC (NMMU). Independent Infection Prevention and Quality Management Specialist

PO Box 775, Linkhills, Waterfall, 3652, KwaZulu-Natal; Tel: +27 (0)31 7621865; E-mail: Loudonhl@telkomsa.net 

Abstract: Surgical instruments and complex power tools present a challenge for thorough cleaning and risk appropriate disinfection. residual biohazardous 

material	–	especially	 in	 joints,	hinges	and	 lumens	–	not	only	 represents	an	obvious	cross-infection	risk,	but	 inappropriate	cleaning	and	reprocessing	

procedures may damage surfaces, contribute to corrosion and shorten the lifespan of equipment. 

this article will summarise the key aspects to be considered in the cleaning and disinfection of equipment, and highlight poor clinical practices which 

compromise patient and healthcare worker safety.

keywords: bioburden, biofilm, cleaning, disinfection, microbicidal, semi-critical, critical, legal compliance, toxic occupational exposure

bAck To bASicS

•	 bioburden	–	 this	 term	describes	 the	microbiological	 ‘loading’,	 i.e.	 the	

number of contaminating organisms on the item/surface prior to the cleaning 

and disinfection/sterilisation procedure. Biological material prolongs the 

disinfection process and will ultimately contribute to the failure of the 

disinfection or sterilisation process.

•	 biofilm	 –	 comprises	 a	 complex	matrix	 of	microbial	 secreted	polymer	

compounds called EPS (an abbreviation for either ‘extracellular polymeric 

substance’ or ‘exo-polysaccharide’). this ‘slime’ not only facilitates the 

adherence of bacteria and fungi to surfaces, but also provides a medium 

for chemical signalling (‘quorum sensing’) and sophisticated protection 

from the action of antimicrobials.

figure 1: the three-dimensional structure of biofilm. Bacteria within biofilms are up 
to 1 000 times more resistant to antimicrobials than the same bacteria in suspension1

cleANiNG – A NoN-NeGoTiAble prerequiSiTe for diSiNfecTioN 

ANd/or STeriliSATioN

cleaning is the removal of foreign material (i.e. soil and organic material) and, 

in the case of medical devices and instrumentation, should be undertaken as 

soon as is practical after use.

thorough cleaning is vitally important before high level disinfection and 

sterilisation, because inorganic and organic materials that remain on the 

surfaces of instruments interfere with the effectiveness of these processes. 

also, if soil materials are allowed to dry or ‘bake’ onto the instruments (e.g. 

during autoclaving) the removal process becomes more difficult and the 

disinfection or sterilisation process ineffective.1

the physical action of cleaning uses mechanical (and kinetic) energy which 

disrupts	and	removes	biofilm	–	whilst	taking	care	not	to	damage	the	surface	

material being cleaned. this facilitates the ‘wetting’ properties of water in the 

cleaning agent, i.e. lowering the surface tension and enabling intimate contact 

of the cleaner with the surface.

carbohydrates, proteins and lipids require different cleaning actions

organic soil on surgical instruments comprises proteins (blood, saliva, etc.), 

lipids and carbohydrates. Gram-negative bacteria (resident in the mouth 

and gut) contain more lipids in their cell membrane than their gram-positive 

counterparts (e.g. Streptococci) where the cell membrane mostly consists of 

proteins and carbohydrates.

Proteins will coagulate at high cleaning and reprocessing temperatures, 

and thus become a protective shield for other contaminants. in contrast, lipid 

components	will	require	high	temperatures	for	emulsification	–	therefore	it	is	

considered good practice to use (pH neutral) detergent and enzymatic cleaning 

products to ensure that these differences are catered for.

is manual cleaning good enough?

it is important to stress that manual cleaning requires a high level of training 

and	is	time	consuming	–	ensuring	that	all	surfaces	of	the	item	are	scrubbed	

and thoroughly rinsed in clean (preferably de-ionised) water.

considerations in selecting cleaning methods and equipment include 

effectiveness, compatibility with the items to be cleaned, and the occupational 

health and exposure risks posed. 

