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in 1992, Queen Elizabeth in her december speech, 

described the year 1992 as an ‘annus horriblis’. it is a 

phrase that has stuck in our minds, and South africans 

may well be justified in using it to describe 2016. We 

were constantly bombarded with issues that filled us 

with dread and gloom – from the Guptas, the State 

capture report, Nkandla, the economy, the drought, the 

protests at our tertiary institutions, to the performance 

of the Springboks – this has been a tough year! 

Everyone you meet speaks of the need “for this 

year to end”, and “i am so tired”. Well, the good news 

is that 2016 is indeed drawing to a close. the summer 

holidays afford us an opportunity to unwind, to put the 

year behind us and to spend valued time with loved 

ones. often, at a time of despair, a holiday break can 

represent renewed energy and indeed, hope.

it is this HoPE that i wish to speak of in this message. 

as bleak as things may be, there are enough signs to 

signal hope for all of us as health professionals. as the 

world celebrates World aids day on 1 december, the 

scientific advances in the fight against aids are most 

promising, and media reports indicate that a vaccine 

may well be on the shelves in 2018/19. as oral hygienists, 

we too have a role to play in the prevention of the 

spread of HiV/aids. By engaging with our patients, 

conducting thorough examinations and being acutely 

aware of HiV, we may well be saving someone’s life.

it is Will rogers who said, “Even if you're on the right 

track, you'll get run over if you just sit there”. in this 

regard, it has been most encouraging to see fellow 

hygienists at the expanded scope of practice seminars 

and workshops. the dedication and commitment 

of our colleagues to improve their skills so that, 

ultimately, our patients benefit, has been inspiring. 

Great ideas were exchanged, new skills acquired 

and new friendships made.

i must express a word of caution though. as hygienists, 

we are bound by our oaths, and indeed by ethics. We 

are compelled by the ethics that govern and regulate 

our profession to conduct ourselves as consummate 

professionals, with the interests and wellbeing of the 

patient as our clear focus. thus, it is important that the 

work that we do is ultimately what we have been trained 

and certified to do. there is a big difference between 

being able to drive a car, and actually being a licensed 

driver. there are a number of short courses available 

at an array of institutions who offer accredited courses 

aimed at the professional growth and development 

of hygienists. i urge my fellow hygienists to partake in 

these accredited courses and upgrade your skills. By 

doing so, we are then able to work and apply these 

skills, free of any ethical dilemma and any potential 

legal disputes.

in conclusion, i wish to thank everyone who 

contributed to the success of the OHASA Journal – the 

editorial team, the contributors and our readers. thank 

you for your support and encouragement. i wish you 

a safe, relaxing and enjoyable vacation.

i know that if we all work together, after the annus 

horriblis of 2016 we can all celebrate an annus 

mirabilis in 2017. ●

frOm THE

EDITORIAL

EdiTOr’S dESk

Rugshana cader
managing editor
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EDITORIAL

prESidENT’S dESk
frOm THE

stella Lamprecht
Ohasa president

dear oHaSa members and colleagues,

2016 has indeed been an extremely challenging year 

on various fronts. the publication of the 2013 Scope of 

Practice for comment has not been promulgated yet, 

however, we are pleased to say that the section on local 

anaesthethic, which was erroneously omitted from the 

2001 Scope of Practice, has now been included. along 

with this, new items included in the said publication are: 

vital tooth whitening, tobacco cessation counselling, 

nutritional counselling, periodontal mobile splinting 

and sealant restorations. 

the first Expanded functions course was presented 

at the university of the Western cape from 27 November 

2016 to 2 december 2016. the universities of Pretoria 

and the Witwatersrand have indicated that their 

departments are working on presenting both the 2001 

Scope of Practice and the 2013 Scope of Practice. 

Please note that if you have not completed the 2001 

Scope of Practice, you will not be eligible to register 

for the 2013 Scope of Practice. 

a few of the oHaSa members have voiced their 

disdain at having to go back to university to do the 

2013 functions programme. Some members even 

feel insulted by this, but it should not be seen in this 

light. it needs to be understood that oral hygiene was 

the only profession in healthcare that was a diploma 

course which has now evolved into a degree course, 

therefore, oral hygienists who completed the diploma 

course should feel honoured that they have been 

given the opportunity to complete the 2001 and 2013 

expanded functions as this will place them on equal 

footing with those who have completed the degree 

course. i therefore appeal to you to please refrain from 

opposing having to go back to university, rather be 

proud of the opportunity to advance your career. the 

oHaSa members fought extremely hard for the right 

to have independent practice and not having to be 

dependent on dentists for a livelihood. the completion 

of these extended function courses affords you that 

privilege, embrace it. 

this brings me to the topic of dental protection 

insurance. You should ask yourself the question: if you 

are in supervised practice and a charge is laid against 

you at the HPcSa, will your employer (the dentist) 

appoint legal aid for you and pay the legal costs? if 

your answer is ‘yes’ then fine, if your answer is ‘not 

so certain’, then i suggest that you obtain your own 

dental protection insurance via Sada. it is important to 

realise that risk is not automatically absolved because 

you are in supervised practice and the dentist is 

checking your work. 

furthermore, HPcSa fees will increase by 6% in 2017. 

as soon as the fees are published, we will send to the 

oHaSa members and place on the website as well. 

Please take note of the following important reminders: 

•	 31 January 2017 – deadline for dental protection 

insurance as well as PcNS for independent 

practitioners

•	 28 february 2017 – deadline for oHaSa fees

•	 31 march 2017 – deadline for HPcSa fees. 

Note that several audits were sent out for the 

2008–2010 period. if you were audited and you do 

not have those records for submissions, please submit 

your current individual activity records to the HPcSa via 

the mPc website. the HPcSa is busy changing their 

auditing programme for cPds and are busy closing 

the aged audits.  

the promulgation of the regulation for dental 

assistants that have no formal training has not been 

finalised yet, therefore the register has not been 

opened. oHaSa will communicate this as soon as it 

has been opened. all major issues and information 

will be placed on the oHaSa website and on our 

facebook page. 

the oHaSa Executive committee and Branch 

committees would like to wish you all a blessed festive 

Season, and would like to extend a special word of 

thanks to our dental traders and sponsors – without 

you, our association would not have been able to 

grow so successfully. 

Wishing you all happy holidays and a prosperous 2017!

God Bless

stella ●
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there appears to still be some confusion about 

the difference between the professional indemnity 

cover and subscription rates provided by dental 

Protection limited (dPl) for state employed 

dentists and private practitioners in South africa.

there is also some uncertainty about exactly 

what members are getting for their money and 

what cover is provided. Private practitioners are 

also under a common misconception that they are 

somehow ‘subsidising’ State-employed members, 

as most of the rates paid by State-employed 

dentists are significantly lower than those paid 

by dentists working in the private sector.

Practitioners employed by dental schools, 

which are attached to public health facilities or 

conduct clinics and public sector facilities (such 

as clinics, hospitals and other public facilities), 

are sometimes given incorrect, misleading or 

perhaps no information about the nature of 

indemnity cover provided by their employing 

institution or the State. these practitioners are 

encouraged or sometimes led to believe that 

by taking out indemnity cover with dPl, they 

would be fully covered on the same basis as 

private practitioners.

as will be more fully explained below, it is 

important for practitioners to understand the 

extent of indemnity cover offered by the State 

and dPl and who is responsible for obtaining 

indemnity cover.

Private practitioners need to indemnify 

themselves against any claim for compensation 

made by a patient they treated who believes 

they had been harmed by negligent treatment. 

With the correct level of cover, dPl can manage 

the claim from first notification to conclusion, 

and can take care of all the legal costs and 

compensation payments.

the State institution (usually provincial health) 

must accept responsibility for all claims and losses 

arising from treatment provided in a negligent 

fashion by a practitioner employed by a State 

institution and indemnity obtained from dental 

Protection by practitioners working in the State 

or public sector does not include cover for any 

claims arising from treatment carried out by the 

practitioner in that sector. this duty remains the 

responsibility of the State in terms of the National 

treasury’s regulations, which provides that the 

State will bear the risks of its own damages and 

accidents. this explains the significant difference 

between the cost of indemnity for those working 

in the public sector and those in private practice, 

even though they may work similar hours and 

provide similar care.

Normally, any compensation paid by the State 

to the patient will not be recovered from the 

employee (practitioner).

However, the regulations do allow the State to 

recover any losses from an employee practitioner 

in circumstances where the damage or harm 

caused to a patient flows from one of the following 

exceptions where the practitioner:

•	 intentionally exceeded his or her powers

•	 made use of drugs or alcohol

•	 did not act in the course and scope of 

employment

•	 acted recklessly or intentionally

•	 without prior consultation with the 

State attorney made certain admissions 

detrimental to the State

•	 failed to comply with or ignored a standing 

instruction which he or she was made aware 

of, leading to the loss or damage.

State cover will also be forfeited by the public 

practitioner if they used a State vehicle without 

permission, drove without licence, deviated 

from the route or allowed others to use the 

vehicle or the use of the vehicle was not in the 

State interests.

Practitioners employed by tertiary institutions 

with a high level of clinical autonomy, supervising 

dental students who provide clinical services to 

patients presenting at these clinics should seek 

clarity from the employing institution regarding the 

extent of indemnity cover to cover practitioners 

in respect of claims made by patients who are 

treated at clinics.

Practitioners who are jointly employed by the 

dental school at a tertiary institution and the 

State, should similarly seek clarity on extent of 

indemnity cover and whether the State or the 

tertiary institution will provide indemnity cover.

as the State, provides indemnity for its 

employees, cover with dPl does not extend to 

settling claims against the State by a patient. any 

member of dental Protection working within the 

public/State sector can look to dental Protection 

for assistance when it might be necessary to 

remind the State of its obligations.

the cover provided by dPl to dentists working 

in the public sector also includes assistance with 

the following:

•	  Internal disciplinary matters – assistance 

with these matters.

•	 HPCSA referrals – it is quite possible that 

the staff or employer (State) can refer one of 

their practitioners to the HPcSa. clearly the 

State would not pay for the defence of one 

of their dentists at the HPcSa – particularly 

if they referred the dentist in the first place.

•	 Complaints – dentists can be asked by 

hospital managers to respond to complaints 

about clinical care and, essentially, this 

response is on behalf of the State. dPl 

can assist members long before a claim 

or complaint arises with advice on how 

to best protect them and can also assist 

in preparing and checking reports for the 

State attorney or to ensure that the blame 

is not shifted on to the dentist.

•	 Inquests – While the State would probably 

assist a dentist in the case of an inquest, it 

is usually only on the ‘coat tails’ of its own 

defence. if a dentist is vulnerable to individual 

criticism, or there is a conflict of interest 

between the State and a dentist during 

an inquest, because of this, it may not be 

in a member’s best interests to rely solely 

dENTAl prOTECTiON limiTEd 
ExplAiNS…
publiC Or privATE: kNOw yOur iNdEmNiTy COvEr

p Govan (Source: SADJ, September 2016, 71(8): 342–343)

DEnTAL EThIcs
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on the representation of a State attorney. 

conversely it may not be in the member’s 

best interests to be separated out from the 

rest of the staff involved; dPl can advise on 

the best approach in any given situation.

•	 Claims – as already discussed, dPl does 

not handle clinical negligence claims on 

behalf of State dentists – but they can assist 

in some areas, such as writing reports.

it is also important for those public sector 

dentists who are given permission to carry on 

private practice after their fulltime employment 

with the State for the day is over, to obtain 

indemnity cover to protect themselves against 

claims or complaints by patients treated after 

hours in their private practice.

dental practitioners also often think that risks are 

related to them individually and to their practice. 

they do not consider that their employees also 

affect their risk profile.

the dentist, as employer in the practice, can 

be held responsible for any negligent acts or 

omissions that the employee commits while 

performing duties within the scope of his or her 

employment. this responsibility is called ‘vicarious 

liability’ and includes acts or omissions not only 

by employees who provide clinical services, but 

also by non-clinical staff in the practice. it also 

does not matter whether or not the employee 

was acting according to instructions.

it is also not limited to only clinical advice 

provided by the dentist, but includes any 

instructions or advice provided by employees. 

the question as to where the responsibility of 

the employer starts and ends is not absolute, 

but will depend on issues like control.

