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Advertisement feature

Introducing Sensodyne®  
Repair & Protect
Building a new layer of protection
Presenting advanced NovaMinTM technology
Sensodyne® Repair & Protect is the first toothpaste to harness the 
advanced reparative power of NovaMinTM plus fluoride.

Originally developed for bone regeneration,1 NovaMinTM delivers calcium 
and phosphate into your patient’s saliva2-4 and provides favourable 
conditions for hydroxyapatite-like layer formation.

Building a reparative layer
From as quickly as the first use, in vitro studies have shown a 
hydroxyapatite-like layer forming over exposed dentine and within the 
dentine tubules2,5-8 that is 50% harder than dentine.9
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Pre-brushing Post-brushing Post-acidic challenge
In vitro SEM images of the tooth surface pre-brushing, of a reparative layer formed after twice-daily brushing for 4 days and of a reparative layer post a 5-minute acidic challenge.10

Building an integrated and resilient layer
The hydroxyapatite-like layer formed binds firmly to the collagen 
in the patient’s dentine8,11 and helps protect your patients from 
the chemical and physical oral challenges they encounter in their 
everyday lives.6,9,10,12

In vitro studies have shown that the robust layer builds up over 
5 days10 and, with twice-daily brushing, provides patients with 
continual protection from dentine hypersensitivity.13–15
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glass. In Bioceramics 7, (eds) OH Andersson, R-P Happonen, A Yli-Urpo, Butterworth-Heinemann, London, pp61–66. 12. Wang Z et al. J Dent 2010;38: 400−410. 13. Salian S et al. J Clin Dent 2010;21(3):82-87. 14. Du MQ et 
al. Am J Dent 2008;21(4):210−214. 15. Pradeep AR et al. J Periodontol 2010;81(8):1167−1113. 16. Touchstone research February 2012. 
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love and work are said to be the cornerstones of 

being human and both are vital for happiness. Yet 

juggling the demands of each can be difficult. By 

thinking differently, perhaps we can find ways to 

have a better balance.

like many things there is no one right way or 

magic formula. our work and family circumstances 

vary enormously. for example: how many children we 

have to juggle, their ages, their in- and out-of-school 

activities, the amount of social support we have, the 

nature and demands of our job and our partner’s job, 

the scope we have to flex our hours of work and where 

and when we carry out our duties, the amount and type 

of childcare support our employer provides, as well as 

who we are – our personality, strengths and outlook.

We have to find what works for us at any given 

time – recognising the need to be flexible as personal, 

family and work needs vary and change. Below are 

some ideas to think about and try. You may already 

be doing some, but if you continue to feel strained, 

try focusing for a few days or weeks on one idea at 

a time before moving to another.

What are your patterns?

Being more mindful of the different potential sources 

of conflict between work and family life, including time, 

demands, strain and behaviour, can help us to be more 

conscious of the patterns we tend to fall into and help 

us to think of effective strategies to guard against these.

the way in which we think about the demands upon 

us makes a huge difference to how we feel and how 

effective we are at responding. think of the ways in 

which your family life and the skills you use at home 

can make you more effective at work, and vice versa.

Make soMe tiMe for fun

Positive emotions spread to others and enable us to 

be more resourceful, flexible and open, which helps 

us to be better at solving problems. So, whilst you 

may not feel like having fun at work or at home, it is 

important – you may find it actually helps.

teaM up

connecting with others is a key source of happiness 

and part of that is feeling supported and supporting 

others. it also helps build happier communities.

So who around you is juggling similar work and 

family demands? Who can you call when you need to? 

can you set up a system between you (even if it is just 

swapping mobile numbers with other parents in your 

child’s class) to provide back-up when it’s needed?

Make your boundaries clear

it isn’t easy, especially in some jobs, but making clear 

boundaries between work, family and even personal 

time can be an effective approach to balancing 

work and home.

often it is the quality of time not the quantity that 

makes the difference. and there is strong evidence 

that our ability to stay focused on the present rather 

than worrying about the past or what we have to do 

next is important for happiness. for some it may mean 

having clear times in which to deal with work issues 

and times when you are solely focused on things at 

home and so have your email switched off and work 

calls diverted. for others it could be possible to have 

times at work where you close your door and get 

on with your tasks and other times when you are 

available to colleagues.

try setting aside time each week for you and your 

family to do something together – a meal without 

the distraction of tV, phones or computers; a walk; 

or playing a game together.

tiMe for you

research has shown that making a little time and 

space for you is really important for your happiness 

and will have a ripple effect on those around you. 

and it doesn’t need to be much. Just 10 minutes of 

mindfulness practice a day or 20 minutes of exercise 

can make a huge difference in your energy levels, 

your emotional state and your coping ability. or fit in 

some time for a hobby or leisure activity that you enjoy 

or find meaningful – even it’s just an hour a week.

use your strengths

try to use your strengths in juggling work and family 

life. researchers suggest we are more effective when 

we are using our strengths. We find it more intrinsically 

satisfying and it can even help us feel more energised.

partner With your partner

How can you and your partner can use these ideas 

to optimise your effectiveness at home and at work, 

increase your happiness and build rather than strain 

your relationship? How can you support each other 

and both have your needs met?

the quality of your relationship is central to the 

happiness of your whole family so without adding 

to the pressures on you both it is important to have 

at least a little focus on building and enriching it.

get your priorities aligned

aligning what we really value with the actions we take 

and how we spend our time can make a difference 

to how happy we feel and how satisfied we are with 

our lives. it is easy to lose sight of this when we are 

caught up in the busyness of daily life.

Work With your eMployer

Some employers offer benefits such as flexitime, 

short work weeks, or a ‘family friendly’ culture and 

policies. Since what works for some employees may 

not work for others, why not talk with your employer 

about what would help you give your best at work 

and be sure to share any practical ideas you have 

that may help you and benefit your colleagues and 

the practice.

reference: Happy at Work: ten Steps to ultimate Job 

Satisfaction: Practical and concise plan to help you 

create a happier work life

bETwEEN wOrk ANd lifE
GET A GOOd bAlANCE

EDITORIAL

natasha Swart
managing editor
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EDITORIAL

prESidENT’S dESk
frOm THE

Stella Lamprecht
Ohasa president

dear oHaSa members and colleagues

Welcome to the second quarter of the year.

oHaSa cards have been printed and were 

distributed at the first branch seminars. outstanding 

cards have been posted to the members. cards 

were issued to members that complied with the 

deadline by sending through their application forms 

and proof of payment. Please understand that no 

further cards will be printed.

registration of independent Practice is progressing 

well, with thirty-three oral hygienists registered in 

independent practice, two of them in the non-clinical 

category and only eight of the thirty-three are 

non-oHaSa members. We would like to express the 

importance of having dental insurance Protection, 

which is available through Sada. i would like to 

thank the members who have waited patiently for 

this process to be completed.

the coding list for oral Hygienists in Private 

Practice has been finalised and is available on 

the website or the oral Hygienists – South africa 

facebook page. if you struggle to download it, 

then please send me an e-mail.

these guidelines have been produced in good faith 

in order to promote the correct interpretation of 

procedure codes, to avoid either misunderstanding 

or misinterpretation by oral hygienists or other 

parties. in this way the highest standards of practice 

will be maintained. 

the schedule includes procedures and services 

for use by oral Hygienists practising independently 

for purposes of keeping accurate patient records, 

reporting procedures on patients, and processing 

oral healthcare-related insurance claims.

the procedure codes listed in the schedule have 

been divided into categories of service based on 

the branches of clinical oral hygienist practice. 

the procedures are grouped under the category 

of service with which the procedures are most 

frequently identified. individual procedure codes 

consist of a procedure code, procedure description 

(nomenclature), and when necessary, a descriptor, 

that provides further definition and/or guidelines 

to clarify the intended use of the procedure code.

the guidelines do not include any fees. Each oral 

hygienist will have to calculate his/her own fees. 

coding rules and guidelines apply irrespective of 

whether oral hygienists deal directly with medical 

schemes and/or funders or not.

HPcSa fees are now past the due date, please 

remember it is a criminal offense to practice 

without being registered at the HPcSa. Please 

note that there is an applicable penalty fee and/or 

suspension for not updating your portfolios at the 

HPcSa, contact details and change of address is 

an example. continuous Professional development 

audits have been successfully submitted via the mP 

consulting profiles.

members are encourage to visit the 2016 

international Symposium of dental Hygiene (iSdH) 

website by clicking on the 2016 iSdH logo on 

the international federation of dental Hygienists 

website homepage, there is also a facebook 

link. Early registration starts in august 2015 until 

29  february  2016. registration fees for dental/

oral Hygienists, medical/dental Practitioners and 

allied Healthcare Providers are on the website 

with discount for travellers on Swiss air. the call 

for abstracts deadline for submission of abstracts is 

tuesday, 1 September 2015 and latest notification of 

accepted abstracts will be tuesday, 27 october 2015.

the videos of the presentations at our seminars 

are posted on the website under the knowledge 

share and slides are posted under general news. 

i would like to encourage you to use our website. 

on behalf of oHaSa i wish to thank all our 

dental traders for their continuous support and 

generous sponsorship and for their commitment 

and dedication to our association. 

to all the members celebrating ramadan i would 

like to wish you a Blessed month.