Because instruments cleaned with automated cleaning equipment do not need 

to be pre-soaked or scrubbed, the use of automated equipment can increase 

productivity, improve cleaning effectiveness, and decrease worker exposure to 

blood and body fluids. Thus, using automated equipment is considered to be 

safer and more efficient than manually cleaning contaminated instruments.2

Visual inspection

it is good practice to visually inspect instruments regularly for corrosion and 

defects. However, many medical devices have complex designs, overlapping 

joints, screws and lumens in which residual soil cannot be seen with the 

naked eye. 

automated ultrasonic instrument washers are designed to agitate and disrupt 

organic material from lumens and hard to reach places. Autoclaving following 

superior cleaning is by far the safest reprocessing method for critical devices. 
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ATp monitoring

Adenosine	triphosphate	(ATP)	is	an	enzyme	present	in	all	organic	matter	–	living,	

or	once	living	–	including	blood,	saliva	and	bacterial	biofilm.

Essentially, the surface to be tested is swabbed, and the swab inserted into 

a handheld luminometer. results are available in seconds, and atP systems 

provide software that allows the user to monitor cleaning results and track data. 

Note, however, that the atP testing method does not detect the type of 

pathogens	left	on	the	surface	–	only	microbiological	sampling	can	fulfil	that	role.

figure 2: Scanning electron microscopy depicting viable microorganisms in the 
lumen of a medical device after cleaning and disinfection

Source: http://cmr.asm.org/content/15/2/167.full 

cHeMicAl ‘cold’ diSiNfecTANT SHorTcoMiNGS – THere iS No SucH 

THiNG AS A ‘MirAcle fluid’

How do disinfectants work?

most antiseptics bind readily to bacteria, and the most important site of 

absorption is the cytoplasmic membrane. Biocides disorganise or puncture 

biological membranes (e.g. alcohols, quaternary ammonium compounds (Qacs) 

and amines) or react non-specifically with functional groups of proteins in the 

bacterial cell (e.g. aldehydes, peroxygen compounds) or the genetic material 

(e.g. halogens, aldehydes).

Nb: the disinfectant’s ‘kill rate’ is governed by three principal factors: 

•	 Concentration	of	the	disinfectant	(bacteriostatic	vs.	bacteriocidal	properties)

•	 Bacterial	numbers/density	on	the	surface	to	be	treated

•	 Contact	or	exposure	time	to	the	disinfectant.

bacterial Spores

Mycobacterium

Nonlipid Viruses

fungi

Vegetative bacteria

lipid Viruses
low resistance

High resistance

figure 3: diagram illustrating the relative susceptibility/resistance of micro-
organisms to disinfectants1,2

disinfectant failure may be influenced by the following in daily practice:

•	 Inactivation	of	the	disinfectant	by:

-	 Overloading	with	organic	matter	and	airborne	contamination	–	this	will	

also shorten the lifespan of the active components

- inadequate rinsing of alkaline detergents or enzymatic cleaning agents

-	 Water	hardness	–	if	in	doubt,	contact	your	local	municipality’s	water	

engineer for this information

•	 Many	organisms	possess	inherent	or	genetic	resistance	capabilities,	e.g.	

spores, biofilms, waxy cell wall, efflux pumps

•	 Not	allowing	 for	sufficient	exposure	 time	between	 the	surface	and	 the	

disinfectant agent

•	 Dilution	of	disinfectant	product	over	time	by	adding	wet	equipment	(post	

manual cleaning)

•	 Air	pockets	and	lumens	in	tubing,	hinges	and	joints	are	poorly	penetrated

•	 Corroded	and/or	damaged	equipment	material.	

riSk-bASed cleANiNG ANd diSiNfecTioN (SpAuldiNG’S lAW)

patient care equipment 

there are three categories of patient care items depending on their intended 

use and the potential risk of disease transmission. 

Critical items 1,2

critical instruments penetrate soft tissue or contact bone, the bloodstream, 

or other normally sterile tissues of the mouth. they have the highest risk 

of transmitting infection and should be autoclaved between patient uses. 

alternatively, use sterile, single-use disposable devices.

Examples include surgical instruments, periodontal scalers, scalpel blades, 

and surgical dental burs.

Semi critical items 1,2

Semi-critical instruments should only come into contact with mucous membranes 

and do not penetrate soft tissues.  as such, they have a lower risk of transmission.  

Because most items in this category are heat-tolerant, they should preferably 

be autoclaved between patient use. 

for heat-sensitive instruments, the use of high-level cold disinfectants is 

appropriate. 

Examples of semi-critical instruments include dental mouth mirrors, amalgam 

condensers and impression trays. 