Private practitioners should therefore consider 

that it is in their own interests to ensure that any 

employee, locum, or independent contractor working 

for them and who are directly involved in delivering 

treatment to patients obtain indemnity in their own 

right, as dPl will not normally extend the benefits 

of membership to the assistance with any matter 

arising from the vicarious liability of such staff. as 

partners are jointly and severally liable in legal 

actions brought against the partnership, it is also 

essential that each partner and every assistant is 

a member of an indemnity organisation like dPl.

the situation is less clear cut when one 

considers the position of a locum. Locum tenens 

literally means “hold a place” and that is what 

practitioners are doing when a dentist fills in for 

another dentist who is on vacation, disabled, sick 

or given “time out” by the regulator, or who has 

died. they are generally considered to operate 

independently and whose service provision is 

solely to provide cover for a limited period of 

time. the quality of service a locum provides is not 

determined by the employer; they exercise their 

own professional judgment in treating patients 

and as such are not subject to the same routine 

management as other employees.

in this scenario, it could therefore be assumed 

that should there be a claim, the employer is not 

liable, because they do not define the method 

and manner by which the locum works. on the 

contrary, the reverse is true insofar as the employer 

could be deemed liable in the first instance, until 

the independent contractor status of the locum 

is clarified. in trying to clarify the position, legal 

practitioners will try to confirm or discount the 

independent contractor status and could explore 

the terms of contract between employer and 

locum, the hours worked, whether the locum 

works for the one or one of many facilities and 

so on. furthermore, questions could be raised as 

to how the role of the locum is understood within 

the practice by patients, who could well argue 

that they thought the locum was an employee 

of the practice.

undoubtedly, this can be an onerous and 

tiresome process for both the employer and 

the locum and the aim is to avoid reaching 

that stage. it is therefore imperative that the 

independent contractor status of the locum and 

the requirement that they have their own indemnity 

arrangements is emphasised and that there 

is documentary evidence of their professional 

indemnity arrangements. furthermore, patients 

need to be made aware of the presence of the 

locum in the practice – this is best done by the 

reception staff.

the locum should also make sure that the patient 

is aware of his/her role within the practice and that 

this is clearly documented in the medical records.

it is important for all practitioners to consider 

issues of risk, regardless of the contractual 

agreement that exists between them. Policies 

should be in place that clearly outline how each 

member of the clinical team should function in 

providing care, whether they are independent 

providers or not.

it is therefore imperative that all practitioners 

consider the issue of risk, regardless of their 

contractual relationship.

in conclusion, dentists working in the public 

sector, on average pay lower fees than those 

working in the private sector, as any claim for 

compensation would be against the State and 

be the responsibility of the State. a dentist who 

is a practice owner and who employs or engages 

self-employed contractors in his/her practice 

should insist that each clinician, whether it is a 

dentist or a dental therapist/hygienist, has their 

own indemnity or policy of insurance in place. 

membership of dental Protection is priced for 

one clinician’s risk and does not provide cover 

for any employees who may be engaged by the 

member's practice or business. ●

DEnTAL EThIcs
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iSSuES iN THE dENTAl CArE Of 
CHildrEN wiTH iNTEllECTuAl 
diSAbiliTy

Gurvanit Lehl* (Source: Open Access Scientific Reports)

Department of Oral health centre, government medical college and hospital, chandigarh, india

Abstract

children with intellectual disability are increasingly seen in pediatric and 

general dental practice. they have a variable combination of intellectual 

and adaptive dysfunction, which poses a challenge to the dental team. 

the provision of timely and appropriate preventive and therapeutic oral 

healthcare is beset with problems which may be influenced by factors 

related to the patient, caregiver, dentist or healthcare system. these 

obstacles can be overcome by sensitising students and oral health 

professionals; encouraging home-based preventive services and facilitating 

access of patients and caregivers to the clinic. Seamless integration of 

care at all levels may be achieved by building a workforce of dental and 

allied professionals committed to delivery of cost-effective care aligned 

to the needs of the patient. 

IntroduCtIon 

children with special needs constitute a significant segment of the 

population. in the uSa, about 13 % of children from birth to 18 years 

of age fall in this category. among them are those with intellectual 

disability (id), which is included in a complex group of intellectual 

and  developmental  neurobiological  disorders1,2 characterised by 

cognitive and adaptive deficits of varying degrees. traditionally, the 

intellectual disability may range from a mild to profound. the majority 

of children have a mild deficit (iQ of 55–70) and often merge into the 

general population over time. those with moderate disability (iQ of 

40–55) need life-long supportive services, but may live well within their 

local communities. those having severe (iQ of 25–40) and profound 

(iQ of 25 and below) deficits need specialised care with close and 

sometimes total supervision3. the prevalence of id, derived from studies 

published in between 1980–2009, has been estimated to be 10.37 per 

1000 people, with higher rates in low–middle income countries and 

in children–adolescents as compared to adults4. in South africa, the 

prevalence among children aged 2–9 years was 0.64 per 1000 to 29.1 

per 1000 for severe and mild id, respectively5. in the past, the majority 

of these individuals lived on the fringes of society, facing isolation 

and stigma, but in recent years they became a part of its mainstream, 

reflecting a need for a change in mindset of the dental practitioners 

who will care for them in the community6. as a large proportion of the 

world population live in india and other emerging economies, it is not 

difficult to visualise the enormity of the problem in terms of delivery of 

appropriate care for these children. the author identified the need for 

this review while participating in the clinical care of the children with 

special needs at the local government institute linked to the medical 

college. in this process, the author interacted with these children as 

well as their parents, caregivers and teachers. While there is abundant 

literature on dental management of patients with special care needs7, 

the author considered it pertinent to review the subject with the focus 

on issues in the dental care of children with id.

the structure of the review article was: the profile and dental care 

needs of the id patient; problems in access to oral healthcare services 

(patient and caregiver, dental care team); sensitization of students, 

dentists and caregivers; delivery of oral healthcare (dental clinic, restraint, 

sedation and anesthesia, preventive dental care) and interdisciplinary 

co-operation. the aim was to provide an overview of the topic for general 

dental professionals, with the objective of enabling them to overcome 

impediments in the delivery of oral healthcare to these children in the 

community and to promote interdisciplinary interest in this field. a Pubmed 

search was performed using the search words “intellectual disability”, 

“children”, “oral health” and 212 journal articles were accessed. of 

these, 58 were identified as related to id after excluding case reports, 

uncommon syndromes and those without abstracts. thirty-two articles 

addressed prevalence and determinants of oral health status, as well 

as perceptions and treatment needs; nine were review articles; eight 

were on oral health practice management; four each were on programme 

evaluation and access to care; and one study on instrument validation. 

Some of the articles are cited in the present review. further research 

identified additional articles related to the review subject.

tHe ProfIle of tHe Id PAtIent And dentAl CAre needS

the patient of id is an amalgamation of varying levels of cognitive 

impairment and adaptive functioning. Within different levels of iQ, 

the deficits in some adaptive behaviours are evident, including those 

involving communication, interpersonal, social and functional academic 

*corresponding author: Gurvanit lehl, department of oral Health centre, Government  medical  

college  and  Hospital,  chandigarh,  india.  tel: +91-9646121542; 

fax: 0172-2609360; E-mail: gvlehl@yahoo.co.uk

received april 28, 2012; Published June 06, 2013

citation: lehl G (2013) issues in the dental care of children with intellectual

disability. 2: 695 doi:10.4172/scientificreports.695

copyright: © 2013 lehl G. this is an open-access article distributed under the terms of the 

creative commons attribution license, which permits unrestricted use, distribution, and 

reproduction in any medium, provided the original author and source are credited.
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skills as well as in abilities like living at home, self-care, work, leisure, 

health and safety3,8. in addition there may be emotional problems, 

musculoskeletal, visual and hearing impairments, limited mobility or 

abnormal movements. the use of multiple medications may produce a 

variety of side-effects and drug-interactions2.

a systematic review of original articles on oral health of adults concluded 

that patients with id had poor oral hygiene as well as higher prevalence 

and greater severity of periodontal disease than the general population. 

the caries rates were similar or lower in these patients, but they had a 

higher rate of untreated caries9. a study on indian children with special 

healthcare needs estimated a high prevalence of caries (89.1%) as well 

as poor periodontal health and malocclusion10. australian children with 

disabilities, in the age group 9–13 years had a mean dmft of 2.2 which 

was higher than the national average of 1.0 for 12 year-old children. 

this was attributed to medications, diet (snacking and beverages) and 

poor hygiene. Seventy percent of these patients needed assistance in 

oral hygiene and 90% had periodontal treatment needs11. on the basis 

of the medical Expenditure Panel Survey 2005, the average dental 

care expenditure was not statistically different between children with 

and without special healthcare needs. the variability in the ability of 

children with special healthcare needs to obtain dental care services 

was explained by the diversity of this population12.

ProblemS In ACCeSS to orAl HeAltHCAre ServICeS

Patient and caregiver

access to oral healthcare, including preventive and restorative services 

in the id patient, is limited by physical, psychological, behavioural and 

economic impediments11,13. these include distance from the treatment facility, 

transportation problems, inconvenience of access and an underestimation of 

the dental health problems which are overshadowed by the existing medical 

diseases14,15. Varying grades of anxiety and fear of visiting a dental clinic 

has been observed in 27.9% of these children16, which is not very different 

from the anxiety exhibited in 26% of a sample of healthy school going italian 

children17. the perceptions of mother’s of patients with down’s Syndrome 

regarding barriers in their care included time, financial constraints and lack of 

access to the dental facilities18. failure to obtain needed dental care among 

children with special healthcare needs has been related to a lower income19. 

While patients with id are prone to traumatic facial injuries, there is often a 

delay in reaching a dental treatment facility20. medicaid enrolled children 

aged 3–8 years having intellectual or developmental disability (idd) were 

31% more likely to have a delayed first dental visit in comparison to those 

without idd, but there was no significant delay in the first recall visit21,22. 

access to dental care was higher in persons with disabilities (73.2%) as 

compared to the general population (70%) in ontario14.

dental care team

Parents and caregivers, over a period, learn to cope with the 

unpredictable behaviours and responses of children with id. on the 

other hand, the greatest impediment for dental professionals in the 

management of these patients is their inability to handle the complex 

situations posed by them. this comes from a lack of education, knowledge, 

training and experience in this subject2,13. in developed countries, 

there is no tangible financial gain for dentists as management of the 

id patients is time-consuming and poorly reimbursed, with procedure 

based payments not accounting for the extra time spent on their care. 

id patients undergo similar procedures as those without disability, but 

much more time has to be spent on preparing and treating them. the 

results of treatment in these patients are often unpredictable as it is 

difficult to ensure compliance with instructions13. an obstacle in the 

continued care of these children when they reach adulthood may be the 

dearth of available and willing general dentists who can transfer these 

new patients to their practice from the pediatric dentist23. in Greece, 

79.3% of the oral healthcare of persons with physical and intellectual 

impairment was by general practitioners, of whom 70% had no special 

training in their care24. in the uSa, the mean number of children with 

special healthcare needs per available provider was 1792, suggesting 

that the dental care system had a limited capacity to care for them25. 

the goal of special needs dentistry is to provide the patients who have 

medical, physical, cognitive and psychological limitations with dental 

care that is aligned to their individual needs through appropriate novel 

approaches which extend beyond routine care26,27.

Sensitisation of students, dentists and caregivers

a wide range of approaches have been used by dental schools in  

the uSa and canada to train students on the issues of special needs in 

children. While 91% of the programmes covered the topic, 64% offered 

it as a separate course. one of the challenges to the success of these 

programmes was curriculum overload28. an interactive virtual patient module 

developed at the university of Kentucky enabled dental students to make 

decisions in providing sensitive and competent care for these children29. in 

france, an oral health intervention for carers of persons with special needs 

was moderately successful and emphasised the importance of ongoing 

training for carers and dental professionals30. a randomised controlled 

trial on the effect of a multi-tiered oral health education programme 

resulted in an improvement in the knowledge, attitude, self-efficacy and 

reported behaviours of staff caring for persons with id31. development 

of innovative learning tools, like e-modules for continuing professional 

development, will meet the need of improving the skills of dentists and 

allied professionals in the holistic care of this population32.

delIvery of orAl HeAltHCAre

the dental clinic

the dental clinic management of the id patient can be made 

comfortable for the child, parents and dental staff by introducing some 

simple guidelines. 
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Except for an emergency, time spent in planning the visit is vital for 

success. Some of the guidelines are similar for both children with and 

without disabilities. as a first step, information should be collected on 

the patient’s medical condition, medications, habits including dental 

hygiene, previous dental visits and their outcome, allergies and medical 

prognosis. it is relevant to focus on abilities rather than disabilities of 

these children, which should be used to leverage the management of 

these children. communication with the primary physician and parent 

or caregiver helps to identify the problems, expectations and enables 

the setting of common goals2,33.

the scheduling of appointments should be comfortable for the child 

and minimal time should be spent in the waiting areas. the easiest access 

route to the clinic in a busy hospital should be used. the dentist should 

have free time around the scheduled appointment as the procedure or 

visit may take longer than planned. identification of the time of day that 

suits the patient is important. Some schedule it as the first appointment 

of the day2.

the first visit of the id patient should be a familiarisation visit for the 

child and caregiver to meet the dentist and staff in the clinic. the dentist 

should address the need for local positional changes for access to the 
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dental chair, ability of the child to open the mouth, respond to commands 

and tolerance of the proposed procedure. the visual, auditory and 

olfactory stimuli, like operatory light, sounds of hand pieces and water 

jets as well as smell of medicines, should be minimised and arrangement 

should be made for coping objects (toys) or rewards to be within reach. 

the child should gradually be familiarised with the instruments2.

identification of the need for dental treatment, the influence of the 

disability on dental treatment, the necessity for caregiver support, 

precautions, sedation or anesthesia should be made. in case of oral 

hygiene procedures, it needs to be seen whether they can be performed 

outside the clinic setting and in case of appliances whether they can 

be retained. in general, the dentist should aim for maximum treatment 

in as few visits as possible2,33.

all dental problems do not need to be treated. While malocclusion is 

common in this population, removable appliances require a high level 

of compliance and fixed appliances may need general anesthesia. 

treatment in this situation is often avoided, unless the patient is very 

co-operative11. Similarly, the dentist must be aware of the side-effects 

of anti-epileptic drugs (e.g. dilantin) in the development of gingival 

hyperplasia for which preventive measures, like maintenance of good oral 

hygiene, must be reinforced. the prognosis of the underlying disorder 

influences the treatment plan and aggressive forms of treatment are 

avoided in patients with a poor long-term prognosis. as most of these 

children and adults are not capable of giving informed consent, it has 

to be obtained from the parent or legal guardian2,33.

the design of the dental office may not be suitable for id patients who 

may have physical disabilities, need wheelchairs, may not be able to 

climb stairs or may have a fear of closed, crowded spaces and unfamiliar 

surroundings. a disability friendly hospital and clinic design should 

address some of these concerns. the structural design should include 

non-skid tiles, auto-assisted or automatic doors, handrails, prominent 

signs for locating the service areas and clinics; architectural plan should 

include convenient parking, special elevators, and the operatory should 

be obstacle-free2,34. Some dental institutions have special clinics for 

children with special needs, while others prefer to treat these patients 

in the regular clinic with minor modifications.

restraint, sedation and anesthesia

most children with mild forms of id can be managed with usual care. 