God Bless 

Stella ●

to the author of the published article stress and the dental hygiene profession: 
risk factors, symptoms, and coping strategies s. lopresti, Canadian Journal of 
Dental Hygiene, Volume 48, number 2, pages 63-69

NOTifiCATiON Of rETrACTiON 
ANd ApOlOGy 

the Editor of the OHASA Journal unreservedly apologises to ms Sabrina lopresti for altering and adapting the abovementioned article that was published in 

the OHASAJ, Volume 16, Number 1, page 12–15. 

the Editor of the OHASA Journal failed to seek consent to publish an adaptation of this article from the Canadian Journal of Dental Hygiene. the article, in its 

original and correct form, is freely available online at http://www.cdha.ca/pdfs/profession/Journal/v48n2.pdf.
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Natalie Gordon 

ANd wOrkiNG prACTiCES Of 
SOuTH AfriCA
dENTAl THErApiSTS ANd OrAl HyGiENiSTS

JOb SATiSfACTiON

abstract

aim: to determine the job satisfaction and working 

practices of oral hygienists and dental therapists. 

Method: this was a descriptive cross sectional study 

of registered oral hygienists (N=960) and dental 

therapists (N=440) registered with the HPcSa in 2010. 

data was collected by means of a self-administered 

questionnaire posted to respondents. results: 

the response rate was 22%. dental therapists 

were less satisfied than oral hygienists on every 

satisfaction dimension (p<0.0001), less satisfied 

than dental therapists in other countries involving 

similar studies. dental therapists in private practice 

were more satisfied than those in public health. 

oral hygienists in public health were least satisfied. 

dental therapists’ routinely performed their full 

scope of practice; oral hygienists performed the 

preventive and therapeutic services related to 

the practice environment. Professional concerns 

raised include a lack of respect and recognition for 

the professions and this is reported with greater 

frequency among dental therapists than oral 

hygienists; limited scope for career development, 

further studies and employment. conclusion: Both 

professions had less job satisfaction than their 

counterparts in countries where similar studies 

were done. Work practices for both professions 

are in line with the needs of a substantial part of 

the South african population. dental workforce 

planning should take into account the concerns 

expressed. the results suggest that the department 

of Health may not be the preferred employer for 

both oral hygiene and dental therapy.

introduction 

the South african oral disease profile suggests that 

dental therapists and oral hygienists can contribute 

significantly to improve the oral health of the South 

african population at a primary care level.1 the 

current and potential role of these professions in 

the dental team and in service delivery has been 

under discussion for a number of years at National 

Health, the Health Professions council of South africa 

(HPcSa), academic institutions, and professional 

associations. However, the roles occupied and 

ultimately the service that these professions deliver 

may be influenced by the degree of satisfaction 

with their profession, their workplace experiences 

and practices. 

international trends in the development of oral 

hygiene as a profession show an increase in the 

numbers of oral hygienists educated, an increase 

in baccalaureate dental hygiene programmes with 

a shift from diploma as entry-level qualification, 

an increase in the clinical scope of practice and 

professional autonomy, a decline in mandated 

level of work supervision and a slight but gradual 

increase in independent practice.2 Studies show 

that oral hygienists are generally satisfied with 

their careers 3-8 and take career breaks primarily for 

family-related reasons.4,5,7 However, these studies 

highlight professional concerns around issues such 

as further education and training, expanded clinical 

functions, independence and decision making and 

role clarity in the dental team. 

dental therapists were initially trained as school 

dental nurses in New Zealand to improve access to 

dental care. this model, where the profession was 

legislated to work within government structures was 

subsequently adopted by other countries as a means 

to improve access to care, primarily for children.9,10 

By the 1980s the term dental therapist was used.9 

international trends in dental therapy indicate 

considerable variation in the dental therapy practice 

environment, differences in scopes of practice 

and the degree of supervision required 9; career 

breaks are taken by a significant number of dental 

therapists.11, 12 Since the 1990s legislative changes 

enabled more dental therapists to work in the private 

sector in prescriptive or consultative agreements 

with dentists or completely independently.9,10,13 

Satur et al. 12 reported that removal of legislative 

restrictions on employment settings created a 

“demand and a demonstrable role” for dental 

therapist services in non-governmental practices. 

although the literature is sparse, South african 

dental therapists have reported concerns around 

professional development and autonomy, limited 

post-graduate opportunities and remuneration.14,15 

Naidu et al.16 reporting on career satisfaction 

across three health care systems, found that career 

satisfaction was significantly lower among dental 

therapists in trinidad & tobago, where the role of 

this professional was also most restricted. individuals 

who felt valued as a member of the dental team, 

expressed higher levels of career satisfaction.16 

although 59% of dental therapists in New Zealand 

felt that they were not a valued member of the 

dental team compared to the united Kingdom (32%) 

and trinidad (39%) they were almost twice as likely 

to express higher levels of career satisfaction.9 

this may be explained by communication with 

thompson, cited in Nash et al.9 that New Zealand 

dental therapists have been highly valued by the 

public for more than 80 years.

dental therapists11 and oral hygienists5 in the 

united Kingdom reported to have high levels of 

job satisfaction; a substantial number had obtained 

further qualifications, read professional journals and 

engaged in continuing education. these results 

suggest “a highly motivated workforce who enjoy 

their chosen career”.11 

dental workforce planning may be better informed 

by understanding the level of job satisfaction and 

working practices of these professions. therefore, 

this study aimed to determine the job satisfaction and 

working practices of South african oral hygienists 

and dental therapists.

Method

this was a descriptive cross-sectional study of 

all oral hygienists (N=960) and dental therapists 

(N=440) registered with the HPcSa in 2010. data 

was collected by means of a self-administered 

questionnaire posted to respondents. a stamped 

self-addressed envelope was included for the return 

of the completed questionnaire. Questions were 

primarily closed-ended and were informed by similar 

research on working practices and job satisfaction 

of dental therapists.11 Variables measured included: 

1) demographic characteristics, 2) dimensions of job 

satisfaction measured by six statements rated on a 

10 point scale ranging from 1 (no satisfaction) to 10 

(complete satisfaction), 3) frequency of performing 

scopes of practice rated as regularly (part of daily 

practice), occasionally and never, 4) the nature of 

duties within their current employment, 5) exposure 

to continuous professional development (cPd) in 

RESEARCH
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the past 12 months, and 6) number of career breaks 

(absence from work for longer than one month). 

open ended questions were included for the job 

satisfaction domain for clarification. a pilot study 

was done and the questionnaire modified where 

the response indicated ambiguity in the questions. 

data was entered into SPSS version 20 and the 

analyses done in SaS v9 (SaS institute inc., cary, 

Nc, uSa). descriptive statistics, the chi-Square 

test for association, Wilcoxon rank Sum test for 

comparison of groups and the Kruskal-Wallis test, 

where more than two groups were used.

the research project was approved by and 

registered with the faculty and Senate research 

committees of the university of the Western cape.

results

the response rate after two postal mailings was 

22% (n=301). 40 questionnaires were returned to 

sender. most (70%; N=210) were oral hygienists 

and 30% (N=91) were dental therapists.

demographic information 

table 1: Profile of dental therapists (dts) and oral 
hygienists (oHs)

Variable  dts ohs

age range 23-59 
years

22-61 
years

mean(sd) 39 (9.93) 38 (9.68)

Gender female 46% 98.6%

male 54% 1.4%

further 
studies

Expanded 
functions - 49.5%

university dipl. 22.6% 6.5%

Bachelor degree 9.7% 15.9%

Post-graduate 32.2% 13%

other 35% 14.9%

area of 
employment

Self-employed 41.6% 0%

Employed in:

General practice 13.5% 41.7%

Specialist practice 0% 33.8%

Public health 36% 9.8%

academia 6.7% 7.8%

other 2.2% 6.9%

Employment 
status

full time
93.6% 60.4%

Part time 6.4% 39.6%

career 
breaks 

1-2 
(34%)

1-4 
(57.6%)

Primary 
reasons 

child rearing
30 64.1

Studies 16.7 7.7

illness 10  

another career 6.7 6.8

retrenched 6.7  

cPd in past 
12 months

Primarily seminars 
and short courses 82% 89%

Journal read 
at least once 
a month

Journal of 
dENtaSa

73.4%

Journal of oHaSa 77%

Journal of Sada 12.5%

Variable  dts ohs

feels valued 
in the dental 
team

most or all of the 
time

32.2% 71%

dental 
assistant 
provided

Every patient

74.4 6.4

When available/ 
requested 23 37.6

Never 2.6 55.9

Job satisfaction of oral hygienists and dental 
therapists 

table 2: Job satisfaction of oral hygienists (oHs) and 
dental therapists (dts)

satisfaction 
category

Mean 
(sd) oh

Mean 
(sd) dt

Mean 
(dt+oh) (sd)

1. Working 
conditions 7.1 (2.22) 5.8 (2.77) 6.7 (2.46)

2. Work resources 7.1 (2.25) 6.4 (2.70) 6.9 (2.41)

3. the profession 7.1 (2.00) 6.4 (2.49) 6.9 (2.18)

4. career 
development 4.8 (2.62) 4.6 (3.03) 4.7 (2.75)

5. remuneration 5.7 (2.18) 4.1 (2.62) 5.2 (2.43)

6. Scope of practice 6.7 (2.11) 4.7 (2.65) 6.1 (2.47) 

overall satisfaction 6.4 (1.68) 5.4 (1.98) 6.1 (1.84)

dental therapists were less satisfied than oral 

hygienists in every category (table 2). Significant 

differences were found between the professions in: 

overall satisfaction, working conditions, remuneration 

and scope of practice (p<0.0001).

differences were also found within professions 

with self-employed dental therapists rating their 

satisfaction higher for working conditions, work 

resources, career development and remuneration 

than their peers. 