Note: Dental hand pieces are an exception. although they do not penetrate 

soft tissue, it is difficult for chemical germicides to reach the internal parts of 

hand pieces. for this reason, they should be heat sterilized using a steam 

autoclave or chemical vapour sterilizer (eg. hydrogen peroxide vapour).1,2

‘Non critical’ instruments/devices/equipment 1,2

Non critical items and medical devices only contact intact (unbroken) skin, 

which serves as an effective barrier to microorganisms. 

these items carry such a low risk of transmitting infections that they usually 

require only cleaning and low-level disinfection.  

low-level disinfectants should be able to claim efficacy in killing HiV and 

the Hepatitis B virus (HBV). However, if an item is visibly bloody, it should be 

cleaned and disinfected using an intermediate-level disinfectant (eg. a chlorine 

based detergent cleaner Sintol H™, Biocide d™) before use on another patient.

Examples of surfaces in this category include examination chairs, overhead 

lights, x-ray head/cones etc.
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figure 4: Summary of chemical disinfection vs sterilisation requirements for the 
main categories of microbial pathogens1,2

bacterial Spores
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Nonlipid Viruses
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•	 rhino	virus
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•	 Cryptococcus	spp.
•	 Candida	spp.
•	 Vegetative	Bacteria
•	 Pseudomonas	spp.
•	 Salmonella	spp.

•	 Staphylococcus	spp.

lipid Viruses
•	 HSV,	CMV
•	 HBV,	HIV
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High-level 
disinfection

intermediate-level 
disinfection

low-level 
disinfection

environmental surfaces 1,2

Environmental surfaces can become contaminated with microorganisms during 

patient care, although they have not been associated directly with disease 

transmission to patients or the dental healthcare professional. there are two 

categories of environmental surfaces.

clinical contact surfaces have a high potential for direct contamination. 

Because they come into direct contact with contaminated gloves, instruments, 

spray or spatter, their risk of transmitting infection is greater than for housekeeping 

surfaces. these surfaces can subsequently contaminate other instruments, 

devices, hands, or gloves. 

Surface barriers can be used to protect clinical contact surfaces and changed 

between patients. Surface barriers are particularly useful for surfaces that are 

hard to clean, such as switches on dental chairs. this practice will also reduce 

exposure to harmful chemical disinfectants. 

if a surface is visibly contaminated with blood or other patient material, 

clean and then disinfect the surface with a registered healthcare disinfectant 

effective against HiV and HBV (low-level disinfectant) or an intermediate-level 

disinfectant (with a tuberculocidal claim).1,2

figure 5: arrows indicate important clinical contact surfaces2

Housekeeping surfaces do not come into contact with patients or devices used 

in dental procedures. they have a limited risk of disease transmission and should 

be cleaned with either a general detergent or a low level disinfectant cleaner.

Examples of housekeeping surfaces are counters, sinks, walls and floors. 

uNSAfe prAcTiceS – you cANNoT diSiNfecT SoMeTHiNG if iT iS NoT 

cleAN firST!

 using disinfectants for removing dirt and routine cleaning.

 allowing blood/fluids to dry on equipment prior to cleaning and disinfection. 

at the end of a case, contaminated instruments should be placed back in 

their tray and at a minimum, covered by a towel moistened with water, or 

preferably covered with enzymatic foam that can start to break down the 

bioburden on the instruments.

 cleaning equipment and disposal of disinfectants at hand wash basins.

 topical sprays and wipes are not intended for high level disinfection. 

 Enzymatic cleaners are not disinfectants.

 failure to open hinged or disassemble complex equipment or submerge 

‘floaters’.

 ‘Saving money’ by not using mEc (minimum effective concentration) test 

strips.

 decanting and/or topping up disinfectants and soaps into other containers.

HANd HyGieNe ANd GloVe uSe 

•	 2–4%	chlorhexidine	gluconate	is	the	accepted	standard	for	an	antimicrobial	

liquid soap for use by healthcare personnel.

•	 Chlorhexidine	 gluconate	0.5%	 in	 70%	alcohol	 is	 recommended	 as	 a	

microbicidal ‘hand rub’ to augment hand hygiene when hands have not 

come into contact with blood and bodily fluids.

•	 Hand	hygiene	with	soap	and	water	should	always	be	undertaken	upon	

glove removal. 

•	 Consider	compatibility	of	hand	care	products	with	gloves	(e.g.,	mineral	oils	

and petroleum bases may cause early glove failure).

•	 Keep	fingernails	short	and	avoid	artificial	nails.	

•	 Avoid	hand	jewellery	that	may	tear	gloves.