However, patients who have moderate or profound form of the disorder 

may need adjunctive sedation or general anesthesia. the use of general 

anesthesia increases with acute, painful conditions and a lack of co-

operation on the part of these patients35. a study on the use of fixed 50% 

nitrous oxide/oxygen mixture was successful in 91.4%, with the occurrence 

of minor side-effects in this population36. the need for physical restraints 

was observed to be seven times higher in patients with id37. While this 

was a popular method to control children during dental procedures, in 

the past, current recommendations are to use it in a limited manner 

only after desensitisation, distraction and acclimatisation techniques, 

and not for the convenience of the dental care team38.

Preventive dental care

Preventive oral hygiene needs to be designed for patient and caregiver 

convenience and capability. Home-based care requires the setting of 

realistic goals in community-based oral health programmes developed by 

dental health professionals specially trained in the care of children with 

special needs and delivered or supervised by knowledgeable caregivers. 

Successful delivery of home-based dental care identifies those patients 

with id who may tolerate more complex clinic procedures. difficulty in 

management comes from lack of co-operation, behavioural problems or 

poor tolerance on the part of the patient, lack of effective caregiver support 

or inexperience of the dentist. in these situations, dental professionals 

may use a variety of behaviour modification techniques and sometimes 

acceptable physical restraint or pharmacological control measures. for 

consistent maintenance of oral cleanliness, the patient and caregiver must 

be made to appreciate the presence of plaque through disclosing aids and 

trained in the proper use of the toothbrush. the accretions which cannot 

be removed by toothbrush may be dealt with by dental prophylaxis39. 

the electric toothbrush has been observed to be superior to the manual 

toothbrush in removal of plaque40. Home oral healthcare for these children 

is cost-effective and improves general as well as dental health.

Interdisciplinary co-operation

to overcome factors like lack of trained manpower and finances for 

providing health services, initiatives like those initiated by the american 

academy of developmental medicine and dentistry (aadmd), which 

involve academic centers of excellence in medical and dental schools 

to collaborate and provide services, teaching and research as well as 

community-based programmes for primary care, intermediate care and 

private service delivery systems need to be encouraged41. interdisciplinary 

co-operation between dental hygiene students and school nurses in two 

academic settings mutually benefited both professional groups. the school 

nurses learnt of the importance of oral health, while they mentored the 

dental hygiene students in behaviour management of these children 42,43.

the care of patients with id is multidisciplinary, involving pediatricians, 

physicians, pediatric and general dentists, anesthetists, neurologists, 

psychiatrists, physiotherapists, paramedical personnel, caregivers and 

parents or guardians. appropriate and successful treatment can be 

accomplished by their collaborative efforts in improving integrated or 

seamless treatment, facilitating training programmes, enhancing research 

and providing support services.
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THE rOlE Of THE pHC 
NurSE iN prOvidiNg OrAl 
HEAlTH ExAmiNATiON ANd 
EduCATiON

iNTEgrATEd primAry OrAl HEAlTH SErviCES iN SOuTH AfriCA:

IntroduCtIon

the occurrence, distribution and impact of oral diseases in communities 

qualify the need for collaboration of oral health workers with other primary 

healthcare service providers in the provision of health services. integrated oral 

health planning and service delivery have the potential to improve access to 

oral health services and redress the historical inequities in oral healthcare.1

oral disease levels in South africa are considered to be of low severity 

when compared to other countries, however the prevalence and distribution of 

dental caries in particular are a huge public health concern.1 the National oral 

Health children’s Survey indicates an imbalance in the prevalence of dental 

caries within districts and across the various provinces.2 Given the historical 

inequities in oral health service delivery, a huge burden is placed on the 

public health system to deliver adequate and appropriate oral health services.

bACkground

in developing countries where delivery of health services relies on 

the existence of a well-functioning workforce of nurses and an efficient 

pharmaceutical distribution system, it makes sense to integrate services with 

the well-functioning workforce, such as nursing services.3

the World Health organization (2008) defines integrated services as "the 

organization and management of health services so that people get the 

care they need, when they need it, in ways that are user-friendly, achieve 

the desired results and provide value for money".3 integration of services 

does not necessarily mean that all different services have to be integrated 

in one package or delivered at the same place. However, it does mean that 

services have to be provided in a manner that is not disjointed and is easy to 

navigate by the user.3

SCoPe

Given the historical imbalances in oral healthcare, the shortages of skilled 

workforce and the high unmet oral health needs, this paper provides an 

overview of the value of considering an alternate method of oral health service 

delivery. the paper focuses primarily on examining the potential role of nurses 

in primary healthcare settings to deliver essential oral health services, such 

as oral examinations and education. the value of integrated oral healthcare 

is also presented, where oral healthcare is an essential and integral part of 

general healthcare.

Impact of oral health on quality of life

oral diseases are the most commonly occurring chronic diseases, affecting 

individuals and society with a resultant impact on general health and well-

being.4 oral diseases impact on society through compromised functioning of 

the oral cavity. People that have lost their teeth tend to avoid food that requires 

mastication, and this avoidance leads to inadequate nutritional intake. the 

resultant impact is poor general health.4,5

there is also a burden of indirect losses due to the loss of productivity 

during the time seeking oral health services, or unpaid salaries due to absence 

from duty.4,5,6 the loss of hours at school and time at work is mainly due to the 

clinical management of oral diseases being available during school and work 

hours.4 the impact is higher in communities with unmet oral health needs.4

apart from the link between socio-economic status and unmet oral health 

needs, the lack of oral health professionals and facilities can also contribute 

to unmet oral health needs.7,8 inadequate employment opportunities for oral 

health personnel in the public sector, amongst other challenges, has resulted 

in persistent staff shortages.1 a further fact is that oral health services remain 

a low priority in terms of budgetary allocations.9 oral health workers therefore 

face challenges in service delivery that are further complicated by limited 

access to communities because of poor infrastructure.

 tHe SoutH AfrICAn exPerIenCe In orAl HeAltH needS

the National children oral Health Survey (1999–2002) indicated that 

children living in urban areas have slightly higher rates of dental caries than 

children living in rural areas and that the oral health needs vary widely from 

province to province. the greatest need was recorded in the Western cape, 

where almost 80% of children needed oral healthcare, and the lowest need 

for dental care was recorded in limpopo province.2 these survey findings 

have important implications for oral health planning in South africa in terms 

of financing and human resource allocation requirement.2

High levels of oral diseases result in a greater demand for oral health 

professionals, equipment, oral health facilities and the financial resources to 

cater for the above needs. the value of human resource allocation for the 

delivery of oral health services cannot be understated. the current number of 

oral health professionals in South africa is not adequate to meet the population’s 

oral health needs in the public sector (table 1). the records further indicate that 

provinces, such as limpopo and Northern cape, have few, if any, oral hygienists 

employed in the public sector.10 this is of particular concern because preventive 

and/or promotive  community oral health services are driven primarily by oral 

hygienists. this implies that preventive services are virtually absent in these 

provinces, thereby further justifying the need to explore other opportunities 

to ensure that basic oral health needs are met.
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Province Population oral health professionals ratio per one oral health 

professional

KwaZulu-Natal 10 645 400 685 15 540

Gauteng 11 191 700 1 800 6 217

limpopo 5 439 600 165 32 967

Western cape 5 223 900 1011 5167

Northern cape 1 103 900 55 20 070

Eastern cape 6 743 800 221 30 514

North West 3 200 900 214 14 957

free State 2 824 500 147 19 214

mpumalanga 3 617 600 229 15 797

tAble 1: ratio of oral health professionals to populations in South Africa in 2010

Source: 11Lehohla PJ. Mid-year population estimates by province. Statistics South Africa. Statistics release [serial online]. (P0302); 2010:4 [cited 2012 May 19]. Available from: http:// www.statssa.

gov.za/publications/P0302/P03022011.pdf
12Fisher R. Oral health professionals statistics by provinces. The who, what & where of health care. Medpages Statistics [serial online]. 2010:1– 2 [cited 2012 Jun 20]. Available from: http://www.

medpages.co.za

Province Population oral health professionals nurses ratio per one oral health 

professional and professional 

and/or registered nurse

KwaZulu-Natal 10 645 400 685 2 045 3 899

Gauteng 11 191 700 1 800 5 299 1 576

limpopo 5 439 600 165 470 8 566

Western cape 5 223 900 1 011 2 757 1 386

Northern cape 1 103 900 55 279 3 305

Eastern cape 6 743 800 221 1 540 3 829

North West 3 200 900 214 814 3113

free State 2 824 500 147 703 3 322

mpumalanga 3 617 600 229 815 1 044

tAble 2: ratio of oral health professionals and professional/registered nurses to populations in South Africa in 2010

Source: 11Lehohla PJ. Mid-year population estimates by province. Statistics South Africa. Statistics release [serial online]. (P0302); 2010:4 [cited 2012 May 19]. Available from: http://www.statssa. 

gov.za/publications/P0302/P03022011.pdf
12Fisher R. Oral health professionals statistics by provinces. The who, what & where of health care. Medpages Statistics [serial online]. 2010:1– 2 [cited 2012 Jun 20]. Available from: http://www. 

medpages.co.za.

the ratio of oral health personnel to the general population in South africa 

is compared (table 1).11,12 the ratio of oral health professionals to the population 

in the Northern cape is of particular concern. these records indicate dire 

shortages of oral health personnel, thereby reiterating the need to consider 

integrated oral health service delivery. the ratio of oral health professionals 

with professional nurses to the general population on a provincial basis is 

compared (table 2). the records indicate that a significant higher number of 

professional nurses are employed by the public sector in comparison to oral 

health professionals.

these records, in general, highlight the importance of identifying the human 

resource disparities occurring on a provincial basis. a possible reason for this 

disparity in human resource allocation may be rooted in the historical inequities 

in oral health service delivery. repeated attempts were made to address these 

historical imbalances in oral health service delivery, but disparities still exist 

in post-apartheid South africa.1 the urban-based, curative-driven, individual- 

focused delivery of oral healthcare suggest that oral health services in South 

africa are still based on the principles of the bio-medical model.1 this is contrary 

to national policy statements on oral healthcare.

the impact on the quality of life, exacerbated by the shortage of adequately 

trained oral health professionals, demands a re-look at oral health planning 

efforts in South africa. there is a need for effective preventive interventions, 

early identification of oral diseases and appropriate referral for treatment.10,13,14 

collaboration and integration of oral examination and oral health education 

into primary nursing care can impact the human resource shortage in oral 

health services positively.6,14

IntegrAted HeAltHCAre

the common risk factor approach postulates that multiple disease presentations 

occur as a result of lifestyle practices. thus oral diseases, especially dental 

caries, can co-exist with other chronic diseases, such as obesity, diabetes and 

respiratory infections. Studies have also shown a distinct inter-relationship 

between severe periodontal disease and diabetes, as oral diseases comorbid 

with other general health conditions.5,6 it is therefore important that all healthcare 

providers consider the inclusion of oral examinations as part of the whole 

body examination.5,6
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Health service integration is the bringing together of different health activities 

that share common health goals.15

Programmatic health integration involves the combination of different health 

programmes that share common goals. Health integration could also focus 

on administrative integration or policy integration. this paper focuses only on 

programmatic integration.

However, the process of integration faces a number of challenges in South 

africa. Singh (2005) outlined various factors that have impeded oral health 

integration at district levels in South africa. these include high workload resulting 

in low staff morale, insufficient information or skills, lack of administrative 

support to guide the integration process and a mismatch between the policy 

development and implementation processes.15

integrated oral health service delivery is widely cited in health policy 

documents in South africa, but research shows that the health policy process 

offers very little, if any, direction on the actual translation of these policy 

statements into implementable programmes.1 the implication of this lack of 

support and guidance by health management at district level is that the actual 

process of programmatic integration is left with the ‘grass-root’ health worker.1

role of tHe PrImAry HeAltHCAre nurSe

Healthcare providers at primary healthcare centres are generally the ‘first 

line’ of health workers to meet basic health needs.6,13 community members 

visit primary healthcare providers far more frequently than they would visit oral 

health professionals.8 these visits present opportunities for early identification 

of oral diseases, oral health education and referral for appropriate management 

of oral diseases.4,7

Nurses form a central component of primary healthcare centre services. 