Higher satisfaction was reported by oral 

hygienists in general practices for the profession 

and remuneration; in specialist practices for working 

conditions, scope of practice and work resources; and 

in academia for career development. Public health 

oral hygienists scored the lowest for each category.

Significant differences were found in employment 

categories for: remuneration, conditions of 

employment, resources, scope of practice and 

total satisfaction (p<0.0001).

Respondents comment on job satisfaction

the following were highlighted in the open ended 

question for elaboration on job satisfaction:

•	 overall satisfaction: a lack of respect for the 

professions was a common theme and this 

was reported with greater frequency by dental 

therapists than oral hygienists. Positive satisfaction 

experiences were related to greater autonomy, 

a positive and challenging work experience, 

recognition for the profession, having flexibility 

in the work environment and being able to make 

a difference to patients and communities. 

•	 Working conditions and resources: these 

included personal concerns such as lack of 

benefits in terms of medical aid, pension and poor 

salaries and structural concerns such as working 

without a dental assistant, a shortage of material, 

old equipment and substandard sterilisation. 

•	 the profession: lack of recognition of the 

professions, being poorly treated as professionals, 

limited opportunities in terms of employment, 

promotion and room for growth. 

•	 career development: No or limited scope for 

career development, further studies, and lack 

of post-graduate opportunities.

•	 remuneration: Poor salaries, being underpaid, 

not being treated fairly, big differences in salaries 

between professions for the same work done; 

tariffs being different between dentists and dental 

therapists for the same procedures. 

RESEARCH

figure 1: level of job satisfaction per employment category*

* Figure 1 shows oral hygienists and dental therapists combined for the six dimensions of job satisfaction by category 
of practice (see legend below Figure 1 for categories of practice).
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•	 scope of practice: Not using “expanded functions” 

were noted by oral hygienists; scope being “to 

limited” leading to limitation of work was reported.

Work practices of dental therapists and oral 

hygienists

most respondents primarily fulfil the role of a 

clinician, with supplementary administration and 

management functions. Public health practitioners 

work in clinical and health promotion roles. most 

respondents (96% of oral hygienists and 91% of 

dental therapists) perform clinical functions as part 

of their daily work practices. 

table 3: Scope of practice performed on a regular basis 
by oral hygienists (oHs)

clinical procedures % ohs

Polish 75

Scaling 74

fluoride rx 66

tooth desensitising 55

fissure sealants 50

radiographs 49

impressions 44

Plaque controlling agents 40

cutting of distal wires 36

removal of orthodontic bands 34

Surface aneasthetic 30

Patient examination (perio) 25

rootplaning 25

cephelometric tracings 20

the most frequently performed functions were 

the basic preventive and therapeutic procedures 

(table 3). less than 10% of oral hygienists perform 

the remaining scope of practice regularly. the 

scope of practice performed was consistent with 

the practice environment. 70.6% discussed plaque 

control with every patient and 22.4% discussed 

plaque control with at least 75% of their patients. 

additional functions to the scope of practice 

suggested by oral hygienists were tooth bleaching 

and one surface restorations.

table 4: Scope of practice performed on a regular basis 
by dental therapists (dts)

clinical procedures % of dts

Extractions 91

Examinations 79

Scaling 73

Polish 71

restorations 71

treatment for post extraction 
bleeding

59

treatment of alveolar osteitis 58

trimming of restorations 52

radiographs 48

fissure sealants 44

clinical procedures % of dts

fluoride treatments 55

tooth desensitising agents 48

Plaque controlling agents 43

Surface aneasthetic 49

Sutures 33

treatment of minor injuries 33

frequently performed functions fall within the basic 

primary oral health care domain. (table 4).

additional functions to the scope of practice 

suggested by dental therapists were the design of 

crowns, bridges and dentures, drug prescription, 

root canal treatment and surgical removal of teeth. 

44.6% discussed plaque control with every patient 

and 28.9% discussed plaque control with at least 

75% of patients.

discussion

demographic characteristics

dental hygiene is predominantly a profession 

occupied by females,2,6 whereas the gender 

distribution of dental therapists appear to be 

country specific. career breaks primarily for child 

care or family responsibility seems to be a feature 

of dominantly female professions4,5,7 also noted in 

this study. this observation may influence work 

patterns of these professions as indicated in the 

literature. considering that more females are 

entering all professions in the dental field, there 

may be a need to look at the impact on the dental 

workforce in South africa. 

Job satisfaction among oral hygienists and 

dental therapists

the level of job satisfaction of respondents in this 

study was lower than similar studies where job 

satisfaction of dental therapists11 and oral hygienists7 

was rated on a 10 point scale. the concerns expressed 

in this study may be better understood if located 

within the concept of a profession and what being 

a professional entails. 

in theorising the concept of a profession, authors 

have referred to characteristics of “a unique body of 

knowledge, the provision of an altruistic service to 

society and autonomy through control over work and 

work conditions in practice”.17 these characteristics 

may offer some indication of practice expectations of 

respondents in terms of their profession. concerns 

such as limited discipline specific post-graduate 

studies, qualifications that had financial and personal 

implications, yet may have had limited use in their 

daily working practices (which were primarily 

clinical in nature) would not support the notion of 

building a body of knowledge. reports of “making a 

difference to patients and communities” highlighted 

that respondents wished to make a difference, 

rather than simply perform a service. the fact that 

respondents participated in continued professional 

development, further education and regularly 

read professional journals indicated an interest in 

professional development; practices also reported 

by dental therapists in the united Kingdom.11 at the 

time of this study oral hygiene was offered as a 

two year university diploma by most South african 

universities, although the suggestion for a degree 

in oral hygiene enabling graduates a wider scope 

of employment and possibility of post-graduate 

study was raised as early as 1977.18 

autonomy is a key characteristic of any profession.17 

the lack thereof noted by respondents may have 

been a reflection of the referral system and practices 

within the employment setting. Self-employed dental 

therapists practice privately and independently subject 

to working under supervision of a dental therapist 

or dentist for one year20 and thereafter follows 

the “upward referral model”. this model adopted 

by medicine uses a referral system where dental 

auxiliaries diagnose and carry out their treatment 

plans within their professional ambit and refers 

conditions outside their diagnostic and treatment 

capabilities for specialist input.19 this system may have 

contributed to the greater job satisfaction expressed 

by self-employed dental therapists. However, there is 

an inherent contradiction in that dental therapists are 

able to practice autonomously if employed in the public 

health system but is mandated to supervised practice 

as a requirement for independent private practice. 

the rationale for supervision prior to independent 

practice is not articulated in policy documents. a 

potential consequence of this requirement is that 

the dental therapist is socialised to the professional 

and personal work practices of the supervising 

professional. independent private practice has been 

promulgated for oral hygienists since the initiation of 

this study, subject to the same conditions as dental 

therapists 21 which explains why there were no oral 

hygienists in the self-employed category of this study.

in contrast a “downward referral model” refers 

to a system where expertise is seen to lie within the 

dental practitioner who diagnose and refer as in the 

case of supervised practice. a downward referral 

system limits the patients’ choice of provider and 

of the professional to develop an optimal care plan 

within the ambit of their profession. the literature 

refers to the training of dental auxiliaries as a means 

to shift procedures requiring “low-technology 

services” to free the dentist to undertake more 

demanding complex technological procedures.19,22 

Yet the logistics of a “downward referral model” 

may not leave room for the dentist to develop or 

practice more advanced skills. instead of being 

the “professional specialist” in terms of referral 

as is the case of medicine, or the team leader as 

indicated in the dental literature, the dentist ends 

up being the gatekeeper of dentistry. 

concerns around lack of autonomy, professional 
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respect, flexibility in the work environment, being able 

to make a difference to patients and communities 

reported in this study may be embedded in broader 

issues of teamwork and role clarity in the dental 

professions as noted by csikar et al.23 dental 

therapists in the united Kingdom reported to 

see themselves as part of the dental team, yet a 

substantial number felt that more practice patients 

could have been referred to them and that they 

could have done more extensive clinical work. a 

lack of awareness among referring dentists of the 

dental therapist’s role and contribution to improved 

oral health was noted.23 

the broader dental environment requires multi-

disciplinary teamwork to address oral health 

concerns. Such an approach needs a culture shift 

in power sharing 19 and developing programmes 

within undergraduate training that focus on the 

dental team as a multi-professional unit.19,24,25 these 

programmes should champion the benefits of working 

in a multi-professional group. it should address 

tensions inherent, “with reference to the structural, 

cultural and skills context” in professional groups 

and individual practitioners working together.19 it 

should further reflect a more patient-centred oral 

health team and ensure a “more collaborative 

arrangement where professionals work together 

as colleagues with mutual recognition of each 

person’s professional expertise and contribution”.24 

Where the profession is not perceived to be valued, 

individuals may pursue a career such as dentistry as 

it is seen to possess the qualities of a profession.