•	 Many	studies	have	demonstrated	lower	rates	of	hand	hygiene	compliance	

if gloves are worn.

•	 Gloves	are	often	used	or	not	used	when	indicated!	

•	 Do	not	touch	your	face	or adjust PPE with contaminated gloves.

•	 Do	not	touch	environmental	surfaces	except	as	necessary	during	patient	

care.

•	 Work	from	‘clean	to	dirty’.

•	 Change	your	gloves	during	use	if	torn	and	when	heavily	soiled	(even	during	

use on the same patient).

•	 Don	fresh	gloves	for	each	patient.	

•	 Always	discard	into	HCRW,	even	if	unused.

•	 Hand	hygiene	should	be	performed	immediately	after	glove	removal.

CLInICAL REvIEw
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WorkplAce SAfeTy ANd THe orAl HyGieNiST

occupational health is an integral part of infection prevention, and a legal 

requirement for employers or independent practitioners under the following 

legislation:

•	 South	African	Occupational	Health	and	Safety	Act	85	of	1993

•	 Hazardous	Biological	Agents	Regulations	1993

•	 Hazardous	Chemical	Substances	Regulations	1995

legal and quality requirements for the use of disinfectants

material Safety data Sheets (mSdS) must be provided by the supplier or 

manufacturer and be available at the point of use. a mSdS has 16 sections 

which describe the chemical composition, storage, safety precautions (PPE) 

and disposal instructions for a hazardous chemical substance.

a hazardous chemical substance risk assessment is required annually. in 

addition, proof of staff training upon induction and annually thereafter on 

handling, disposal and accidental exposure (spills) management must be provided.

containers should have a number indicating registration with the National 

regulator for chemical Substances (NrcS) as a minimum requirement.

Independent	efficacy	testing	–	The	South	African	Bureau	of	National	Standards	

(SaNS) performs microbicidal efficacy tests to determine the effect of the product 

against standard cultured micro-organisms under heavy soiling conditions.

the chemical manufacturer may also choose to undergo SaBS accreditation 

at six-monthly intervals by an independent SaBS-accredited test facility, to 

ensure that product quality and performance is consistent from batch to batch.

occupational exposure to toxic chemicals and/or their vapours

Gluteraldehyde-based (cidex™, G-cide™) and ortho-phthalaldehyde (cidex oPa™) 

cold	disinfectants	–	use	in	a	well-ventilated	area	and	use	with	appropriate	exhaust	

ventilation, for example a minimum of ten air exchanges. 1, cidex oPa mSdS Even if 

ten air exchanges are provided, a vapour control system may still be required.

most rooms have supply and return vents for air-conditioning in the ceiling. 

this often results in the air ‘short circuiting’ and taking the quickest route, 

going from the supply vent directly to the return vent. So even though there 

may be ten air exchanges, the air is not being properly mixed/diluted in the 

breathing zone. if the return air vent is located over the soaking container, it 

may draw the fumes up through the breathing zone.

Safe disposal of used glutaraldehyde and opA 

used glutaraldehyde and oPa remain highly toxic, even after the re-use date 

has expired and the mEc test strip fails. 

the ‘off gassing’ that occurs when pouring used disinfectant down the drain 

puts the individual at high risk. in addition, spills often occur when carrying 

a tray or container of used disinfectant over to the sink for disposal. Some 

municipalities (and ‘green’ medical facilities) require that glutaraldehyde and 

oPa be neutralised prior to disposal down the drain.

in principle, the safe disposal of regulated chemicals is important throughout 

the medical community.1,2

iN coNcluSioN

disinfection practices are constantly evolving. it is imperative that healthcare 

professionals remain abreast of current infection prevention practices and 

fully utilise equipment and disinfectant manufacturers’ instructions. the many 

reliable and validated resources and clinical guidelines available support 

improved practice, and ultimately patient, safety. ●

Significant occupational pathogens and hazards 

Bacteria

•	 Staphylococcus	aureus	(including	MRSA)

•	 Mycobacterium	tuberculosis	(pulmonary	TB)

•	 Neisseria	meningitidis	(Meningococcal	disease)

Viruses

•	 Hepatitis	A,	B	and	C,	HIV

•	 Influenza

•	 Norovirus,	Adenovirus	and	Enterovirus

•	 Herpes	zoster	virus

Fungi

•	 Candida	albicans	and	Candida	‘non	albicans’	species

•	 Aspergillus	species

Allergens and irritants

•	 Latex	proteins	(in	glove	powder),	latex	manufacturing	accelerators

•	 Chemical-	and/or	detergent-related

1. 2008. cdc Guidelines for disinfection & Sterilization in Healthcare facilities.