However, many categories of nurses exist in primary healthcare settings. the 

scope of practice of these various categories of nurses is specific to the level of 

training. the following categories of nurses that could work in PHc clinics are:

•	 registered general, midwifery psychiatry and community health nurses.

they obtained the qualification as part of a basic comprehensive education 

in terms of the South african Nursing council (SaNc) regulation r425.00 

which could be a degree or diploma

•	 or those that obtained a post basic diploma in community nursing science 

in terms of the SaNc regulation r276.00

•	 or those that did a course in clinical nursing science leading to registration 

of an additional qualification in community nursing science in terms of 

the SaNc regulation r212.00.

these categories of nurses are collectively referred to as community 

nurses.16 the term ‘professional nurse’ is also used to address a registered 

nurse in South africa.

the public refers to the other category (those that obtained a diploma in 

clinical nursing science health assessment, treatment and care in terms of 

SaNc regulation r48.00) as primary health nurses. they are also entitled to 

make diagnosis and prescribe treatment in specified circumstances (working 

in clinics where medical practitioners are not readily available).16

the registered nurse provides direct patient care that includes: patient 

examination, recording of symptoms and the provision of treatment and 

medication relevant to the scope of practice. Health education (both on an 

individual and group level) is an integral component of the registered nurse’s 

responsibilities. the registered nurse is assisted by enrolled nurses (staff 

nurses) and enrolled nursing assistants.10

registered nurses’ direct contact with communities makes them the 

ideal category of staff to consider for integrated oral health service delivery. 

Hecksher et al. (2007) postulates that with adequate training in performing 

oral examinations, registered nurses have demonstrated a 95% success rate 

in disease identification and referrals.17 Early oral examinations will help early 

detection of oral disease, thereby preventing or minimising the development of 

serious oral health conditions that could require advanced clinical management 

or hospitalisation.4,5

apart from early detection of oral diseases, the potential exists to implement 

comprehensive integrated preventive and promotive programmes thereby 

contributing to a reduction in the burden of oral diseases.3,4 the need to provide 

comprehensive health services with a strong preventive focus is entrenched in 

health policy statements in South africa.1 the integration of specialised health 

services into primary healthcare is seen as an effort to reduce the isolation 

of services and increase accessibility to the communities, with the rationale 

being that such integration would be beneficial to both the community and 

oral health professionals.5

the value of integrating oral health education and oral examinations into 

nursing care at primary healthcare level is evident. However, programmatic 

health integration remains a philosophical concept that struggles to translate 

into practice in South africa.15 the integration of specific oral healthcare into 

nursing care at primary healthcare level has the potential to address the 

current shortages in oral health human resources, but more importantly – this 

approach provides a viable platform to ensure comprehensive management 

of the patient.18

this paper highlights the need for integrated primary oral healthcare, 

but does not focus on the perceptions, attitudes and beliefs of registered 

nurses towards health integration. further research is required to facilitate 

the integration of specific primary oral healthcare into facility-based and/ 

or clinic-based primary healthcare delivery. the potential opportunities and 

barriers should be explored:

•	 the interrelationship between oral health and general health, and 

the impact of chronic lifestyle-induced diseases should be an integral 

component of all health awareness activities

•	 the role of registered nurses in integrated primary oral healthcare 

delivery necessitates the need for policy discussion at all levels of the 

health system.

ConCluSIon

inputs in the education curriculum and continuing education for registered 

nurses on issues, such as oral examination and oral health education, can 

contribute to turning programmatic health integration into a reality.
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OrAl rEHAbiliTATiON ANd 
mANAgEmENT Of mENTAlly 
rETArdEd

AbStrACt

High levels of periodontal problems of dental caries are frequently observed 

in mentally handicapped children. this group of patients presents various 

problems when they face dental treatments. identification of such population 

and providing them affordable oral healthcare is the new concept. a systematic 

method for identification and screening of persons with mental retardation has 

been developed and is being followed. cost and fear are the most commonly 

cited barriers to dental care. Physical or mental retardation may lead to 

deterioration in self-care, and oral care state have a low priority. risk factors 

are inter-related and are often barriers to oral health. With advancements in 

today’s world, sufficient information and support is available for each and 

every individual to lead a healthy life, which include access to oral healthcare. 

factors such as fear, anxiety and dental phobia play a vital role in acceptance 

of dental care and also the delaying of dental care. lack of knowledge of oral 

and dental disease, awareness or oral need, oral side-effects of medication 

and organisation of dental services are highlighted in the literature. all health 

personnel should receive training to support the concept of primary oral 

healthcare. training about dealing with such mentally handicapped people 

should be addressed urgently among health professionals. 

IntroduCtIon

mental retardation (mr) refers to sub-average general intellectual functioning 

which originates during the development period and is associated with 

impairment in adaptive behaviour. General intellectual functioning means 

the results obtained by administration of standardised general intelligence 

tests for the purpose. the significant sub-average is defined as i.Q. of 70 

or below on the standardised scale of intelligence. the adaptive behaviour 

is defined as the degree with which the individual meets the standards of 

personal independence and social responsibility in relation to his age and 

cultural environment1. the deficits in adaptive behaviour may be reflected in 

the three areas, i.e. during infancy and early childhood, during childhood and 

adolescence and during late adolescence and adulthood1.

Early in the 20th century, individuals with mr were generally isolated, 

rather than encouraged to lead fulfilling and healthy lives2-4. the last 40 

years, however, have seen dramatic changes in sentiments regarding 

those with mr, resulting in a turn in public policy towards an emphasis on 

normalisation and inclusion5-7.

oral and dental anomalies are a frequent accompaniment of the mentally 

handicapped, which in turn leads to improper functioning of stomatognathic 

complex. it has been reported that there are relatively poor oral hygiene 

and high levels of periodontal disease among challenged children8,9. dental 

diseases and its treatment present several problems in this group of patients. 

large percentages of children with down Syndrome have a heart defect, dental 

caries or infection of the gingival or periodontal tissues may lead to bacterial 

endocarditis10. Simple dental procedures, such as conservative or endodontic 

treatment, may pose a serious risk. in mentally handicapped, administrating 

anesthesia, either local or general, should be done under strict observation. 

Several agents, including ketamine and enflurane, have been found to induce 

seizures and are therefore contraindicated in cerebral palsy11.

individuals with mr have poor oral health as compared to the general 

population12. the oral health of the individuals with mr is associated with 

severity, aaetiology, residential arrangements and age of the individual13. the 

prevalence estimates among those with mr reported in the literature, however, 

are subject to some of the same problems as the prevalence estimates of 

other health conditions.

identification of persons with mental retardation and affording them care 

and management for their disabilities is not a new concept in india. according 

to the Persons with disabilities act (PWd) 1995, mental retardation means 

a “condition of arrested or incomplete development of mind of a person 

which is specially characterised by sub-normality of intelligence”. as a matter 

of need and above all as a matter of right, has had its recognition only in 

recent times, almost after the enactment of the Persons with disabilities 

act (PWd), 199514.

article 41 of the constitution of india (1950) embodied in its clause the “right 

to free and compulsory Education for all children up to age of 14 years”. Schools 

for persons with mental retardation were established, including an integrated 

school in mumbai15. according to NSSo (National Sample Survey organization) 

there are currently more than 3000 special schools running in india.

the american association on mental retardation (aamr), also known as the 

american association on intellectual disabilities (aaid), in 2002 defined mr 

as “mental retardation is a disability characterized by significant limitations, 

both in intellectual functioning and in adaptive behaviour, as expressed in 

conceptual, social, and practical adaptive skills, the disability originating 

before the age of 18 years".

the first large scale attempt to collect information on the prevalence of 

developmental delays was made in the 47th round of surveys conducted by 

National Sample Survey organization (NSSo).

SCreenIng ProCedure

a systematic method for identification and screening of persons with 

mental retardation has been developed by the NimH (National institute for 

the mentally Handicapped). they include pre-natal, neonatal and post-natal 

diagnostic procedures16:

1.  Pre-natal Procedures

a. Blood tests for the pregnant mothers for any anemic condition, diabetes, 

syphilis, rh incompatibility and neural tube defects in the foetal stage.

b. ultrasonography (during pregnancy) is carried out in the second 

trimester of pregnancy to detect certain disorders, such as neural 

tube defects, hydrocephaly, cerebellar lesions, etc.

c.  amniocentesis is indicated in cases of foetal chromosomal aberration, 

congenital metabolic errors, severe rh incompatibility, etc.

d. chorionic Villous Sampling.

2. Neonatal and Postnatal Screening and diagnostic Procedure.

3. Blood and urine examinations are conducted in the neonatal period in all 

suspected cases and with a previous history of mental retardation in the 

family or cretinism.

e. chromosomal analysis for down Syndrome, deletion of syndromes.

f. Neonatal neurobehavioural assessments.

Jitender Solanki1, Jitendra Khetan2, Sarika Gupta3, Deepak Tomar4, Meenakshi Singh5 (Source:  Journal of Clinical and Diagnostic 

Research. 2015, 9(1): ZE01-ZE06)
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g. Screening for visual impairments (visual acuity, fundus examination, 

and retinoscopy).

h. Screening for hearing impairments (tympanogram, BEra.)

i. ultra Sound Examination: to detect displacement of brain midline 

structures, thickness of brain substance, intracranial hemorrhage, etc. 

in the newborn.

j. Biochemical tests for identifying metabolic disorders.

k. Electro Encephalography (EEG): EEG is a useful diagnostic procedure 

for epilepsy, encephalitis, severe degree of mental retardation, etc.

l. computerised tomography (ct): cNS ct is useful to detect congenital 

anomalies like holoprosencephaly, agenesis of corpus callosum, arnold 

chiari malformations, etc.

m. magnetic resonance imaging (mri): for intra-cranial pathology and 

structural abnormalities.

 [table/fig-1]: Screening Schedule I (nIHm national Institute of mentally Handicapped)16

if an answer to any of the above items is ‘yes’, then suspect mental retardation.

•	 compared with other children, did the child have any serious delay in sitting, 

standing or walking? does the child appear to have difficulty in hearing?

•	 does the child have difficulty in seeing?

•	 When you tell the child to do something, does he seem to have problems 

in understanding what you are saying?

•	 does the child sometime have weakness and/or stiffness in the limbs 

and/or difficulty in walking or moving his arms?

•	 does the child sometimes has fits, becomes rigid, or lose consciousness?

•	 does the child have difficulty in learning to do things like other children 

of his age?

•	 is the child not able to speak at all? (cannot make himself understand 

in words/say any recognisable words).

•	 is the child’s speech in any way different from normal? (Not clear enough 

to be understood by people other than his immediate family).

•	 compared to other children of the same age, does the child appear in 

any way backward, dull or slow?

SeleCtIng APProPrIAte SCreenIng meASureS17

for screening or an early detection programme, appropriate screening 

measures must be selected.

•	 a screening device should meet the technical criteria of stand ardisation, 

reliability, validity, and normative data.

•	 the screening instrument should also be culturally appropriate, acceptable 

to the participants and cost effective.

•	 Screening tests must have established sensitivity and specificity to be valid.

the World Health organization (WHo), american association for mental 

retardation (aamr), american association on mental deficiency (aamd), 

international classification on deficiency (icd), diagnostic and Statistical 

manual (dSm-iV) definitions of mental retardation relate to three levels of 

prevention18:

•	 Primary level of prevention is carried out by doctors and health professionals 

to prevent manifestation of the disability

•	 Secondary level prevents the manifestations of additional disabilities 

and regression

•	 tertiary level mitigates the impact of disability on social isolation, 

stigmatisation of the handicap.

PrenAtAl PreventIon relAteS to-

•	 dealing with causal factors, such as rhincompatibility; maternal illness, 

infections and other high risk conditions, such as malnutrition in mother 

and child during the first trimester of pregnancy, environmental and 

occupational hazards and consanguinity.

•	 Prenatal diagnosis where preliminary investigations are carried out, blood 

and urine tests investigations to assess the foetal abnormalities through 

ultrasonography, radiography, and amniocentesis.

•	 immunisation to the mother for preventing illnesses and infections leading 

to disability in the fetus.

nAtAl PreventIon relAteS to-

•	 delivery conducted under hygienic conditions by a trained person and/or 

in a hospital, to prevent breech delivery, asphyxia, prematurity with low 

birth weight, occurrence of jaundice, and other post-illnesses in the child. 

Stage number Child progress normal development Screening Schedule I

If not achieved by the period

1 responds to name / voice 1-3 months 4th month

2 Smiles at others 1-4 months 6th month

3 Holds head steady 2-6 months 6th month

4 Sits without support 5-10 months 12th month

5 Stands without support 9-14 months 18th month

6 Walks well 10-20 months 20th month

7 talks in 23 word sentences 16-30 months 3rd year

8 Eats/drinks by self 2-3 years 4th year

9 tells his name 2-3 years 4th year

10 Has toilet control 3-4 year 4th year

11 avoids simple hazards 3-4 year 4th year

other factors

12 Has fits Yes No

13 Has physical disability – what? Yes No
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•	 care of new born at high risk for mental retardation in well equipped 

neonatal intensive care units; a close follow-up to identify delays and 

abnormalities in development; facilitating intervention sand corrections 

at the earliest there by reducing the severity of handicap.

PoStnAtAl PreventIon relAteS to-

•	 Neonatal screening with simple blood and urine tests for metabolic 

abnormalities and hypothyroidism, associated conditions that lead to 

mental retardation.