Work practices of dental therapists and oral 

hygienists

although the scope of practice for oral hygienists in 

South africa is extensive compared to a number of 

other countries,2 the actual procedures performed 

are informed by the nature of the practice and 

referral by the dentist. considering the oral disease 

profile of the country and the commitment to primary 

healthcare1, there is a need for oral hygiene posts 

in the public sector to focus on the prevention and 

promotion aspects which is core to this profession. 

monajem26 argued that dental hygienists have a role 

to play in integrating oral health into general health 

through “translating health promotion principles into 

action” at community levels. However, considering 

that public health oral hygienists showed the 

lowest satisfaction at every level suggests that 

public health may not be the preferred employer 

of oral hygienists. 

the range of services provided by dental therapists 

show that the full scope of practice was generally 

provided on a regular basis and encompassed the 

basic package of oral health services expected to be 

delivered at primary healthcare facilities.1 treatment 

of pain and sepsis, conservative, therapeutic and 

preventive care was provided as part of their 

regular working practice. Self-employed dental 

therapists showed high satisfaction for all categories 

except scope of practice whereas public health 

respondents showed lowest satisfaction for all 

categories except scope of practice (figure 1). 

the implication is that public health may not be 

the preferred employer for dental therapists. an 

exploratory study comparing patient satisfaction 

with dental and dental therapist visits, found that 

patients attending dental therapists had significantly 

higher overall satisfaction.27 in spite of variables 

reported that could possibly have influenced the 

outcome, the results show an acceptance of the 

dental therapist by the public.27 

the response rate of 22% may indicate that the 

result of this study is biased to those individuals 

not satisfied with their profession and that non-

respondents may differ substantially from responders. 

However, the results appear to be consistent with that 

of Prinsloo14 who reported dental therapist complaints 

such as inadequate salary, status, equipment and 

unsuitability of training, poor promotion potential 

in state services and Singh15 who reported that 

frustration with their limited scope of practice in the 

private sector; a lack of posts, poorly functioning 

dental facilities, and inadequate remuneration in the 

public sector caused high levels of dissatisfaction 

among dental therapists.15

oral hygienists and dental therapists may need 

to reflect on their role and responsibility in elevating 

the status of their profession within the dental 

team and broader community. as was indicated 

for the New Zealand dental therapist, where the 

professional is highly valued by the public, their 

job satisfaction was also higher. 9

conclusion

dental therapists were less satisfied than oral 

hygienists at every level and were less satisfied than 

their counterparts in countries where similar studies 

were done. Working practices for both professions 

were in line with basic oral health services to meet 

the basic needs of a substantial part of the South 

african population. dental workforce planning for 

the utilisation of these professions should take 

account of the concerns expressed. the results 

of this study suggest that the public health sector 

may not be the preferred employer for both oral 

hygiene and dental therapy.
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suMMary

the abuse of both licit and illicit substances by the 

general population affects at least one in ten people. 

research shows that the oral healthcare worker has 

at least the same prevalence of substance abuse, 

perhaps even higher. the emergence of prescription 

drug abuse is one of the most worrying and dangerous 

aspects for the healthcare worker, due to ease 

of access to such drugs. according to the united 

Nations, prescription drug abuse is amongst the 

top three practices of substance abuse. We have an 

obligation to incorporate the evidence of substance 

abuse among oral healthcare professionals in our 

undergraduate dental curricula in order to combat 

this phenomenon. as the stress of daily survival 

in single practitioner practices increase, so will 

the danger of substance abuse. this may lead to 

impairment of the healthcare worker and ultimately 

loss of registration. it will take a combined effort 

from organised dentistry and academic institutions 

to establish a national strategy to ensure we address 

this important issue at undergraduate level and 

provide support at practitioner level. this paper will 

deal with substance abuse and the implications of 

impairment it holds for the oral healthcare worker.

introduction 

Physician impairment is a very serious complication 

and is most frequently caused by substance abuse 

in young adults.1 according to the World Health 

organization (WHo), substance abuse includes both 

licit substances such as prescription drugs, alcohol 

and tobacco, as well as illicit substances. for the 

purpose of this paper, we will use the all-inclusive 

term “substance abuse” rather than drug, alcohol 

or tobacco abuse.

illicit substances refer to illegal substances such as 

marijuana, cocaine, ecstasy and other drugs under 

international control. there are however new illicit 

substances entering the global market at a steady 

rate, many not yet under international control.2

acronyMs
add:  attention deficit disorder

Vdp’s:  vocational dental Practitioners

Who:  World Health organisation

conflicting evidence exists on the prevalence of 

substance abuse amongst the medical profession. 

Early research found a prevalence of substance 

abuse within the medical profession higher than 

population average, but more recent investigations 

have not shown the same trends.3-5 What is accepted 

is that substance abuse will influence brain function, 

which may lead to the impaired functioning of the 

individual abusing the substance.6,7 for the purpose 

of this article, we define “impairment of a healthcare 

professional” as the inability or impending inability 

to practice according to accepted standards as 

a result of substance use, abuseor dependency 

(addiction). Substance abuse may result in adverse 

social and professional consequences.8

it is estimated that approximately 10-15% of all 

healthcare professionals will abuse a substance 

at some time during their career, a rate in fact 

similar to that of the general population,8 although 

there are some indications that the profession 

could have an even higher prevalence.9 this is 

disturbing because healthcare professionals are 

the caregivers responsible for the health and 

well-being of the general population.8 dentists 

are an important part of this healthcare team.

the factors underlying substance abuse amongst 

dentists may be complex and could involve both 

genetic susceptibility and the stressful work 

environment in which we function.6,9,10 according 

to curtis (2011), stress of daily practice includes 

the following:9

•	 most dentists work in isolation in one man 
practices;

•	 other dentists are seen as competitors rather 
than as colleagues;

•	 the frustration of trying to do pain free dentistry 

on a daily basis; and

•	 having a high debt burden.

Genetic susceptibility seems to have the biggest 

impact during the adolescent years and this may 

be a particularly stressful time for dental students.6 

the cost of studying at dental schools in South 

africa, especially when burdened with student 

loans, has become a massive problem for many 

students, introducing stress at a young age when 

they are at their most vulnerable and leads to their 

starting practice facing a high debt commitment.

Substance abuse among oral healthcare workers 

may be divided into licit substances. 

licit substances

Substances of importance here are:

•	 alcohol

•	 tobacco

•	 prescription drugs.

alcohol

alcohol may be the most commonly abused 

substance amongst dentists.5,11 mcauliffe et al 

(1991), however, could not find any evidence for 

higher alcohol consumption amongst medical 

students and physicians, compared with their 

fellow students in other fields of study.4 although 

one cannot extrapolate data from medical to dental 

students in all cases, it would make sense that both 

are exposed to similar social and stress factors 

during their studies. curtis (2011), in a more recent 

study, reported 10-12% of the general population 

as abusing substances compared with 12-19% of 

dentists.9 this is indeed a worrying trend.

 according to underwood and fox (2000), 

alcohol and drug use among uK schoolchildren 

and university students is increasing.12 the British 

dental Health Support Programme, formerly known 

as the Sick dentist’s Scheme, was founded in 1986. 

its aim is to support qualified dentists who labour 

with alcohol and drug addiction. over 500 dentists 

have been helped on this programme, giving cause 

for concern in the profession in that country. there 

SADA May 2014, Vol 69 no 4 p148 – p152

JC Marnewick1, AW van Zyl2

SubSTANCE AbuSE AmONG 
OrAl HEAlTHCArE wOrkErS

RESEARCH

1. Jc Marnewick: BChD (Pret) MDent (OMP) (Wits).

department of Periodontics and oral medicine, university 

of Pretoria.

2. aW van Zyl: BChD (Stell) MChD (OMP) (Stell). department 

of Periodontics and oral medicine, university of Pretoria. 

corresponding author 

aW van Zyl: department of Periodontics and oral 

medicine, university of Pretoria

Po Box 1266, Pretoria, 0001. tel: 012 319 2336.  

fax: 012 326 3375. E-mail: andrevanzyl@up.ac.za

pAgE 8 OHASA JOURNAL



is also anxiety about emerging trends at student 

undergraduate level.12 the danger of alcohol abuse 

may be that it eventually leads to more serious 

substance abuse as it tends to be the initiation 

substance, together with tobacco.13 

tobacco 

according to the WHo, tobacco is still the leading 

preventable cause of death worldwide. it is thus 

worrying that tobacco abuse should still be prevalent 

amongst dentists. dentists should be at the forefront 

of educating the general population about the dangers 

of smoking, i.e. oral cancer, cardiovascular disease 

and periodontal disease, with all its associated risks.14

prescription drugs

this should become a high priority for organised 

dentistry, as well as the dental schools in South 

africa. Students and practitioners alike should 

be educated on the dangers of abuse of not 

only prescription medicine, but of prescribing 

outside our scope of practice and especially, self-

prescribing. according to the united Nations, this 

latter practice is one of the top three methods by 

which abused substances are obtained in 60% 

of countries worldwide.2 in the uSa, prescription 

drugs are the most abused substance after alcohol 

and marijuana.15 the abuse of prescription drugs 

is when medication is intentionally used without a 

prescription; used for purposes other than prescribed 

or for the pleasurable feeling the drug may induce.15 

although the non-medical use of prescription drugs 

is a serious problem affecting millions worldwide,15 

we are concerned here also with selfprescription 

by dentists for drugs falling outside the scope of 

practice of the discipline for recreational purposes, 

or for coping with daily stress.