2. cdc Guidelines for infection control in dental Health-care Settings. mmWr december 19, 2003 / 52(rr17); 66. http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5217a4.htm. accessed: 20 october 2015.  

3. 2004. WHo Guidelines for Healthcare cleaning and Environmental Standards.

4. Kaiser HJ, et al. Water Quality and reprocessing instruments. Jnl. Infection Control Today. may 2000 (online). accessed 21 october 2015.

5. occupational Health and Safety act 85 of 1993.

6. Hazardous chemical Substances regulations 1995.

7. Hazardous Biological agents regulations 1993.
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ETHICS

wANT TO dATE A pATiENT? 
rEFEr FirST

S Naidoo, BdS (lon), ldS.rcS (Eng), mdPH (lon), ddPH.rcS (Eng), mchd (comm dent), Phd (uS), PG dipl int research Ethics (uct), dSc (uWc). 

Senior Professor and Principal Specialist, faculty of dentistry, university of the Western cape, department of community dentistry

Private Bag X1, Tygerberg 7505; E-mail: suenaidoo@uwc.ac.za

(Published in SADJ. June 2015; 70 (5): 222)

in dentistry, the oral health professional-patient 

interaction often represents a long-term, close 

personal relationship that involves friendship as 

well as professional responsibility. a professional 

(the dentist, oral hygienist) has two interests to 

consider in any professional oral health professional-

patient relationship: the patient’s and their own. 

they also have a duty to place the patient’s best 

interest (welfare) before their own. the profession 

and society at large expect oral hygienists to 

exercise superior knowledge, expertise and 

their professional judgment to promote the best 

interests of their patients. 

oral hygienists should not use their position of 

influence to solicit or develop romantic relationships 

with patients. the Health Professions council of 

South africa (HPcSa) views sexual contact between 

health professionals and patients as unethical, 

legally perilous and cause for professional discipline. 

it is often viewed by the public as an outrageous 

transgression. the ethical considerations of personal 

relationships with patients are addressed in the 

HPcSa’s Guidelines to Good Practice, Section 5.2 

respect for Patients, which states that healthcare 

practitioners should “avoid improper relations 

with their patients, their patients’ friends and their 

patients’ family members (for example, sexual 

relationships or exploitative financial agreements)”.1 

romantic ties with current patients may exploit 

their vulnerability and detrimentally affect the 

objectivity and judgment of the oral hygienist 

as professional judgment could be impaired if 

objectivity is lacking in the oral health professional-

patient relationship. 

respecting confidentiality and privacy is not 

only a legal mandate, but is imperative to the 

trust that underpins the oral health professional-

patient relationship. it is essential to all trusting 

relationships, especially in professional settings. 

this dynamic creates a power imbalance between 

oral hygienists and patients that should not be 

exploited. a personal relationship with a patient 

could be seen as exploitation of the confidence 

that the patient has placed in the oral hygienist 

and such confidence is related to trust. 

Patients expect their oral hygienist to place their 

interests above his/her own, to protect confidential 

information, and to do no harm, or abuse/misuse 

any information obtained during the course of the 

oral health professional-patient relationship. if 

the oral hygienist wants to engage and explore 

a possible romantic relationship with a patient, 

they should consider terminating the oral health 

professional-patient relationship in a mutually 

agreed upon arrangement and refer the patient 

to another oral hygienist. 

oral hygienists should avoid creating perceptions 

of inappropriate behaviour and should establish 

clear boundaries should they receive romantic 

enquiries from patients. if they are available and 

interested in the patient, dating should occur only 

after the patient has been referred to another oral 

hygienist and a suitable time period has elapsed.2

coNcludiNG reMArkS 

Honesty, integrity and fairness are the cornerstones 

of accepted professional and personal behaviour. 

combining professional and personal relationships 

is never without complications, and the separation 

between the two is never mutually exclusive. there 

is often a degree of overlap. 

oral hygienists may put themselves at risk in 

a dating relationship with a patient as there have 

been instances where jilted patients have sued for 

malpractice. oral hygienists and their teams need 

to protect their roles as healthcare professionals. 

it is recommended that every practice has a 

written policy against dating patients. the policy 

should be applied universally and the oral hygienist 

usually sets the example for the entire practice. 

if an oral hygienist dates a patient, it sends a 

message to the rest of the staff that it is acceptable 

behaviour. an oral hygienist who is serious about 

dating a patient should refer the patient to another 

oral hygienist. if a staff member wishes to date a 

patient, the best practice is the same: the patient 

must seek dental care from another oral hygienist. 

this can prevent a number of potential problems. ●

1. Health Professions council of South africa (HPcSa). Booklet 1: Guidelines for good practice in the health care professions. Pretoria, may 2008. 