 

PArent trAInIng ProgrAmS

NimH had initiated and conducted training programmes for groups of parents. 

the intention in this model is to empower the parents and family members to 

look after their children with mental retardation as against providing expensive 

institutional support or residential programmes19.

tHe PerSonS wItH dISAbIlItIeS ACt, 1995

india was the first country to be a signatory to the Proclamation on the full 

Participation and Equality of People with disabilities in the asian and Pacific 

decade of disabled Persons 1993–2002. in January 1996 an act of Parliament 

enabling implementation of this Proclamation was passed the Persons with 

disabilities (Equal opportunities, Protection of rights and full Participation) 

act, 1995. two other legislations, the rehabilitation council of india act, 1992 

and the National trust act, 1999, have included training and guardianship 

respectively in their clauses14.

technology for People with mental retardation and associated disabilities 

assistive technology (at) can be a device or a service. an assistive technology 

device is any item, piece of equipment, or product system that is used to increase, 

maintain, or improve functional capabilities of individuals with disabilities. an 

assistive technology service means any service that helps an individual with 

a disability select, acquire, or use an assistive technology device (assistive 

technology act of 2004)20.

Kelker (1997) developed the following is the list indicating that assistive 

technology may be considered appropriate when it does any or all of the 

following things21:

•	 Enables an individual to perform functions that can be achieved by no 

other means.

•	 Enables an individual to approximate normal fluency, rate, or standards – a 

level of accomplishment that could not be achieved by any other means.

•	 Provides access for participation in programmes or activities which 

otherwise would be closed to the individual.

•	 increases endurance or ability to preserve and complete tasks that 

otherwise is too laborious to be attempted on a routine basis.

•	 Enables an individual to concentrate on tasks – learning/ employment, 

rather than mechanical tasks.

•	 Provides greater access to information.

•	 Supports normal social interactions with peers and adults.

•	 Supports  participation  in  the  least  restrictive  educational environment.

there is a complex interrelationship between socio-economic factors, illness, 

its treatment and oral health. cost and fear are the most commonly cited 

barriers to dental care22. Both mental and physical illness cause deterioration 

of health and oral health is given least priority.

Such individuals should be informative and supportive so as to live a healthy 

and quality life with special care of oral health.

factors which influence oral health, mitigate against self care and affect 

routine access and provision of oral care include22:

•	 type, severity and stage of mental illness

•	 client’s mood, motivation and self- esteem

•	 lack of personal perception of oral health problems

•	 client’s habits, life style and ability to sustain self  care and dental attendance

•	 Environmental factors which mitigate against preservation of self care

•	 Socio -economic factors which limit choices for healthy living

•	 language and culture

•	 lack of information on how to access information or dental services

•	 oral side  effects of medication, in particular the impact of xerostomia 

(dry mouth)

•	 attitudes to oral care and knowledge of health professionals and 

healthcare workers

•	 dental team’s attitudes and knowledge of mental health problems

•	 local dental personnel unable or unwilling to provide adequate dental care.

orAl SymPtomS ASSoCIAted wItH PSyCHIAtrIC dISorderS

oral symptoms, such as excessive palatal erosion, facial pain, and self-inflicted 

injury are commonly seen in mentally retarded patients23. Enamel erosion is 

frequently reported in patients with anorexia and bulimia24. a third of patients 

attending a temperomandibular joint dysfunction clinic had evidence of a 

mental disorder25. High rates of psychiatric disorders are reported in patients 

attending a specialist pain clinic26. Burning mouth syndrome includes anxiety 

and depression as an aetiological factors27.

mood, motIvAtIon And beHAvIour

these are important factors that influence compliance with oral self care 

and all aspects of personal hygiene. this is particularly notable in individuals 

suffering from dementia or memory loss28. lack of interest and low self esteem 

associated with the disorder are factors that contribute to inadequate self 

care and regular dental attendance. depression is also often associated with 

a disinterest in oral self care29.

AbIlIty to ACCePt dentAl CAre

this is related to a number of factors such as mood, motivation, self-esteem, 

ability to think logically, accept and understand the treatment plan, and ability 

to co-operate with dental treatment. dementia affects an individual’s ability 

to accept dental care28. factors such as fear, anxiety and dental phobia plays 

vital role in acceptance of dental care and also the delaying of dental care.

SIde effeCtS of medICAtIon

oral and systemic side effects of medication may prejudice oral health and 

give rise to patient management problems in planning treatment30. reduction 

in salivary flow (xerostomia) is a frequently seen, as a result of which dental 

caries, periodontal problems, candidiasis, glossitis, stomatitis and parotitis 

are can be observed which in turn causes hindrance in chewing, speaking, 

trauma due to denture.

this may present as difficulty with speech, chewing, swallowing, poor denture 

tolerance, problems with retention and stability of dentures or denture trauma.

it is reported that subjects respond to xerostomia by an increased intake of 

candy and chewing gum to promote salivation and by a greater consumption of 

cariogenic fluid to slake their thirst30,31. dyskinesia and dystonia are distressing 

side effect of long-term anti-psychotic medication, characterised by abnormal, 

involuntary movement of the tongue or facial muscles, sometimes associated 

with abnormal jaw movements. tongue protrusion and retraction, and facial 

grimacing are frequent presentations32. these symptoms pose problems for 

patient, career and the dental team in providing routine dental caretable/fig-2,3,4.
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table/fig-2: rehabilitation Council of India- disability development in India 2005, 

new delhi

lIfeStyle fACtorS

Healthy lifestyle, attitudes to and value of oral health, knowledge of oral 

disease, inability or unwillingness to accept treatment, low perception of dental 

treatment needs and mistrust of dental health professionals contribute to poor 

oral health. diet has a significant impact on both oral and general health. Poor 

diet and an increased sugar intake in drinks are reported30. Housing conditions, 

homelessness, and access to privacy for personal hygiene are issues which 

influence personal care. alcohol and drug use adversely affect oral health and 

the combination of alcohol consumption and cigarette smoking poses a high 

risk for oral cancer33. in people who misuse alcohol, there may also be folate 

deficiency or anemia with glossitis, angular cheilitis or recurrent apthae34. 

Smoking leads to an increased incidence of periodontal disease, particularly 

necrotising gingivitis, candidasis and xerostomia. Erosion, cervical abrasion, 

gingival laceration and occasionally gingival necrosis and mucosal lesions are 

reported in oral cocaine users35-37.

ProfeSSIonAl bArrIerS

attitudes to and knowledge of causes and effects of oral disease among 

health professionals and healthcare workers are issues which need to be 

addressed in reducing barriers to oral health. the knowledge and skill of the 

dental team in managing patients with mental health problems has been cited 

as barrier38. low tolerance on the part of dental staff in dealing with clients’ lack 

of compliance with oral hygiene, care of prostheses and other issues and the 

unwillingness or inability of local dental personnel to provide adequate dental 

care is reported39,40. dental teams should be aware of the problems faced by 

mental handicapped, dentist should have good patient management skills, 

and a sympathetic attitude, these factors helps to develop a health relation 

with the mentally handicapped.

ProfeSSIonAl trAInIng

all health personnel should receive training to support the concept of primary 

oral healthcare41. lack of knowledge of oral and dental disease, awareness or 

oral need, oral side-effects of medication and organisation of dental services 

are highlighted in the literature42-45. lack of formal training in oral health for 

professional careers is reported. training programmes for health professionals 

both pre and post-qualification need to be urgently addressed.

oral health professional should be well trained into knowledge, understanding 

about various conditions and its impact on the mentally retarded people and 

maintenance of oral health. dental professionals should be updated with risks 

associated with drugs and treatments rendered to the mentally retarded patients. 

improved behavioural management and communication skills can help the oral 

health professionals in providing quality oral health services to these people.

orAl HeAltH PromotIon

Preventive programmes need to be tailored to meet the individual needs 

with different diagnoses, prognoses, severity, stages of mental health and 

level of retardation IQ range Approximate 

percentage

of persons 

with mental 

retardation

Stanford- binet 

and Cattell tests

wechsler Scales

mild 52 – 67 55-69 89

moderate 36 – 51 40-54 7

Severe 20 – 35 25-39 3

Profound 0 – 19 0-24 1

xerostomia drowsiness Agranulo- 

cytosis

tardive tremor Syncope Hypo- 

tension

thrombo- 

cytopenia

Immuno- 

suppression

Apathy

amitrYPtiliNE (tca’S) dyskinesia

BENZodiaZEPiNES

caNNaBiS

cHlorPromaZiNE (largactil)

cHlordiaZEPoxidE (librium)

cloZaPiNE Hyper 

salivation

dExamPHEtamiNE SulPHatE

dotHiEPiN (Prothiaden)

fluPHENaZiNE dEcaNoatE

fluoxEtiNE (Prozac) aggression

HaloPEridol

litHium carBoNatE

lofEPramiNE

mEtHYlPHENidatE HYdrocHloridE (ritalin)

moNo-amiNE oxidaSE iNHiBitorS

ProcHlorPEraZiNE (Stemetil)

ProcYclidiNE

PromaZiNE HYdrocHloridE

riSPEridoNE

tHioridaZiNE (melleril)

table/fig-3: the main side effects of drugs used in mental health that are relevant to the provision of oral care are listed below
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developed support and from the multidisciplinary team. Preventive advice for 

family members is paramount, which include instruction on the proper care and 

use of prosthetic devices for the needy. advice on the importance of sugar free 

diet and to get relieve from the symptoms of dry mouth are essential to reduce 

the adverse oral side effects of anti-psychotic medication causing xerostomia.

Health promotion programmes developed in partnership with health, social 

and voluntary agencies should be client centered, tailored to meet their needs 

and with equal access46. it is reported that people with mental illness are 

often excluded from health promotion activities as they are perceived to be a 

nuisance47. the common risk factor approach with the dental team linking in to 

preventive programmes for promoting health is likely to be more effective, e.g.

a. to promote good mental health (information on accessing services 

including dental services)

b. to promote healthy eating including reduction of dietary sugars (dental 

decay)

c Smoking cessation policies (periodontal disease and oral cancer)

d. decrease alcohol intake (oral cancer, dental erosion).

it is recommended that an oral health needs assessment is included in general 

health assessment48-50. Such programmes provide the opportunity to include dietary 

advice which promotes general and oral health in the context of skills for daily living.

Co-ordInAted effortS – governmentAl And non-governmentAl 

orgAnISAtIonS

in view of the vast multiplicity of agencies that would inevitably be involved 

in the implementation of the technology benefits to the persons with mental 

retardation, a co-ordinated and sustained effort is needed by both the 

governmental and non-governmental organisations51.

 a barrier-free environment is yet to be made available at all public places 

for persons with mental retardation and associated disabilities and locomotor 

disabilities.

•	 facilities for comfortable travel even for short distances and for transporting 

a wheelchair are also not commonly available.

•	 Wheelchair usage, relating to postural stresses, calls for sustained 

research, development and design activities.

•	 demand for walkers, motorised or self propelled, may increase for use by 

persons with disabilities and the aged. Kerb-cuts and wheelchair usable 

roads and pavements are yet to be facilitated.

•	 Not all public buildings are disabled friendly. Provision of ramps, wide 

doorways, avoidance of split levels, provision of Braille signboards, toilet 

facilities, special locking and unlocking systems, are not prioritised or 

made mandatory.

•	 only in specific situations and only as a result of litigations the transportation 

and conveyance – bus, rail and air has been made accessible to persons 

with disabilities.

•	 Possibilities of building wireless signals into lamp posts, signal posts 

which could provide positional, locational and directional information 

to road and pavement users through personal devices that incorporate 

navigational facilities are yet to make a beginning.

ConCluSIon

identification of persons with mental retardation and affording them care 

and management for their disabilities is an urgent need of time. attitude and 

knowledge of the oral health professionals and is of utmost importance while 

rendering oral healthcare to mentally handicapped people. dental teams should be  

 

drug 1 drug 2 Interaction

amYtriPtiliNE anxiolytics & hypnotics

Sympathomimetics

local anaesthetic with adrenaline

Enhanced sedative effects Potentiates

caNNaBiS local anaesthetic With adrenaline increased heart rate and blood pressure

cHlorPromaZiNE (largactil) anxiolytics and Hypnotics analgesics and anaesthetics abnormal response to local anaesthetic

cHlordiaZEPoxidE (librium) opioid analgesic antihistamine Enhanced sedative effects Potentiation

cloZaPiNE carBamaZEPiNE

cotrimoxaZolE

aNxiolYticS and HYPNoticS

Enhanced sedative effects

increased incidence of agranulocytosis

increased incidence of agranulocytosis

dExamPHEtamiNE SulPHatE adrENaliNE Enhanced sedative effects

dotHiEPiN (Prothiaden) aNxiolYticS and HYPNoticS Possible hypertension

fluoxEtiNE (Prozac) aNticoaGulaNtS (Warfarin) Enhanced sedative effects

fluPENtHixol dEcaNoatE aNxiolYticS and HYPNoticS Potentiation of drug 2

(depixol) aNxiolYticS and HYPNoticS Enhanced sedative effects

fluPHENaZiNE dEcaNoatE carBamaZEPiNE Enhanced sedative effects

(modecate) aNxiolYticS and HYPNoticS accelerates metabolism

HaloPEridol carBamaZEPiNE

aNxiolYticS and HYPNoticS

Enhanced sedative effects

mEtHYlPHENidatE HYdrocHloridE adrENaliNE Possible hypertension

ProcHlorPEraZiNE (Stemetil) aNxiolYticS and HYPNoticS Enhanced sedative effects

ProcYclidiNE aNtifuNGalS

aNtiHiStamiNE

reduced absorption

increased antimuscarinic effects

PromaZiNE HYdrocHloridE aNxiolYticS and HYPNoticS Enhanced sedative effects

riSPEridoNE aNxiolYticS and HYPNoticS Enhanced sedative effects

tHioridaZiNE (melleril) aNxiolYticS and HYPNoticS Enhanced sedative effects

table/fig-4: Side effects of medication affecting management or oral health Scully, C and Cawson, rA. medical problems in dentistry: wright 4th edn. 1998

Illustrates the interactions that are described in the referenced literature, which may occur between drugs used to treat mental illness and those used in dentistry. drug 1 is 

the mental health drug, and drug 2 is a drug of dental relevance32
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aware of the problems faced by mentally handicapped patients, and dentist should 

have good patient management skills, and a sympathetic attitude, these factors helps 

to develop a health relation with the mentally handicapped. With the advancements 

that we see today it is important that full support and information should be provided 

to every individual to as to help them to live a better quality of life.
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EffECTivE uSE Of SurfACE 
diSiNfECTANTS

infection prevention guidelines and recommended protocols can be 

confusing, especially regarding the use of surface disinfectants. Since 

incorrect use of surface disinfectants can lead to an infectious disease 

transmission in a healthcare or other facility, it is important that all 

employees understand the science as well as the regulations behind 

environmental asepsis.

this paper will discuss the scientific principles regarding pathogenic 

(disease causing) microorganisms, their role in infectious disease transmission, 

and methods of preventing disease transmission resulting from contact 

with environmental surfaces.