dentists are in a privileged position in South 

africa because they may prescribe any drug, or so 

the perception seems to be. although pharmacists 

may fill most, if not all prescriptions by dentists, 

that does not imply that the prescription is legal or 

within the scope of practice of dentistry (general 

or specialist). Prescription drugs that are abused 

in this regard, of which the last two fall outside the 

dental scope of practice, are:16,17

•	 opioids

•	 depressants of the central nervous system

•	 Stimulants of the central nervous system.

opioids

Heroin and prescribed opioids are both highly 

addictive and act on the same receptors in the 

brain.15 opioids are of particular concern as these 

drugs are at the top of the list of abused prescription 

medications. up to 20% of the general population 

abuse prescribed opioids.16,17 there is a similar 

trend amongst healthcare providers.13 opioids are 

abused by using larger than prescribed quantities, 

in conjunction with other drugs and/or alcohol, to 

increase the “high” or used with the sole intention 

of getting high.17 abuse of opioids, when used 

together with alcohol, is extremely dangerous and 

may lead to death.15

depressants of the nervous system

the most common prescription drugs abused 

by impaired physicians were found to be either 

opioids or sedatives. motivation for the abuse of 

these drugs varied from pain and emotional stress 

to pleasure.13,18 according to a paper by curtis 

(2011), 37% of dentists who abuse substances 

prefer alcohol ,followed closely by 31% who abuse 

prescription drugs such as benzodiazepines and 

opioids.9 Pharmacists should be vigilant when a 

prescription for these drugs is received from a 

dental professional, especially if the script seems 

to be self-prescribed.

stimulants of the nervous system

attention deficit disorder (add) is treated 

predominately with stimulants such as 

methylphenidate (mPH), mixed-salts amphetamine 

and dextro-amphetamine. mPH (ritalin®) is the most 

widely used and well known of the stimulants. these 

drugs have become freely available, due to the 

increased prescription for the treatment of add.19 

there is a paucity of evidence on the abuse of 

stimulants amongst dental and medical students. 

in a study of dental and dental hygiene students, 

mcNiel et al (2011), found that almost 75% of students 

reported being stressed, with 50% studying/

working up to 60 hours per week. in their study, 

only 3% of dental and 5.9% of hygiene students 

were prescribed stimulants for diagnosed add. 

in contrast, 12.4% of dental and hygiene students 

reported taking stimulants non-medically. of those 

indulging non-medically, 70% reported a purpose 

of improving concentration and 17% taking the 

drug for pleasure.19

most of those who used stimulants non-medically, 

reported that they obtained the substance from 

friends, with the majority complaining of stress as 

a factor in their decision.19 one can only speculate 

what may happen once these students qualify and 

are able to prescribe for themselves, as the stress 

within private practice is as high, if not higher, for 

factors already mentioned.9

to combat the danger of self-prescribing, one has 

to look at the law in South africa in order to find a 

solution to this problem. it is our opinion that the law 

is not applied effectively by those in a position to do 

so. there are two South african acts of importance 

to consider, the Health Professions act 56 of 1974, 

that explains the concept of impairment and the 

medicines and related Substances control act 101 

of 1965, which outlines the correct procedures for 

prescription of scheduled drugs.20,21 it will take a 

combined effort from organised dentistry, medicine 

and pharmacists, to apply the law in a professional 

manner to protect professionals on the one hand 

and the general population on the other. it should 

not be seen as a punitive exercise, but rather an 

effort by our profession to protect the public against 

tHe dangers of an impaired healthcare worker and 

also to prevent highly trained people from being 

lost to the profession.

illicit substances

Here the term illicit substance is used to describe 

substances under international control according 

to the united Nations and which are produced, 

trafficked and/or consumed illicitly2 underwood 

and fox (2000), surveyed the alcohol and illicit 

substance use among dental undergraduates at 

a uK dental school.12 Nearly half of male students 

reported having used cannabis more than once or 

twice and 8% were current regular users (regular= 

at least once a week). female students reported 

a lower usage, 26% having used it once or twice 

and 6% being regular users. the highest current 

regular cannabis use of 15% was amongst male 

4th and 5th year undergraduates.12

after cannabis, the next most commonly used 

illicit substances among dental undergraduates 

were amphetamines (16%), amyl nitrate (13%), 

Ecstasy and magic mushroom (8%), lSd (5.5%), 

cocaine (4.5%) and inhalants (2.5%).12

a study by the same group provides information 

that can be used to obtain a trend in alcohol and 

drug use among vocational dental practitioners 

(VdP’s).22 they reported on alcohol and drug use 

by VdP’s before qualification and approximately 

five months into their VdP year. cannabis was still 

the most popular illicit substance used by VdP’s in 

2005.22 although the prevalence of illicit substance 

abuse seems to be decreasing, male VdP’s still use 

more illicit substances than female VdP’s. a strong 

association between illicit substance use and those 

reporting tobacco and alcohol abuse was found.22 

this suggests that targeted advice on harm reduction 

could be given to those who abuse tobacco and 

alcohol. continuation of these deleterious activities 

after vocational training is likely to have negative 
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effects on personal health, whilst illicit substance 

abuse may result in criminal prosecution with 

obvious repercussions for professional status.9,22 

the second most frequently abused substance 

was3,4 methylenedioxymethamphetamine (commonly 

known as “ecstasy”) and then cocaine. Ecstasy was 

used by 4% of male VdP’s at least once a month. the 

proportion of all VdP’s who reported being current 

users of any illicit substance, (including cannabis), 

was 17.9% for males and 12.6% for females.22

Kenna and Wood (2005), reported on the 

prevalence of alcohol, cigarette and illicit substance 

abuse among dentists.5 the level of substance 

abuse among dentists was also compared to data 

referring to physicians and the public at large.5 the 

street drugs the investigators assessed included 

marijuana (cannabis), cocaine, hallucinogens and 

ecstasy. though not significant, past-year and past-

month marijuana use was higher for dentists than for 

physicians or the general population. interestingly, 

13.3% of dentists and 5.8% of physicians reported 

a lifetime use of inhalants, (which included nitrous 

oxide). in another report 5% of dentists in the uSa 

admitted to nitrous oxide abuse.9 Past-year and 

past-month illicit substance abuse was reported 

by about 50% more dentists than physicians. the 

majority of this use involved marijuana.5 

merlo et al (2013), found common patterns of 

substance use initiation by addicted healthcare 

professionals. it is noteworthy that the vast majority 

of recovering healthcare professionals in their 

sample, started experimentation with substances 

and often regular use of substances before becoming 

involved in their respective professional schools. the 

typical order of experimentation with substances 

resembled the gateway pattern observed in the 

general population of starting with tobacco and 

alcohol, then marijuana and finally moving on to 

“harder” drugs.13

the duty of “first do no harm” is at the heart of the 

moral values of our culture and is one of the guiding 

principles of the healthcare sector. Professionals 

are trusted in part because patients believe that 

these values are accepted. if it can be shown that 

an act or omission on the part of the healthcare 

provider resulted in an unfavourable outcome for 

the patient, the practitioner responsible will be held 

to account. if a practitioner’s pattern of behaviour 

seems consistent with substance abuse, there may 

be associated negative impacts on patients. as a 

profession, our first duty is to the patient and this 

extends beyond a particular patient under immediate 

care, to patients and potential patients in the wider 

community. allowing the situation to continue is 

potentially problematic for the entire healthcare 

team and can amount to a conspiracy of silence 

resulting in positive harm and deny patients their 

moral and legal rights.

Should a situation as outlined above not be 

addressed, patients may be exposed to continuing 

risk. in the first instance it is usually appropriate to 

discuss one’s concern with the specific colleague, 

with other professional colleagues and perhaps to 

seek advice from the medical or dental professional 

bodies. one might actually be helping a professional 

colleague to come to terms with, or deal with, a 

problem previously he/she might not have previously 

acknowledged. Engaging a colleague early on, 

however awkward it might be at the time, can prevent 

an escalation into a situation where the stakes (and 

professional consequences) are much higher.9,23

this is an issue which must be dealt with in the 

utmost confidentiality and professionalism, keeping 

in mind that the practitioner has rights in this process.

conclusion

impairment of a practitioner does not refer to mental 

or physical impairment only, but the definition as 

published by the Health Professions council of 

South africa (HPcSa). it stipulates that “abuse of, 

or dependence on chemical substances which 

has adversely affected a student’s or practitioner’s 

competence, attitude, judgement and performance,” 

be classified as impairment.24 there is a fine line 

between what is right and wrong here. this is further 

complicated by self-prescribing by a dentist for drugs 

such as Schedule 5 stimulants or depressants, which 

in itself shows lack of judgement and competence. 

this is clearly defined by South africa’s medicines 

and related Substances control act 101 of 1965 

(amended 1997), which stipulates that no Schedule 5 

drug which is prescribed for anxiolytic, antide pressant 

or tranquilising properties may be prescribed for 

longer than six months without having consulted a 

registered psychiatrist. it is clearly problematic for 

a dentist to admit to self-prescribing these drugs, 

as it would expose the practitioner to impairment 

proceedings.

a similar rule applies to Schedule 5 pain killers 

which may not be prescribed for more than six months 

without consulting another medical practitioner. 

it is clear from the above that dentists are not 

allowed to prescribe stimulants or depressants, 

for this falls far outside our scope of practice as 

defined by the HPcSa and is therefore against the 

law (Health Professions act 56 of 1974).20

We recommend that knowledge regarding the 

dangers of non-medical use of prescription drugs are 

included in dental curricula, together with education 

on illicit drugs, alcohol and tobacco abuse.18,19,25 if this 

is not done during these formative years, it may well 

be too late for some by the time they enter practice. 