2. chiodo Gt, tolle SW. Sexual boundaries in dental practice: Part 1. Gen Dent.	1999	Sep–Oct;	47(5):	456–9.	
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EASTErN CApE brANCH

kwAZulu-NATAl brANCH

on Saturday, 14 November 2015, oHaSa’s Eastern cape Branch held its last breakfast meeting for the year 

at the intercare training centre in Walmer, Port Elizabeth, and what an informative get-together it was!

after a short branch meeting, oHaSa’s President, Stella lamprecht, gave a lecture on Ethical and 

clinical responsibilities. thank you Stella for taking the time to visit us, we appreciate your time and 

devotion to oHaSa!

We also collected some toiletries for teenage girls, which will be distributed at the loyiso High School 

in	Zwide,	Port	Elizabeth.	Thank	you	to	all	the	members	who	contributed	to	this	worthy	cause.	

May the OHASA family have a blessed and safe Festive Season! ●

University	of	KwaZulu-Natal	
(UKZN)	Oral	Hygiene	students	
attending the dental Ball

UKZN	Dental	Therapy	and	Oral	Hygiene	students	during	the	KwaZulu-Natal	
oHaSa Branch’s outreach programme at a local special needs school

UKZN	2015	final	year	 
oral Hygiene students

our dates for 2016 are as follows: 

23	January	2016	–	Registration	Meeting

16	April	2016	–	CPD	Seminar

10	September	2016	–	CPD	Seminar

NEwS FrOm THE 

NEwS FrOm THE 

OHASA nEwS
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orAl HyGieNiST required for orTHodoNTic prAcTice
our specialist practice (Pretoria and Benoni) requires a fulltime oral hygienist with a passion for orthodontics.  

an attractive and flexible package will be offered to the successful candidate. 

We invite you to e-mail your cV to Hermanuys@mweb.co.za. 

gAuTENg brANCH
NEwS FrOm THE

on Saturday, 31 october 2015, the Gauteng Branch hosted its last seminar in conjunction 

with the aGm at 3m South africa in Johannesburg. representatives from the Western 

Cape,	Eastern	Cape	and	KwaZulu-Natal	branches	also	attended	the	AGM,	the	theme	

of which was VIVA OHASA. in line with the theme, delegates donned their traditional 

clothing, with a prize awarded to ronel van Heerden for the best outfit. oral-B sponsored 

an electrical toothbrush in a lucky draw, which was won by Bernice van loggerenberg.

Since all three motions set for the aGm were voted on online (www.mpconsulting.co.za, 

closing date: 22 November 2015), the aGm was significantly shorter than in the past. delegates 

also received six cEus for attending the two informative lectures during the event. the first 

was a lecture entitled Why you should flourish and prosper, presented by Prof. Piet Botha, 

which dealt with getting organised and good communication in the practice, ensuring success. 

the second lecture, Management of an occupational exposure incident, was presented by 

Sister Willemien labuschagne and addressed protocols that must be in place in every practice 

should you, other staff or a patient injure themselves with a sharp instrument or needle.

the formalities were followed by a fun and informative tour of the 3m innovation 

centre, which was thoroughly enjoyed by all. cash donations were collected for the 

chosen charity of the event, Hospice centurion, which in turn handed out lovely key rings.

the Western cape Branch will host the 2016 aGm and we look forward to being 

hosted in the mother city! ●

OHASA nEwS
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GeNerAl

infection prevention – the essentials of cleaning and disinfection for 

safer practice

1. Bioburden is the term used to describe the number of contaminating 

organisms on a surface/item prior to cleaning and disinfection/sterilisation 

procedure, whereas biofilm refers to a complex matrix of microbial 

secreted polymer compounds.

a. true

b. false

2. lipids coagulate at high cleaning and reprocessing temperatures, and 

thus become a protective shield for other contaminants whereas proteins 

require high temperatures for emulsification. therefore one should use 

(pH neutral) detergent and enzymatic cleaning products.