IntroduCtIon to InfeCtIon Control/PreventIon

Pathogenic microorganisms cause infectious diseases, or infections. 

these microorganisms may be bacteria, viruses, parasites, protozoa, or 

fungi. microorganisms enter into the body in various ways, called routes 

of transmission. the four key routes of transmission are direct contact, 

indirect contact, droplet, and airborne. table 1 gives examples of each.

table 1: Key routes of transmission

although pathogenic microorganisms are capable of causing infectious 

diseases, there are additional factors that control whether a disease 

transmission will occur. often referred to as the “chain of infection”, all 

of the factors must be present for a disease transmission to take place. 

these factors include a reservoir for the pathogens to live and multiply, 

such as mucous membranes, the bloodstream, or environmental surfaces. 

another needed factor is a mode of transmission, a way for pathogens to 

be transported from the reservoir to the body, such as inhaling droplets, 

contacting blood or mucous membranes with contaminated hands, or a 

puncture or cut from a contaminated instrument or item.

in addition to a mode of transmission, a portal of entry into the body 

must be present. this depends on the type of pathogen. for example, a 

bloodborne pathogen such as hepatitis or HiV must have a portal or entry 

point into the bloodstream, such as through a cut or break in the skin. 

Some viruses, such as influenza, enter the body by inhalation of droplets. 

a final factor in the disease transmission process is a host or person who 

is susceptible or has no immunity to the pathogen.

PAtHogenIC mICroorgAnISmS

Some of the more common pathogenic microorganisms are bacteria. 

the most commonly encountered bacteria in ambulatory healthcare and 

other settings, such as child care facilities, are staph, strep, mrSa, and less 

frequently, tuberculosis. other common microorganisms are viruses, such 

as herpes, influenza, hepatitis B and c, and the common cold.

envIronmentAl InfeCtIon PreventIon ProtoColS

in the interest of public safety, rules and guidelines have been 

implemented that serve to prevent the spread of infectious diseases. 

occupational Safety and Health administration (oSHa) promulgated rules 

to protect employees in the Bloodborne Pathogens Standard.1 the centers 

for disease control and Prevention (cdc) has issued numerous sets of 

guidelines for infection control in healthcare and other settings that are 

designed to protect patients, and to protect the public in other settings, 

such as schools, child care, salons, etc.

the oSHa Bloodborne Pathogens Standard, finalised in 1991, came about 

because of concerns for employee exposure to HiV/aidS and hepatitis in the 

workplace. it sets forth rules that must be followed by both employers and 

employees to minimise the risk of exposure to infectious diseases that are 

spread by exposure to blood and other body fluids. in addition to the risks 

of an infectious disease transmission from not following these protocols, 

employers can be subject to citations and fines for non-compliance.

the cdc has published numerous sets of guidelines on infection 

prevention in healthcare facilities and other settings. table 2 lists many of 

these guidelines. While the cdc is not a regulatory agency, it is the entity 

that is recognised in the u.S. and around the world for establishing the 

prevailing standards of care for infectious disease outbreak prevention. 

Employers cannot be cited or fined for lack of compliance with cdc guidelines, 

however, if non-compliance causes an infectious disease outbreak, public 

health agencies can close facilities and regulatory boards can initiate 

disciplinary actions against health-care professionals.

table 2: cdc Guidelines and recommendations 

in addition to oSHa standards and cdc guidelines, some dental and 

other ambulatory care facilities must also follow standards from the Joint 

commission on accreditation of Health care organizations,2 known as 

JcaHo. any facility that receives federal funding, such as public health 

clinics, must be accredited through JcaHo, including its standards for 

infection control/prevention. State health departments also have rules 

cLInIcAL REvIEw

route of transmission entry into the body examples of Infectious 

disease

airborne inhalation or aerosol measles, tB, chicken pox

direct Person to person contact Hepatitis, HiV

droplet Spray or spatter influenza

indirect contact with contaminated 

surface or instrument

Hepatitis, HiV

CdC guidelines and recommendations

Guideline for Hand Hygiene in Health-care Settings – 2002

Guidelines for Environmental infection control in Health-care facilities – 2003

Guidelines for infection control in dental Health-care Settings – 2003

influenza Vaccination of Health-care Personnel – 2006

Guideline for disinfection and Sterilization in Health-care facilities – 2008

Guidelines for the Prevention and control of Norovirus and Gastroenteritis outbreaks in 

Healthcare Settings – 2011

Occupational Safety & Health Administration Government

Note: this is not an all-inclusive list of CDC infection prevention 

guidelines. More information is available at www.cdc.gov
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that apply to childcare centers, tattoo and body piercing facilities, as well 

as hair and nail salons.

APPlICAtIon of StAndArdS And guIdelIneS – PerSonAl ProteCtIve 

eQuIPment

there are many facets to applying and complying with infection 

prevention standards and guidelines. one of the basic tenets of both the 

Bloodborne Pathogens Standard and cdc guidelines is the concept of 

“standard precautions”. formerly called “universal precautions”, this is 

the protocol that should be followed at all times when there is potential 

for exposure to bloodborne or other infectious diseases. it means that 

the same protective measures will be followed in every situation where 

there is potential risk of exposure. Standard precautions do not take into 

consideration a health history or the fact that an individual may be known 

and deemed to be free of any potentially infectious diseases or conditions. 

it is assumed that everyone with whom a worker comes into contact is 

potentially infectious for HiV/aidS, hepatitis, or other infectious diseases.

according to the oSHa Bloodborne Pathogens standard, appropriate 

personal protective equipment (PPE) must be worn when there is potential 

for exposure to blood or other potentially infectious materials (oPim), 

including amniotic fluid, cerebrospinal fluid, pericardial fluid, peritoneal 

fluid, pleural fluid, saliva in dental procedures, semen, synovial fluid, 

vaginal secretions, any body fluid that is visibly contaminated with blood, 

and any body fluids where it is difficult to differentiate between body 

fluids. PPE includes exam gloves when in contact with body fluids, mucous 

membranes, or items that have been in contact with body fluids or mucous 

membranes. facemasks (respiratory protection), safety glasses/goggles (eye 

protection), and protective clothing are required when there is potential 
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organism Processing level required 

Sterilisation
fda sterilant/high-level disinfectant

(=cdc sterilant/high-level disinfectant)

EPa hospital disinfectant 

with tuberculocida claim

(=cdc intermediate-level disinfectant)

EPa hospital disinfectant

(=cdc low-level disinfectant)

bacterial spores
Ge obacillus ste arothermophilus
Bacillus atrophaeus

mycobacteria
Mycobacterium tuberculosis

nonlipid or small viruses
Polio virus
Coxsackle virus
Rhinovirus

fungi
Aspergillus
Candida

vegetative bacterisa
Staphylococcus species
Pseudomonus species
Salmonella species

lipid or medium-sized viruses
Human immunodeficiency virus
Herpes simplex virus
Hepatitis B and hepatitis C
Coronavirus

for splash or spatter of blood or oPim. these are also recommended in 

the cdc guidelines and JcaHo standards.

 

APPlICAtIon of StAndArdS And guIdelIneS – envIronmentAl 

ASePSIS

another critical element in infection control/prevention is environmental 

asepsis or prevention of cross-contamination and disease transmission 

from equipment or other surfaces in a facility through indirect contact or 

droplet infection. disinfectants play a key role in prevention of disease 

transmission; however, much confusion surrounds the selection and use 

of disinfectants. the following discussion aims to clarify the confusion 

and assist in achieving better results when using surface disinfectants.

bArrIerS vS. SurfACe dISInfeCtAntS

in dentistry and other facilities, barriers such as plastics are often used on 

equipment that is frequently touched with contaminated hands and may be 

hard to clean and disinfect. these items might include headrests on dental 

chairs, light handles and switches, digital x-ray sensors, intraoral camera 

wands, curing light wands, and others. if the barrier has remained intact 

during treatment and is removed without touching the item’s surface with 

contaminated gloves, there is no need to clean and disinfect the surface 

before replacing the barrier. But many dental healthcare professionals 

do it as an additional precaution. there are some environmental issues 

with using barriers, since most are plastics that take a very long time to 

degrade in a landfill. the use of barriers must be analysed to determine 

the balance between disposal issues, protecting equipment, and achieving 

efficiency in asepsis protocols.

SeleCtIon And uSe of SurfACe dISInfeCtAntS

the cdc guidelines recommend selecting surface disinfectants based on 

the disinfectant’s effectiveness against various microorganisms. additional 

criteria include whether the surface is a clinical contact surface directly 

contacted during the delivery of care, or a housekeeping surface that has 

not been directly touched. for clinical contact surfaces where there is likely 

to be blood present, an intermediate level, hospital-grade, tuberculocidal 

disinfectant is recommended. Where there is not likely to be blood present, 

a low-level disinfectant (not labeled as tuberculocidal) may be utilised.

 in dental treatment rooms it is assumed that there will be some blood 

present on environmental surfaces when operative or preventive procedures 

have been performed. therefore the generally accepted standard is to utilise 

a tuberculocidal disinfectant. to simplify the process, many products are 

classified as cleaner/disinfectants, which is another important characteristic 

when making product selections. this means that the one product can be 

used for both pre-cleaning and disinfecting.

in addition, the cdc guidelines and oSHa Bloodborne Pathogens Standard 

recommend the use of EPa-registered, hospital-grade disinfectants, whose 

manufacturers must provide data to the EPa that proves the efficacy of the 

product against any pathogens listed on the product label. if a product does 

not make a label claim that it is tuberculocidal, it may not be appropriate 

to be used in healthcare settings, but may be appropriate in other settings. 

Products can be searched in the EPa database at www.epa.gov/pesticides/

antimicrobials/chemregindex.hem.

figure 1 illustrates the resistance of microorganisms to various disinfecting 

chemicals.

DEnTAL EThIcs

Source: Adapted from Bond WW, Ott BJ, Franke K. McCracken JE. Effective use of liquid chemical germicides on medical devices; instrument design 

problems. In: Block SS, ed. Disinfectant, sterilization and preservation. 4th ed. Philadelphia, PA: Lea & Gebiger, 1991:1100.

FIGure 1: decreasing order of resistance of microorganisms to germicidal chemicals
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When reading labels on surface disinfectants, it is important not only to note 

whether the product claims to be a tuberculocidal disinfectant, but also the other 

microorganisms listed on the label. labels typically state on the front of the product 

that it is tuberculocidal, bactericidal, virucidal, and fungicidal. the label should 

specify the microorganisms that the product is effective against. Some labels 

make it easier to identify the microorganisms and their kill time versus other labels. 

figure 2 shows an example of a product label that lists the microorganisms and 

kill times visibly, making it readily available without searching the entire label for 

the information.figure 2 illustrates an example of a product label.

it is extremely important for the end users of disinfecting products to do their 

due diligence when selecting surface disinfectants. the first step is to be sure 

that the correct disinfectant is being used to get the desired results, in other 

words, matching the disinfectant to the task. it is also critical to confirm that the 

disinfectant being used has passed the testing criteria with the Environmental 

Protection agency (EPa). in some instances, products may be distributed that 

have not passed the testing criteria. this information is easily accessible 

from the EPa website. the link for information regarding hospital grade and 

tuberculocidal disinfectants is www.epa.gov/oppad001/atp-product-list.pdf. 

the link for information regarding disinfectants for use against Ebola Virus is 

www.epa/opp001/list-l-ebola-virus.html. the EPa is an excellent resource for 

validating the effectiveness of products, and to reinforce that the product being 

used meets the oSHa and cdc criteria for both employee and patient safety.