Pharmacists have an important role to play in this 

regard and should refuse to fill such prescriptions 

from dentists, even more so if there is evidence of 

self-prescribing. it may prevent the serious sequel 

of the practitioner being disciplined by the HPcSa, 

or possible loss of registration.

reporting a colleague to the HPcSa can lead to the 

breakdown in the relationship between professional 

colleagues. these situations must be handled by 

scrupulous adherence to basic ethical principles. 

Where such conflicts do arise, every effort should 

be made to contain them in a way which:

•	 avoids placing patients at risk

•	 maintains the continuity of patient care and 

safeguards the rights and the quality of the 

medical care they receive

•	 avoids bringing the profession into disrepute

•	 maintains public confidence in the profession

•	 treats professional colleagues as we would wish 

to be treated ourselves.23

it is our belief that the duty of professional associations 

should be to create support structures for their 

respective professions, in order to help prevent 

substance abuse and once it occurs, to have the 

necessary support structures for rehabilitation. 

the HPcSa recommends in its report “A national 

strategy for managing impairment in students 

and practitioners registered with council,” that 

professional bodies become actively involved in all 

aspects of prevention of impairment.24 a national 

strategy between professional bodies and academic 

institutions in this regard is perhaps overdue and 

should be attended to as a matter of urgency.

as curtis (2011) quotes: “Depending on the drug, the 

risks of addiction include loss of license, malpractice 

lawsuits, cardiac arrest, infection, financial ruin, 

increased depression, divorce, loss of family and 

social connections, increased despair and the 

possibility of death”.9

Surely none of us would want to expose ourselves 

to such dire possibilities?

declaration: No conflict of interest declared.
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introduction

a. preface

1. the schedule includes procedures and services for use by oral Hygienists practising independently for purposes of keeping accurate patient records, 

reporting procedures on patients, and processing oral health care related insurance claims.

2. the procedures codes listed in the schedule have, for the convenience in using the schedule, been divided into categories of services, and based on the 

branches of clinical oral hygienist practice. the procedures are grouped under the category of service with which the procedures are most frequently 

identified. individual procedure codes consist of a procedure code, procedure description (nomenclature), and when necessary, a descriptor, that provides 

further definition and/or guidelines to clarify the intended use of the procedure code.

3. the guidelines does not include any fees. Each oral hygienist will have to calculate his/her own fees.

4. coding rules and guidelines apply irrespective of whether oral hygienists deal directly with medical schemes and/or funders or not.

5. a numeric index will appear at the end of this guideline document.

clinical freedoM

oHaSa respects the clinical freedom and judgement of every practitioner to institute whatever treat-ment he or she considers appropriate in given circumstances, 

provided it is based on a sound clinical diagnosis, is deemed scientifically acceptable, the practitioner has had sufficient training in the procedure and has the 

necessary expertise and experience to perform such treatment. the patient must be given an informed choice regarding all the treatment options available. 

Procedures performed must be within the scope of practice of the profession of oral hygiene as gazetted.

cost estimates for treatment

it is advisable to always provide your patient with a written cost estimate and obtain the patient’s informed consent before commencing with a treatment plan.1

informed consent

Sample informed consent guidelines will be available on the oHaSa website for members.

patient records

a. there is no law dictating how long oral hygienists must keep health records. Ethical guidelines require oral hygienists to keep records for at least six 

years from when they became dormant. indemnity organisations normally recommend oral hygienists keep health records for as long as possible but in 

any event a minimum of 11 years for adult patients. claims can arise many years after the treatment is provided and records can be of great assistance 

in investigating and defending a claim. the absence of records can create considerable difficulties for the oral hygienist.

b. oral hygienists must consider each patient’s circumstances carefully when deciding to discard records. a balance must be reached between the costs of 

(indefinite) retention of records (space, equipment etc) and the occasional case where the oral hygienist’s defence of a case of negligence is handicapped 

by the absence of records.

c. in case of minors and those mentally incompetent patients, oral hygienists should use their own discretion and may have to keep the records for a longer 

period:

i. for mentally incompetent patients, records to be kept for duration of the patient’s lifetime;

ii. for minors the age of majority is 18 years, it is advisable to keep records at least until the minor reaches age 22 years. (it is not the treatment date 

that is important but the date when the patient had knowledge that harm was caused by the treatment). regardless of any time frames, it is always 

good practice to keep good records for as long as possible even if time frames are exceeded.

d. Electronic records must be protected by ensuring safely stored backup copies and should be password protected.

e. in terms of the Promotion of access to information act, a patient is entitled to receive copies of records on request. the oral hygienist may charge a fee 

for duplication of records commensurate with the actual costs of duplication.

f. Ethical rules provide that where patients are required to pay for records and images, such patients must be allowed to retain such records unless oral 

hygienists require them for monitoring treatment. Should the patient require records / images to protect or exercise rights (e.g. consulting with another 

practitioner) he or she must be allowed to obtain originals for this purpose.

1 (1) Note that in terms of section 7 of the National Health Act No. 61 of 2003, a health service may not be provided to a user without the user’s informed consent, unless –

(a) the user is unable to give informed consent and such consent is given by a person -

(i) mandated by the user in writing to grant consent on his or her behalf; or

(ii) authorised to give such consent in terms of any law or court order;

(b) the user is unable to give informed consent and no person is mandated or authorised to give such consent, and the consent is given by the spouse or partner of the user 
or, in the absence of such spouse or partner, a parent, grandparent, an adult child or a brother or a sister of the user, in the specific order as listed;

(c) the provision of a health service without informed consent is authorised in terms of any law or a court order;

(d) failure to treat the user, or group of people which includes the user, will result in a serious risk to public health; or

(e) any delay in the provision of the health service to the user might result in his or her death or irreversible damage to his or her health and the user has not expressly, 
impliedly or by conduct refused that service.

(2) A health care provider must take all reasonable steps to obtain the user’s informed consent.

(3) For the purposes of this section “informed consent” means consent for the provision of a specified health service given by a person with legal capacity to do so and who has 
been informed as contemplated in section 6.
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clinical freedoM

b. adMinistratiVe and inVoicing rules

001 invoices

a. an oral hygienist shall render a monthly invoice for every procedure which has been completed irrespective of whether or not the total 

treatment plan has been concluded.

b. an invoice shall contain the following particulars:

i. the surname and initials of the member;

ii.  the first name of the patient;

iii. the name of the medical scheme;

iv. the membership number of the member;

v. the practice number;

vi. the date on which every service was rendered;

vii. the code number, description and fee of the procedure or service;

viii. the name of the oral hygienist rendering the service;

ix. the name of the oral hygienist assistant (when applicable);

x. the appropriate icd-10 code(s) for the procedures performed;

xi. certain contracts specify invoices to be sent via Edi.

Note: Photocopies of original invoices shall be certified by way of a rubber stamp or the signature of the oral hygienist.

002 cost of direct materials

Expenses incurred for the use of direct materials may be charged in addition to the appropriate procedure code. these expenses are limited to 

the cost of the materials, and an administration fee (which would include delivery costs and other petty cash expenses). report the appropriate 

direct material code, followed by the administration fee code applicable to the material, and code 8092 for dental direct materials.

003

003A

dental laboratory services

dental laboratory fees may be charged by the oral hygienist (using code 8099) on receipt of the invoice from the technician. if the patient does 

not return for completion of treatment, the oral hygienist is entitled to present a laboratory invoice to the patient for payment.

Dental laboratory services when account is to be submitted by the dental technician directly to the medical aid or patient.

the oral hygienist shall facilitate accounting procedures on behalf of the technician by:

a. the oral hygienist shall undertake to the best of his/her ability to facilitate accounting procedures that will enable the laboratory to collect 

monies due to the technician but shall not be held accountable if, for any reason, the technician is not able to collect the aforesaid monies.

b. the oral hygienist shall ensure that the patient completes a form, supplied by the technician, providing all of the patient’s contact and medical 

aid details. the oral hygienist will submit this to the technician at the time of commencement of the procedure.

c. on completion of the procedure, the dental technician shall provide the oral hygienist with three copies of the laboratory invoice.

d. once the oral hygienist is satisfied with the quality of the technical work and has given or fitted the appliance or prosthesis, he/she will sign 

one copy of the technician’s invoice return it to the technician, give one to the patient and retain one for his or her records.

e. the oral hygienist’s account to the patient/medical scheme shall reflect code 8099 at a zero value.

f. the 8099 line shall indicate the practice number of the laboratory and the invoice number of the job.

c. serVices rules

these rules must be read together with the Health Professions act ( HPa) and the Ethical rules of conduct for oral Hygienists registered under the Health 

Professions act 56/1974 as published in Government Gazette 36944, dated 17 october 2013 regulations defining the scope of the profession of oral hygiene.