a. true

b. false

3. the benefits of automated equipment for cleaning are:

a. increased productivity

b. improved cleaning effectiveness

c. increased worker exposure to blood and bodily fluids

d. a and b

e. a, b and c

4. a disinfectant’s ‘kill rate’ is governed by:

a. contact or exposure time to the disinfectant

b. concentration of the disinfectant

c. Bacterial numbers/density on the surface to be treated

d. all of the above

e. None of the above

5. a disinfectant could be inactivated by:

a. inadequate rinsing of alkaline detergents or enzymatic cleaning 

agents

b. Water hardness

c. air pockets and lumens in tubing, hinges and joints

d. a and b

e. a, b and c

6. Examples of semi-critical instruments include periodontal scalers, dental 

mouth mirrors and impression trays.

a. true

b. false

7. disinfectants can be used for removing dirt and routine cleaning.

a. true

b. false

8. 0.5% chlorhexidene gluconate in 70% alcohol is recommended as a 

microbial ‘hand rub’ to augment hand hygiene when hands have not 

come into contact with blood and body fluids.

a. true

b. false

9. Glove use is an important adjunct to, but not a replacement for proper 

hand hygiene practice.

a. true

b. false

10. one of the minimum requirements for disinfectants is that the container 

should have a number indicating registration with the NrcS.

a. true

b. false

11. Some municipalities (and ‘green’ medical facilities) require that 

glutaraldehyde and ortho-phthalaldehyde be neutralised prior to disposal 

down the drain.

a. true

b. false

regular use of mouth rinses can effectively augment the benefits 

of oral prophylaxis and oral hygiene instructions at 6-month recall 

intervals in reducing the occurrence of dental plaque and gingivitis

12. Products containing cetylpyridinium chloride showed the greatest efficacy 

and chlorhexidene the least.

a. true

b. false

13. Published clinical research is in support of the use of antimicrobial mouth 

rinses to reduce the occurrence of dental plaque and gingivitis.

a. true

b. false

14. in the studies reviewed, cHx achieved a mean reduction in gingivitis of 

28.7%, essential oils a reduction of 18.2% and cPc a reduction of 13.4%.

a. true

b. false

15. the therapeutic advantage of cHx also presents with unwanted side 

effects such as:

a. Staining of natural and restored tooth surfaces

b. Staining of the tongue

c. temporary alterations in the sense of taste

d. a and c

e. a, b and c

COnTInuOuS pROfESSIOnAL DEvELOpmEnT

quESTiONNAirE
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COnTInuOuS pROfESSIOnAL DEvELOpmEnT

16. Both cHx and cPc exhibit a cationic adherence to some oral tissues 

and may also produce some tissue staining.

a. true

b. false

17. dental plaque should be considered as ‘disease-oriented’ because it 

is considered an etiologic factor rather than a disease entity.

a. true

b. false

The power of xylitol

18. xylitol is a natural sugar found widely in fruits and vegetables, has 

antimicrobial properties and 40% less calories than sucrose.

a. true

b. false

19. Exposure to xylitol, 8 g/day, in twice daily topical oral syrup during primary 

teeth eruption could prevent up to 70% of decayed teeth.

a. true

b. false

20. xylitol reduces a mother’s transmission of Strep. mutans by reducing 

the numbers of pathogenic bacteria.

a. true

b. false

21. research has shown that five exposures of xylitol/day with no brushing 

reduced plaque levels by ≥50%, which is far better than anything achieved 

by conventional means.

a. true

b. false

22. xylitol is a salivary stimulant and also raises the resting mouth pH 

promoting remineralisation.

a. true

b. false

23. the following patients would benefit from xylitol:

a. coronary bypass patients

b. Patients with trachs and feeding tubes

c. Patients with arthritis

d. a and b

e. a, b and c

24. xylitol could prevent and treat otitis media. a study showed a 45% 

reduction in otitis media.

a. true

b. false

25.	 Xylitol	could	be	implemented	as	a	public	health	measure	whereby	1–6	

year olds are given xylitol confectionary after meals.

a. true

b. false

eTHicAl

Want to date a patient? refer first

26. the Health Professions council of South africa views sexual contact 

between health professionals and patients as unethical, legally perilous 

and as a cause for professional discipline.