APPlyIng SurfACe dISInfeCtAntS

from the early days of compliance with the Bloodborne Pathogens Standard 

and the 1993 cdc Guidelines for infection control in dentistry, health-care 

professionals were advised to use a spray-wipe- spray method to clean and 

disinfect surfaces. the first spray and subsequent wipe was for pre-cleaning a 

surface to remove blood and other debris that might prevent the solution from 

penetrating onto the surface to be disinfected. the second spray application 

was the disinfecting procedure. after many years of utilising this protocol, 

dental health-care workers began to develop respiratory problems from 

continuous exposure to these products, and the cdc no longer recommends 

the spray-wipe-spray technique.3,4

in addition, oSHa, in conjunction with the National institute for Safety and 

Health (NioSH), has recently published an info sheet and poster that explain the 

potential hazards to workers who use cleaning and disinfecting chemicals.5,6 the 

2003 cdc guidelines recommend that surfaces be cleaned, then disinfected. 

this can easily be accomplished by wiping surfaces twice with a disinfectant. 

the first wipe is for pre-cleaning and the second for disinfecting. However, a 

new wipe must be used for each step.

it is important to note that if a disinfectant wipe is the product of choice, 

ensure that it has been tested for efficacy in that format, just as a spray product 

has been tested for efficacy when applied from the spray bottle. Sometimes 

health-care personnel will use a spray disinfectant inappropriately, as in they 

pour the solution over gauze squares in a container to make their own wipes. 

this is considered an off- label use of the product and it has not been tested 

for efficacy in this manner. Not only is there the possibility of putting patients 

at risk, there is potential for liability and/or regulatory citations if there happens 

to be an infectious disease outbreak and disinfectants were not being utilised 

properly. Gauze should be saturated with disinfectant at the time of use and not 

stored in containers since the fibers in the gauze can inactivate the disinfectant 

through chemical reactions and/or the fibers binding up the active ingredients.

InStruCtIonS for uSe of dISInfeCtAntS

the disinfectant label has a great deal of important information beyond 

the list of microorganisms the product is effective against. the application 

instructions are included on the label, as well as the contact time necessary for 

the product to be effective against certain microorganisms. most disinfectants 

have a contact time between 1 minute and 10 minutes. But users must be aware 

of the kill time for tB, which is usually (but not always) longer than 1 minute. 

the kill time for some viruses, such as HiV, may be one minute, but the tB kill 

time may be 3 to 10 minutes, depending on the product.

the appropriate contact time to be used in health-care settings is the 

listed tB kill time for a product. this means that after cleaning a surface and 

reapplying the disinfectant, the surface must remain wet (though not drenched) 

with the product for the appropriate time listed on the label. Health-care 

professionals and workers using surface disinfectants are rightly concerned 

with the efficiency of using various products and in many cases make product 

choices based on the shortest contact time listed. always consult the product 

label and instructions for use and for information regarding application and 

contact times. figure 3 illustrates contact times as listed on a product label.

 other pertinent information regarding the use of disinfectants is to be 

aware that mixing different chemistries (products or formulas) together 

can alter the effectiveness of a product. this could be two entirely 

different products from different manufacturers, or products from the same 

manufacturer. Even within the same product family the spray formula may  

differ in its composition from the wipe formula. although it seems logical to 
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assume that both products under the same brand name are the same, they may 

not be. mixing chemistries or formulas can cause staining or a film on surfaces 

or hazardous chemical reactions, making the products ineffective. therefore it 

is important to know when researching products if the same formulation is used 

for the entire product line. Some products, such as discide, have the same 

formula for spray and wipes. again, always consult the label and instructions 

for use of disinfectant products.

When changing from one type or brand of disinfectant to another, all surfaces 

should be thoroughly cleaned with soap and water to remove any residue 

left from the previous disinfectant. if surfaces are not cleaned prior to using a 

different product, staining and film build-up can occur, as well as unpleasant 

odors from the reaction of the different products.

 

tHe CoSt fACtor

as stated previously, healthcare and other facilities have legitimate concerns 

regarding the costs associated with infection control protocols. Not only is the 

cost of the product itself a factor, so is the time required for the product to 

be effective, which affects turnaround of treatment rooms or other areas that 

need to be cleaned and disinfected between patients. obviously the shorter the 

contact time required for a product to be effective, the shorter the turnaround 

time. the dispensing method – liquid/spray bottle or wipe – for the product may 

affect the turnaround time as well. for example, using pre-moistened wipes 

requires less time to clean and disinfect surfaces than dispensing solution from 

a spray bottle onto a gauze or paper towel. if the wipes are more efficient to 

use, then their higher cost is offset by shorter cleanup time and the ability to 

serve more patients in the same amount of time.

envIronmentAl SAfety And SurfACe dISInfeCtAntS

the safety issues regarding spraying surface disinfectants were discussed 

earlier in this article. other issues affecting the environment for workers using 

surface disinfectants include the possibility for skin irritation, especially to 

the hands, when not using the recommended (and oSHa-required) PPE. this 

will vary from product to product and will be included on the label or Safety 

data Sheet (SdS). Some products recommend the use of utility gloves, while 

others recommend the use of exam gloves. Still others do not recommend 

hand protection, which applies only to exposure to the product. Since the 

products are used on contaminated surfaces, gloves must still be worn to 

protect workers from any microbial contamination on equipment or surfaces.

although not recommended, if a spray disinfectant is used, workers should 

always wear respiratory protection (face mask) and eye protection (safety 

glasses or goggles) to prevent inhalation or splashing of solution into the 

eyes, nose, or mouth. Keep in mind that although a worker spraying surface 

disinfectant may be wearing the appropriate PPE, other workers may not be, 

and patients or clients certainly will not be, and they can be exposed to these 

chemicals as well.

over time, disinfecting solutions can build up on surfaces. Equipment and 

counter tops should be cleaned with soap and water regularly to remove this 

build up. in addition, disinfectants with a high alcohol content can cause drying 

and cracking of equipment, especially to upholstery on dental chairs. there are 

products on the market to protect upholstery, such as topcat chair Guard, which 

can be applied to chairs, and protective barriers can also be used on chairs.

SummAry

as required by the oSHa Bloodborne Pathogens standard, written protocols must 

be developed for each work setting for cleaning and disinfecting contaminated 

surfaces and equipment. the protocols should be easy to follow, and each 

employee must be aware of the protocols. Part of the protocol should be a 

list of criteria for selecting the most appropriate product(s), depending on the 

work setting, and the microorganisms that may be present on surfaces and/

or equipment. all employees should be trained on the disinfecting and other 

patient or client safety protocols, as well as other workplace or engineering 

controls to protect them from disease transmission while doing their jobs. 

training updates should take place whenever there is a breach in the protocol 

to prevent it from recurring, and on an annual basis, as required by oSHa.

disinfectant use plays a critical role in the control if infectious diseases. 

Great care should be taken when selecting products to ensure the safety of 

workers, patients, and clients.
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registration details: 

HPcSa reg. number ................................................................................................................................................................................................................................

Name and Surname  ...............................................................................................................................................................................................................................

address  ..................................................................................................................................................................................................................................................

  ................................................................................................................................................................................................................................................................

landline number  ............................................................................................. cell number  .........................................................................................................

E-mail address  .......................................................................................................................................................................................................................................

Course content: 

•	 Sealant	restorations

•	 Periodontal	splinting	

•	 Tooth	whitening	techniques	and	procedures

•	 Fabrication	of	vacuum	formed	mouth	guards

•	 The	oral	hygiene	process	of	care.	

Please take note: only a few seats are left. deadline for application: Sunday, 11 december 2016. Successful applicants will be provided with forms to complete the 
registration and payment process immediately following application. deadline for registration and payment: 15 december 2016.

Email or fax application form to ms K Viljoen, kviljoen@uwc.ac.za
Enquiries: 021-9373125. 

uNivErSiTy Of THE wESTErN CApE
Application form: Continuing education Course 2

expanded functions (2013) government notice no r 800

16–20 January 2017

entry level requirements: diploma or bachelor in oral Health, but you must have completed the expanded functions 
2000; access to the internet and a gmail account.

SpACE STill AvAilAblE!

unIvERsITy upDATE

uwC NEwS
uWc had hosted its first Expanded Scope of Practice (2013) course from 28 November to 

2 december 2016. the 30 delegates who attended the course all indicated that it was a useful 

learning experience and thoroughly enjoyable course.

furthermore, uWc dental and oral hygiene students completed their final exams successfully. the 

annual student awards and oath taking ceremony will take place on monday, 12 december 2016, 

followed by the graduation ceremony in the afternoon. We look forward to these eager young oral 

hygienists joining our ranks in the near future! 

uWc is grateful for all the kind sponsorships we continue to receive in acknowledgment of the 

efforts of our students. GSK, oral B, iVodENt, oHaSa, dentsply, colgate, Johnson & Johnson and 

Wright millners – your standing collaboration and efforts towards educating oral hygienists in the 

Western cape is much appreciated and we hope that we can build on our established relationship 

towards excellence in teaching and learning. 

applications are currently open for oral hygienists to attend the uWc short course on the Expanded 

Scope of Practice (2013), and only a few seats are still available. the course details are as follows:

date: 16–20 January 2017

Cost: r4 500. 

deadline for application: 11 december 2016.

Contact person: ms Karin Viljoen 021 937 3125 or kviljoen@uwc.ac.za

the application form is included in this edition of the oHaSa Journal, and can also be obtained 

from the uWc oral Hygiene department, or the oHaSa e-mail system and website. upon receipt of 

your application, a registration form with details of payment will follow. a repeat of this course may 

be offered in april 2017 subject to demand.

our enthusiastic delegates who attended the first 
course 2 Expanded functions (2013)

lecturers with Sanet from colgate
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on 22 october 2016, the oHaSa Gauteng Branch held a successful full-day 

seminar at the 3m offices. Several insightful lectures were presented on the day, 

and all participants walked away with a wealth of newly acquired knowledge. 

dr Shenaaz Kolia presented on ‘risk management in an oral Hygiene 

Practice’, outlining the importance of identifying and managing potential risks 

in our practices. Branch member and fellow oral hygienist, Stephanie Gunther, 

gave an insightful talk on ‘Perioscopy in Periodontal treatment’, based on her 

extensive experience in a specialist periodontal practice. 

other lecturers included dr Yolanda Kolisa who discussed ‘medical 

Emergencies in a dental Setting’; Zakkiya laher on ‘management of children 

with Special Needs’; rani Naidoo who informed us of ‘3m respiratory 

Protection in Healthcare Settings’; and dr mpatikana Galane who discussed 

‘oral manifestations of HiV/aids’. 

thanks to our dental traders on the day, we could hand out lucky draw 

prizes to maggie modupi, Welmè Els, Jamilah ramatena and andri Kruger. 

We would like to thank our dental traders, 3m, colgate, GSK, ivodent, inter 

africa dental, oral-B, Pierre fabrè, da Vinci and Zoom, for their continued 

support during our events. ●

OhAsA nEws

EASTErN CApE

gAuTENg brANCH

NEwS frOm THE

NEwS frOm THE

on 10 September, the oHaSa Eastern cape branch held 

its last cPd seminar for the year at the radisson Blu Hotel in 

Summerstrand, Port Elizabeth. the event was well attended by 

oHaSa members and other dental professionals.

Several informative lectures were presented. dr Stuart Gibson 

discussed Procedural Sedation and EVla: Endovenous laser 

oblation; while dr Priscilla Brijlal covered the topic ‘oral Health 

Promotion: Back to Basics and dental caries – diagnostic tools 

and interventions’. dr crystal Watson discussed the manifestation 

of Behaviour Pathology of troubled children. Each speaker shared 

a wealth of knowledge and was very informative.

colgate, GSK and oral B all had stands at the event, and 

samples were sponsored by Johnson & Johnson, while colgate, 

oral B and Southern implants representative Noekie Grobler, 

sponsored lucky draws. We would like to thank each of these 

dental traders for their continued support!

We wish to thank oHaSa Western cape for sponsoring a 

return flight – we appreciate your contribution.

Eastern cape oral hygienists with dr Gibson and dr Brijlal
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OHASA kZN brANCH

wESTErN CApE

NEwS frOm THE 

NEwS frOm THE 

OhAsA nEws

With the end of the year in sight, the Western cape branch held a successful full-day seminar on 

1 october 2016, and also hosted the oHaSa annual General meeting (aGm) on 29 october 2016 

at the atlantic imbizo conference centre, situated at the beautiful V&a Waterfront in cape town.

Several branch representatives from across the country attended the aGm, along with the two 

outstanding guest speakers, mrs maggie Naidoo an oral hygienist from KZN and dr Paul Botha a 

prosthodontist from cape town. 

all delegates enjoyed the knowledge that was shared from both speakers as well as the lovely brunch 

that was served by atlantic imbizo. after brunch, the meeting started with the branch representatives who 

gave an overview of their activities and administrative information for the year. our oHaSa President, mrs 

Stella lamprecht, ended the meeting by thanking every member for their participation during the year.

the oHaSa Wc Executive and cPd committee want to thank each and every member for their 

support and participation during 2016. We are very excited to go into the New Year with our loyal 

members. thank you to all our seminar speakers and all our sponsors and traders – without you 

our seminars and oHaSa Wc Branch would not have been a success.