006 oral examinations and completion of treatment plans

oral examinations include an examination, diagnosis and treatment planning (when treatment is required). No further fees shall be levied for an 

oral examination (code 8154) until the treatment plan resulting from these types of examinations is completed. the completion of a treatment 

plan effected from an oral examination should be indicated by reporting code 8120 – Treatment plan completed.

Oral diagnosis defined: the determination by the oral hygienist of the oral health condition of an individual patient achieved through the evaluation 

of data gathered by means of history taking, direct examination, patient conference, and such clinical aids and tests as may be necessary in the 

judgement of the oral hygienist.

Treatment plan defined: the treatment plan is the sequential guide for the patient’s care as determined by the oral hygienist’s diagnosis and is 

used by the oral hygienists for the restoration and/or maintenance of optimal oral health.
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clinical freedoM

007 surgery guidelines

1. Assistant Oral hygienist

the patient must be informed beforehand that an oral hygienist will be assisting at the operation and that a fee will be payable to the oral hygienist. 

the oral hygienist’s name must appear on the invoice rendered to the patient. 

an appropriate fee for an oral hygienist shall be determined by agreement by the dentists or dental specialist and the patient prior to treatment 

(modifier 8007).

2. Surgical team (Maxillo-facial and oral surgery)

the additional fee to all members of the surgical team for after-hours emergency surgery shall be determined by agreement between the 

practitioner and the patient on the procedure or procedures performed (modifier 8008).

009 urgencies

an urgent dental treatment would include pain, discomfort or dysfunction. any treatment that would require immediate dental care to render the 

patient functional would be considered urgent.

Consent in an Urgency

in an urgency, where consent cannot be obtained, oral hygienists may provide dental treatment to anyone who needs it, provided the treatment 

is limited to what is immediately necessary. 

oral hygienists must respect advance refusal by the patient which they know about, or which is drawn to their attention. after the urgent treatment, 

oral hygienists should tell the patient what has been done and why, as soon as the patient is sufficiently recovered to understand.

M8025 handling fee – direct Materials

When listed direct dental materials are provided by the oral hygienist, an appropriate handling fee may be levied by reporting modifier 8025 in 

addition to the appropriate direct material code See rule 002.

d. eXplanations

tooth identification and designation of areas of the oral caVity

tooth identification and designation of areas of the oral cavity is compulsory for all invoices rendered. tooth identification is applicable to procedures identified 

with the letter (t), and other designation of areas of the oral cavity with the letter (Q) for a quadrant and the letter (m) for the maxillary or mandibular area in 

the mouth part (mP) column of the schedule. the international Standards organisation (iSo) in collaboration with the fdi designated system for teeth and 

areas of the oral cavity should be used. for supernumeraries, the abbreviation SuP should be used.

practice code nuMbers

113   oral hygienist   | oH

e. guidelines

age of a child

the determination of a child or adult status of the patient should be based on the clinical development of the patient’s dentition. Where administrative 

constraints preclude the use of clinical development so that the chronological age must be used to determine the child or adult status, the patient is defined 

as an adult beginning at age 18.

radiographs

radiographs should be taken only for clinical reasons as determined by the treating oral hygienist. Postoperative radiographs should only be required as 

part of dental treatment.

new vs. established patient

a new patient is one who has not received any professional services from the oral hygienist or another oral hygienist within the past three years. an 

established patient (patient of record) is one who has received professional services from the oral hygienist or another oral hygienist within the past three 

years. in the instance where an oral hygienist is on call for or covering for another oral hygienist, the patient’s encounter will be classified as it would have 

been by the oral hygienist who is not available.
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diagnostic procedures

the branch of dentistry used to identify and prevent dental disorders and disease. includes all services/procedures available to the oral hygienist for evaluating 

existing conditions and determining any further dental care that may be required.

clinical oral eXaMinations, consultations and Visits

the purpose of oral examinations is to observe and record pertinent information, past and present, necessary to arrive at a diagnosis and treatment plan 

(when treatment is indicated). a treatment plan is a list of procedures or services the oral hygienist proposes to perform on a dental patient based on the 

results of the examination and diagnosis.

oral examinations may require the integration of information that is acquired through additional diagnostic procedures, which should be reported separately. 

the oral examination, diagnosis, and treatment planning are the responsibility of the oral hygienist.

clinical oral eXaMinations and consultations

8154 oral examination: oral hygienist

an assessment performed on a patient to determine the patient’s dental and medical health status involving an examination, diagnosis and 

treatment plan.

it is a thorough assessment and recording of the patient’s current state of oral health (extraoral and intraoral hard and soft tissues), risk for future 

dental disease as well as assessing general health factors that relate to the treatment of the patient.

this procedure is also used to report a periodic examination on an established patient to determine any changes in a patient’s dental and medical 

health status since a previous periodic or comprehensive examination.

No further oral examination fees shall be charged , with the exception of 8164, until the treatment plan resulting from this consultation is completed. 

once treatment is completed code 8120 must be reported before code 8154 can be charged again. the findings of the full mouth examination 

including a complete dental charting and treatment plan must be recorded accurately and legibly on the patient’s record card. this is essential 

for defending dento-legal cases.

NotE: When a patient is consulted for an urgency or a specific problem only and does not have a full mouth examination and charting, then code 

8154 cannot be charged. under these circumstances code 8164 – limited oral examination must be used. if the oral examination reveal any 

condition beyond the scope of practice of the oral hygienist, the patient shall be immediately referred to a dentist or to the appropriate dental 

specialist.

8164 limited oral examination: oral hygienist

an assessment performed on a new or established patient (patient of record) involving an examination, diagnosis and treatment plan, limited to 

a specific oral health problem or complaint. this type of assessment is conducted on patients who present with a specific problem or during an 

emergency situation for the management of a critical dental condition (e.g., trauma and acute infections).

8189 re-examination of existing condition

8176 periodontal examination

Periodontal examination includes but is not limited to a periodontal charting of the complete dentition; plaque index and bleeding index. the 

findings should be recorded, is a part of the patient’s clinical record and should be retained by the oral hygienist. this code should not be used 

concurrent with any other oral examination codes.

8140 house/extended care facility/hospital call

includes visits to nursing homes, long-term care facilities, hospice sites, institutions, etc. report per visit in addition to reporting appropriate code 

numbers for actual services performed.

Subsequent visits: Where a procedure or operation was done, subsequent house/extended care facility/hospital calls are regarded as part of 

the normal after-care and no fees may be levied (unless otherwise indicated). Where no procedure or operation was carried out, code 8140 may 

be charged in addition to the appropriate code numbers for actual services performed. for attendance after hours, see code 8129. do not use 

both simultaneously.
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diagnostic procedures

diagnostic radiographs/diagnostic iMages include interpretation

it is the duty of every oral hygienist who takes radiographs to ensure full compliance with the regulations concerning safe radiological practice for the 

protection of the patient. failure to do so may lead to disciplinary proceedings. it is the requirement of the ionising radiation act that users of xray equipment 

must register their equipment as well as all personnel who deal with x-rays with the radiation control Board.

radiographs/diagnostic images should only be taken for clinical reasons as determined by the oral hygienist and practitioners should comply with the 

regulations concerning safe radiological practice and take the necessary precaution to minimise radiation of patients. radiographs/diagnostic images are 

part of the patient’s clinical record, should be of diagnostic quality, properly identified and dated. the oral hygienist should retain the original images and 

only copies should be used to fulfil requests made by patients or third party funders.

the number and frequency of x-rays taken of a patient depends on clinical indications. 

if a patient refuses to have a radiograph taken, this must be recorded on the patient’s file.

a complete series of intra-oral radiographs/images for diagnostic purposes is required once per treatment plan only. a second series may be required 

in exceptional cases e.g., following periodontal surgery. the same applies to panoramic films, where additional films may be required for follow-up/re-

evaluation purposes.

diagnostic radiographs/diagnostic images preceding periodontal treatment are fundamental to ethical clinical practice. 

a report must be recorded in writing on the patient’s record card following the taking of any radiographs and the sites of the radiographs taken must also 

be recorded.

original radiographs must be retained or backed up if digital x-rays are taken by the oral hygienist for dento-legal purposes. if a patient requests copies of 

radiographs, these must be provided at the cost of reproduction under the Promotion of access to information act.

8107 intraoral radiograph/image – periapical

Eight and more radiographs of any combination of codes 8107 and 8112 taken on the same date of service for diagnostic purposes are considered 

to be a complete intraoral series (8108) and should be submitted as such.

8108 intraoral radiographs/images – complete series

a complete series consists of a minimum of eight intraoral radiographs, periapical and or bitewing, occlusal radiographs excluded.

8115 panoramic radiograph

8121 diagnostic photograph/image

this includes traditional photographs and digital intra- or extra-oral images obtained by intraoral cameras. these images should only be reported 

when taken for clinical/diagnostic reasons and shall be retained as part of the patient’s clinical record.