a. true

b. false

27. Examples of improper relations with patients are: 

a. Sexual relationships

b. Exploitive financial agreements

c. romantic interests

d. a and b

e. a, b and c

28. a personal relationship with a patient could be seen as exploitation of 

the confidence that the patient has placed in the oral hygienist and such 

confidence is related to trust.

a. true

b. false

29. dating of a patient is allowable after a patient has been referred to 

another oral hygienist and a suitable time has elapsed.

a. true

b. false

30. Honesty, integrity and fairness are the cornerstones of accepted 

professional and personal behaviour.

a. true

b. false
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Clinical Study to Compare the Ability of a Fluoride Dentifrice 
containing 8% Arginine and Calcium Carbonate, and a 
Fluoride Dentifrice to Repair Acid-Softened Enamel

R. Sullivan1, A. Rege1, P. Corby2, G. Klaczany2, M. Wolff2, K. Allen2, 
D. Hershkowitz2, B. Godder2

Data on File

1 Colgate-Palmolive Technology Center, Piscataway, NJ 
2 NYU College of Dentistry, New York, NY

Study objective
The objective of this study was to assess the ability of a dentifrice containing 8% arginine, 
calcium carbonate, and 1450 ppm fluoride as sodium monofluorophosphate (MFP) for its 
ability to reharden and repair acid-softened enamel relative to a fluoride control toothpaste 
(1450 ppm F, MFP/Silica) using an intra-oral remineralization model.

Trial conditions and methods

Products under investigation

Test Product: A dentifrice containing 8% arginine, calcium carbonate and 1450 ppm F as MFP 
(Colgate® Sensitive Pro-Relief™ Enamel Repair, Colgate-Palmolive Company, NY, NY, USA)

Control Product: A dentifrice containing 1450 ppm F as MFP in a Silica base  
(Colgate-Palmolive Company, NY, NY, USA)

Study subjects
Thirty (30) healthy male and female subjects were selected to participate in the study.  
Twenty-nine (29) subjects successfully completed the study.  

Methods
The study was conducted in a randomized, crossover, double-blind manner. The study 
involved measuring remineralization in acid-softened enamel specimens before and after 
treatment in the mouth with either the test or control dentifrice. The specimens were held in 
the mouth by mounting them in an upper palatal retainer, which allowed real-life product use. 

The study involved two treatment phases, each preceded with a one-week washout period 
using a non-fluoride silica toothpaste. Each treatment phase lasted 4 days. On the first  
3 days, panelists brushed with their assigned dentifrice twice a day without the retainer to  
equilibrate the oral environment. On the fourth day, panelists brushed with their assigned 
dentifrice in the morning, afternoon, and evening while wearing the retainer containing 
the acid-softened enamel specimens, according to the following procedure: one minute of 
brushing, followed by swishing for 1 minute the slurry in the mouth, and then rinsing the 
mouth with 15 ml of water. The retainer remained in the mouth for 4 hours. After 4 hours, 
the retainer was removed for a one-hour meal break. After the meal break, the retainer was 
returned to the mouth and the subject repeated the same brushing, swishing, and rinsing 
procedure. After 4 hours, the retainer was removed for a dinner meal break. After the meal 
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break, the retainer was returned to the mouth. The panelists brushed their teeth with the retainer 
in the mouth and kept the retainer in the mouth overnight and it was removed in the morning of 
the fifth day, 10 hours after brushing the previous night. The retainer was returned to the clinic 
and surface micro-hardness measurements were taken to assess the ability of the test product to 
reharden the acid-softened enamel specimens. 

After completion of the first test phase, the process was repeated with the second product.

Results 
The results of the study showed that the 8% arginine/calcium carbonate/1450 ppm fluoride 
dentifrice was significantly better in remineralizing acid-softened enamel in comparison to 
a fluoride control dentifrice. Table 1 lists the percent increase in remineralization relative to 
baseline for both products (p< 0.05). Figure 1 illustrates the results. 

Average %  
Remineralization

8% arginine, calcium carbonate, 
and 1450 ppm fluoride

14.98

1450 MFP/Silica 8.66

% change 73%

Conclusions
The test dentifrice containing 8% arginine, calcium carbonate, and 1450 ppm fluoride as MFP 
was significantly better at rehardening and repairing acid-softened enamel in comparison to 
the fluoride control dentifrice. 

Table 1

 8% Arginine,  
CaCO 3, and F

MFP/Silica

16
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Figure 1

73% increase
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was significantly better at rehardening and repairing acid-softened enamel in comparison to 
the fluoride control dentifrice. 
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