Wishing you and your family a joyous festive Season and prosperous New Year!

oCtober SemInAr

on 22 october 2016, the KZN Branch held a full-day seminar valued at eight 

cPd points, at the Balmoral Hotel. the event was attended by 80 delegates, 

as well as many of our dental traders, including oral B, colgate, GSK, Johnson 

and Johnson, Elgydium and PrimE dENtal.

donations were also made towards two charities during the seminar, namely 

the Baby House and ithemba lethu. Several delegates donated items on 

these organisations’ wish lists. 

new CommIttee

the KZN Branch recently elected its committee for 2018, and we wish them 

a successful term.

eventS 2017

the following events are planned for 2017:

full-day Seminar 20 may 2017

level 3 first aid refresher course: 1st Quarter 2017 (date to be announced)

full-day Seminar 21 october 2017

charity drive

chairperson: 

Salo maistry

treasurer: 

Sudelene Peters

Secretary: 

ayanda Khazi

dr Paul Botha  sponsered a NutriBullet. there was a 
lucky draw which was won by celia le roux

delegates at  the aGm on 1 october 2106.
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      OHASA                                                                                                                                                                                                   IFDH Member 

Application for OHASA Full Membership for 2017 
Personal Details 

 
Title 

 

 
Surname 

 
First Name(s) 

 
Preferred Name 
 

 
Maiden Name 

 
ID Number 
 

 
HPCSA Nr   OH 

 
Postal Address 
 

 
Physical Address 

 
 

 

 
                                                   Postal Code                                                  Postal Code 

 
Language : English                  Afrikaans 

 
 OHASA Number 

 
Tel Nr (Work) 
 

 
Tel Nr (Home) 

 
Fax Nr 

 
Cell Phone Nr 
 

 
E-mail 

Please mark all sections with X 
Branch 

Western Cape       □ Eastern Cape       □ Gauteng                □ Kwazulu Natal       □ 
OHASA Membership 

Current Member                         □                                   New Member                              □ 
1   Annual OHASA Full Membership  ▪R665.00 (paid on or before 28 February 2017)  □ 

▪Additional R220.00 Administration Fee if paid after                               

28th February 2017           □  
Full Membership fee of R665-00 includes the following: 

 ▪ 2 Full-day CPD Seminars of at least 8 - 9 CEUs each organised by your OHASA Branch free of charge  
(18 CEUs per year including 5 Ethical CEUs) 

 ▪ 4 CPD Questionnaires inserted in OHASA Journal free of charge 
(4 x 3 CEUs per Questionnaire = 12 CEUs) 

Total of 30 CEUs per year including 5 Ethical CEUs free of charge 
Membership Certificates will be issued to your OHASA profile on www.ohasa.co.za  

2   6 International Dentistry SA Journals  ▪ R274.00 (Annual Subscription for 6 Journals) □ 
            (Subscription optional)  ▪ R838.00 (Journal & 6 CPD Questionnaires) □                                        
       R755.00 (10% discount if paid in full for the year before 28/02/ 2017)   

  R565.00 (CPD ONLY)                                           □ 
 
 
Signature 
 

 
Date 

Please complete this application form and fax or email it with a copy of your payment to: 
 
 Fax: 0866967313  Postal Address:  OHASA Secretariat 
 Email:      stella1805@gmail.com    P O Box 830 
        Newlands, PRETORIA 0049 
 OHASA Bank Details:  ABSA Bank Account Nr 2870164818 
     Branch Code  630 642 
 
For office use only 

Western Cape       □ Eastern Cape       □ Gauteng                □ Kwazulu Natal       □ 
 
HPCSA Nr   OH 
 

 
OHASA Membership Nr 

 
Processing Date 

 
 

Postal CodePostal Code

Language: English Afrikaans

.00
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      OHASA                                                                                                                                                                                                    IFDH Member 

Application for OHASA Allied Membership for 2017 
Personal Details 

 
Title 

 
Surname 

 
First Name(s) 

 
Preferred Name 

 
Maiden Name 

 
ID Number 

 
HPCSA No   DA/TT/DP 

 
Postal Address 
 

 
Physical Address 

 
 

 

 
                                                        Postal Code 

                                                               
                                                     Postal Code         

       
Language : English                  Afrikaans                                          

 
  OHASA Number                                                 

 
Tel No (Work) 

 
Tel No (Home) 

 
Fax No 

 
Cell Phone No 

 
E-mail 

Please mark all sections with X 
Branch 

Western Cape       □   Eastern Cape       □        Gauteng                □ Kwazulu Natal       □ 
OHASA Membership 

Current Member                         □                                   New Member                              □ 
1   Annual OHASA Allied Membership:  Paid on or before 28 February 2017: 

     Dental Assistant R1089.00          □       Dental Therapist R1331.00               □              Dentist R1573.00       □                                                             
     Paid after 29 February 2016 there will be an additional Administration fee of R150.00 

     Dental Assistant R1239.00          □     Dental Therapist   R1481.00               □              Dentist R1723.00       □ 
     

Allied Membership fee includes the following: 
 ▪ 2 Full-day CPD Seminars of at least 8 - 9 CEUs each organised by your OHASA Branch free of charge  
  (18 CEUs per year including 5 Ethical CEUs) 
 ▪ 4 CPD Questionnaires inserted in OHASA Journal free of charge 
  (4 x 3 CEUs per Questionnaire = 12 CEUs) 

Total of 30 CEUs per year including 5 Ethical CEUs free of charge 

2   6 International Dentistry SA Journals             ▪ R274.00 (Annual Subscription for 6 Journals)  □ 

            (Subscription optional online journal) ▪ R838.00 (Journal & 6 CPD Questionnaires)  □                                        
        R755.00 (10% discount if paid in full before 28/02/2017)  

  R565.00 (CPD ONLY)                                                         □ 
 
Signature 
 

 
Date 

Please complete this application form and fax or email it with a copy of your payment to: 
 
 Fax:   0866967313                 Postal Address:                OHASA Secretariat 
 Email: stella1805@gmail.com     P O Box 830 
        Newlands, PRETORIA 0049 
 OHASA Bank Details:  ABSA Bank Account Nr 2870164818 
     Branch Code  630 642 
For office use only 

Western Cape       □ Eastern Cape       □ Gauteng                □ Kwazulu Natal       □ 
 
HPCSA Nr    
 

 
OHASA Membership Nr 

 
Processing Date 

 

Postal CodePostal Code

28 7

Language: English Afrikaans
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      OHASA                                                                                                                                                                                                    IFDH Member 

Application for OHASA Allied Membership for 2017 
Personal Details 

 
Title 

 
Surname 

 
First Name(s) 

 
Preferred Name 

 
Maiden Name 

 
ID Number 

 
HPCSA No   DA/TT/DP 

 
Postal Address 
 

 
Physical Address 

 
 

 

 
                                                        Postal Code 

                                                               
                                                     Postal Code         

       
Language : English                  Afrikaans                                          

 
  OHASA Number                                                 

 
Tel No (Work) 

 
Tel No (Home) 

 
Fax No 

 
Cell Phone No 

 
E-mail 

Please mark all sections with X 
Branch 

Western Cape       □   Eastern Cape       □        Gauteng                □ Kwazulu Natal       □ 
OHASA Membership 

Current Member                         □                                   New Member                              □ 
1   Annual OHASA Allied Membership:  Paid on or before 28 February 2017: 

     Dental Assistant R1089.00          □       Dental Therapist R1331.00               □              Dentist R1573.00       □                                                             
     Paid after 29 February 2016 there will be an additional Administration fee of R150.00 

     Dental Assistant R1239.00          □     Dental Therapist   R1481.00               □              Dentist R1723.00       □ 
     

Allied Membership fee includes the following: 
 ▪ 2 Full-day CPD Seminars of at least 8 - 9 CEUs each organised by your OHASA Branch free of charge  
  (18 CEUs per year including 5 Ethical CEUs) 
 ▪ 4 CPD Questionnaires inserted in OHASA Journal free of charge 
  (4 x 3 CEUs per Questionnaire = 12 CEUs) 

Total of 30 CEUs per year including 5 Ethical CEUs free of charge 

2   6 International Dentistry SA Journals             ▪ R274.00 (Annual Subscription for 6 Journals)  □ 

            (Subscription optional online journal) ▪ R838.00 (Journal & 6 CPD Questionnaires)  □                                        
        R755.00 (10% discount if paid in full before 28/02/2017)  

  R565.00 (CPD ONLY)                                                         □ 
 
Signature 
 

 
Date 

Please complete this application form and fax or email it with a copy of your payment to: 
 
 Fax:   0866967313                 Postal Address:                OHASA Secretariat 
 Email: stella1805@gmail.com     P O Box 830 
        Newlands, PRETORIA 0049 
 OHASA Bank Details:  ABSA Bank Account Nr 2870164818 
     Branch Code  630 642 
For office use only 

Western Cape       □ Eastern Cape       □ Gauteng                □ Kwazulu Natal       □ 
 
HPCSA Nr    
 

 
OHASA Membership Nr 

 
Processing Date 

 

cOnTInuOus pROfEssIOnAL DEvELOpmEnT

QuESTiONNAirE
Cpd

No. 4 • 2016

orAl reHAbIlItAtIon And mAnAgement of mentAlly retArded

for each of the following, select the one correct statement:

1. a person is diagnosed with mental retardation when he/she achieves an 

i.Q. score of:

a. ≤ 50

B. ≤ 60

c. ≤ 70

d. 50 < 70

2. according to the postnatal screening criteria defined by the NimH, mental 
retardation is suspected if the child is unable to stand without support by 

the:

a. 12th month

B. 14th month

c. 18th month

d. 20th month

3. in terms of mental retardation, secondary preventive interventions are 

implemented to:

a. Prevent regression and manifestation of additional disabilities

B. Promote quality of life

c. Prevent manifestation of the disability

d. minimise the impact of the disability on social isolation and stigmatisation

4. the main side-effects experienced by a person taking lithium carbonate 

are: 

B. low blood pressure, syncope and tremor

c. increased bleeding tendencies, hypersalivation and immunosuppression

d. tremor, syncope and dry mouth

E. apathy, drowsiness and dry mouth

5. Proportion of patients attending a tmJ dysfunction clinic, diagnosed with 

a mental disorder:

a. 25%

B. 43%

c. 28%

d. 33%

for each of the following, select the one incorrect statement:

6. the NimH screening system for mental retardation prescribes maternal 

blood tests during the pre-natal period to aid in the diagnosis of:

a. rhesus (rh) incompatibility

B. foetal chromosomal abnormalities

c. Neural tube defects

d. anaemic conditions

7. factors impacting negatively on oral health, appropriate oral self care and 

access to dental services among the mentally retarded include:

a. Severity and stage of the mental illness

B. dental personnel that are appropriately trained (able) and willing to 
provide dental care

c. oral side-effects of medications

d. lack of personal perception of oral health problems

8. anaemia is a common comorbidity of alcoholism and predisposes the 

individual to the following oral health problems:

a. recurrent aphthae

B. Gingival hyperplasia

c. Glossitis

d. angular chelitis

9. Side-effects related to the chronic use of anti-psychotic drugs that pose 

significant challenges to the dental team include:

a. Voluntary tongue movement

B. abnormal jaw movements

c. Grimacing

d. involuntary movement of the facial muscles

true or false

10. Simple dental procedures pose a serious risk to someone with down’s 

syndrome.

a. true

b. false

11. anxiety and depression are aetiological factors associated with burning 

mouth syndrome.

a. true

b. false
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cOnTInuOus pROfEssIOnAL DEvELOpmEnT

effeCtIve uSe of SurfACe dISInfeCtAntS

Select the one correct statement

1. an example of an infectious disease that may be transmitted through 

inhalation is:

a. HiV

B. influenza

c. tB

d. Hepatitis

2. in dentistry, barriers such as plastics are typically used on instruments 
that are frequently touched by contaminated hands, but are difficult to 

disinfect and may include:

a. Scalers

B. intra-oral camera wands

c. digital x-ray sensors

d. curing light wands

3. cdc intermediate level disinfectants are not effective against:

a. Hepatitis B virus

B. aspergillus

c. Bacillus atrophaeus

d. mycobacterium tuberculosis

4. information that must be declared on a disinfectant’s label includes:

a. contact time required / listed tB kill time

B. instructions for use and information regarding application

c. list of micro-organisms that the product is effective against

d. all of the above

true or false

5. in dental treatment areas where surface are likely to be contaminated 

with blood non-tuberculocidal disinfectants should be used. 

a. true

b. false

6. Employees are liable to be fined for non-compliance with cdc guidelines 

in the absence of disease outbreak. 

a. true

b. false

7. the term ‘standard precautions’ supersedes ‘universal precautions’.

a. true

b. false

8. low-level, hospital-grade, tuberculocidal disinfectants are to be used in 

disinfection of clinical contact surfaces. 

a. true

b. false

9. the cdc recommends a spray-wipe-spray technique when using surface 

disinfectants.

a. true

b. false

dentAl ProteCtIon lImIted

Select the one incorrect statement

1. the state may recover losses from an employee practitioner when the 
practitioner:

a. acted outside of his/her scope of practice and scope of employment.

B. complied with a standing instruction

c. Was under the influence of drugs and/or alcohol when treatment was 
provided

d. acted recklessly

2. the cover provided by dPl to practitioners working in the public sector 
include:

a. clinical negligence claims

B. HPcSa referrals

c. internal disciplinary matters

d. inquests

3. “Vicarious liability’ means that the dentist is responsible for any negligent 
act or omission provided by:

a. Non-clinical staff

B. dental Hygienist

c. an employee acting according to an instruction

d. all of the above

4. When a locum is employed within a practice it is imperative that the

a. independent contract status of the locum is clarified

B. locum provide documentary evidence of his/her indemnity arrangements

c. locum clearly inform the patient of his/her independent contract 
status within the practice and that this discussion be documented in 
the patient’s medical records.

d. all of the above

5. the cost discrepancy in professional indemnity cover and subscription 
rates provided by dPl between dentists working in the private and public 
sectors is  due to:

a. Private practitioners subsidising state employees

B. the need for private practitioners to indemnify themselves aginst any 
claim made by a patient

c. National treasury’s regulations which maintain that the state accept 
responsibility for all claims and losses arising from treatment provided 
in a negligent fashion by practitioners employed in that sector

d. Both B and c above
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