8117 diagnostic models

also known as study models or diagnostic casts. models used to aid diagnosis and treatment planning. diagnostic models should be retained 

as part of the patient’s clinical record and may only be used for diagnostic purposes. includes diagnostic models mounted on a hinge articulator.

8126 digital diagnostic Models

the fee for digital diagnostic models is per set of models. diagnostic models are for treatment planning and record purposes.

8815 tracing of extra oral film

this procedure may be carried out by the oral hygienist only with a written prescription from a dentist or dental specialist. the prescription must 

be kept as part of the patient records.

8122 Microbiological studies

this procedure involves the collection of microorganisms for culture cultivation and sensitivity tests. includes but is not limited to tests for 

susceptibility to periodontal disease. this procedure may be carried out by the oral hygienist only with a prescription from a dentist or dental 

specialist. the prescription must be kept as part of the patient records.

8123 caries susceptibility tests

a caries risk assessment susceptibility test is a diagnostic test for determining the pH of a patient’s saliva to evaluate the patient’s propensity for 

caries. this code should not be used for a caries detection test (carious dentine staining), which is performed to determine if all the caries has 

been report must be made available when requested.

this procedure may be carried out by the oral hygienist only with a prescription from a dentist or dental specialist. the prescription must be kept 

as part of the patient records.
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dental prophylaXis

8155 polishing – complete dentition

Polishing involves the removal of stains and bacterial plaque (biofilm) from the clinical crowns of natural teeth, and making the surface smooth 

and glossy; helps to reduce dental caries, marginal gingivitis, and improves appearance of the teeth. includes the complete primary, transitional 

or permanent dentition.

this code may not be used concurrently with codes 8159, 8160, 8179, 8180, 8737 or 8739. See code 8157 in the restorative section for the re-

burnishing and polishing of restorations.

8159 prophylaxis (scaling and polishing) – complete dentition

Prophylaxis (scaling and polishing) involves a series of procedures for the removal of calculus, bacterial plaque (biofilm), stain, and other accretions 

from the clinical crowns of all the teeth. includes the complete primary, transitional or permanent dentition. 

the presence of supra- or sub-gingival calculus will determine the frequency of this procedure and the (minimum) age at which it is justified. 

this code may not be used concurrently with codes 8155, 8160, 8179, 8180, 8737 or 8739. See code 8157 in the restorative section for the 

re-burnishing and polishing of restorations.

8160 removal of gross calculus and plaque

this procedure is used when profuse bleeding from inflamed gingivae, and / or the presence of generalised very bulky calculus prevents the 

proper performance of diagnostic procedures, or proper scaling and polishing, or root planing.

this code may not be used concurrently with codes 8155, 8159, 8179, 8180, 8737 or 8739 on the same day. See code 8157 in the restorative section 

for the re-burnishing and polishing of restorations.

8179 plaque removal for the periodontally diseased patient – complete dentition

a periodontally diseased patient is defined as a patient with either chronic (adult) periodontitis or with aggressive ( juvenile early onset or rapidly 

progressive) periodontitis, diagnosed on the basis of a documented periodontal examination (code 8176) or a comprehensive oral evaluation 

(code 8102). this diagnosis must be reviewed within a period of three years as above. juvenile, early onset or rapidly progressive). 

this code may not be used concurrently with codes 8155, 8159, 8160, 8180, 8737 or 8739.

8180 scaling and polishing for the periodontally diseased patient – complete dentition

See codes 8159 and 8179 for descriptors. this code may not be used concurrently with codes 8155, 8159, 8160, 8179, 8737 or 8739.

topical fluoride treatMent

Extensive research has consistently demonstrated the efficiency, cost effectiveness and safety of appropriate fluoride for the prevention of tooth decay 

throughout a person’s lifetime. [fdi Sept 2008]. 

a topical fluoride treatment procedure requires the topical application of a fluoride preparation in a tray by a dental professional. Excludes fluoride application 

as a fluoride-containing prophylaxis paste, fluoride rinse or “swish.” 

for application of desensitising medicaments, see codes 8166 and 8167 in the Supplementary Services Section.

8161 topical application of fluoride – child

to be used for treatment of complete dentition to prevent dental caries. in this context a child is defined as a person of 18 years of age or younger. 

report code 8167 in the miscellaneous section when fluoride is used as a desensitising medicament. 

code 8161 may not be used concurrently with code 8167.

8162 topical application of fluoride – adult

See code 8161 for descriptor. in this context an adult is defined as a person of 18 years of age or older.

other preVentiVe serVices

8151 oral hygiene education and plaque control instruction

the dental knowledge of the patient/parent to prevent oral diseases should be evaluated or appropriate education be provided before oral 

hygiene instruction is provided i.e. information about bacterial plaques (dental biofilm) in relation to dental caries and periodontal disease, how 

dental caries progresses to involve pulp, and periapical bone, and how dental caries and periodontal disease can ultimately lead to loss of teeth 

and other more severe complications.
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dental prophylaXis

information should also be provided about fluoride, how it works to prevent dental caries, how it is used preventively; and information about 

dental sealant should be provided when appropriate. 

the patient must be informed prior to the service of oral hygiene education and bacterial plaque (dental biofilm) control instruction being rendered 

that a fee will be levied for this code. if the service is provided for a child, it should take place in the presence of a parent and/or guardian.

a standard oral hygiene instruction procedure usually includes the following:

•	 Plaque control information, e.g. oral instruction, instruction pamphlets or leaflets;

•	 dietary instructions;

•	 Explanation and demonstration of plaque control (brushing and flossing);

•	 Self-practice session in the mouth under professional supervision;

•	 use of special aids such as disclosing agents;

•	 Scoring of plaque levels (plaque index).

8153 oral hygiene education and plaque control instruction – each additional visit

use code 8153 when additional oral hygiene education and plaque control instruction are required during the course of a treatment plan. No 

other preventive services may be reported at the same visit, except for periodontally diseased or implant patients, where multiple instructions 

and scaling may be necessary to ensure compliance and to control infection. See code 8151 and 8740.

8149 nutritional counselling

requires a broad analysis of dietary habits and food selection, provision of advice and guidance to the patient and where appropriate (e.g. in the 

case of a child) to the patient’s family and siblings, on the role of diet, nutrition, and specifically on the importance of certain dietary selections 

in the context of the prevention and control of dental decay and periodontal diseases.

comment: (1) the need for nutritional counselling must be established by caries and/or periodontal disease risk assessment (See also codes 8122 

and 8123). (2) a dietary habit analysis and food selection programme must be made available at no additional charge, on request or if deemed 

necessary. (3) certain funders do not provide benefits for nutritional counselling for the control of dental disease.

8150 tobacco counselling

requires the provision of advice, guidance and support-services to the tobacco-using patient on stopping such use to prevent and control the 

development of tobacco-related oral diseases and conditions, incidentally to control or prevent a whole range of systemic diseases and disorders, 

and to improve the prognosis for certain dental, periodontal, oral medical and oral surgical treatments.

comment: (1) the need for tobacco counselling must be established from the patient’s history and/or by oral examination and risk assessment. if 

requested, or if deemed necessary a tobacco prevention and cessation programme and direction to appropriate tobacco-control services must 

be made available at no additional charge. (2) the services intended in code 8150 should be reserved for those persons who are not able to give 

up the use of tobacco after simple advice to do so by a specific mutually agreed and recorded date. (3) formal tobacco counselling (code 8150) 

is limited to 10 services. (4) certain funders do not provide benefits for tobacco cessation treatment interventions.

8163 sealant – per tooth

also known as pit- and fissure sealant. fissure sealing involves the mechanical and/or chemical preparation of an occlusal enamel surface and 

placement of a material to seal the caries-prone pits, fissures, and grooves of a tooth. a preventive resin restoration is distinguished from a sealant 

in that in the former the caries penetrates into dentin. if the caries is limited to the enamel, it is still considered a sealant.

8171 Mouth guard

a flexible intraoral appliance that is worn during participation in contact sports to reduce the potential for injury to the teeth and associated tissue.

8177 oral hygiene education and plaque control instruction for the periodontally diseased patient

a periodontally diseased patient is defined as a patient with either chronic (adult) periodontitis or with aggressive ( juvenile or early onset rapidly 

progressive) periodontitis, diagnosed on the basis of a documented periodontal examination (code 8176) or a comprehensive oral evaluation 

(code 8102). this diagnosis must be reviewed within a period of three years as above.

8178 oral hygiene education and plaque control instruction – each additional visit for the periodontally diseased patient

a periodontally diseased patient is defined as a patient with either chronic (adult) periodontitis or with aggressive ( juvenile or early onset rapidly 

progressive) periodontitis, diagnosed on the basis of a documented periodontal examination (code 8176) or a comprehensive oral evaluation 

(code 8102). this diagnosis must be reviewed by a dentist or periodontist annually after periodontal treatment has been completed.
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restoratiVe serVices

8346 restorative Material factor

an additional fee may be added to code 8228.

8228 art restorations

this applies to minimally invasive procedures.

8222 temporary re cementation of crown/bridge

used by oral hygienist only under the prescription of a dentist or dental specialist. the prescription must be kept as part of the patient records.

8223 temporary re cementation of inlay/onlay

used by oral hygienist only under the prescription of a dentist or dental specialist. the prescription must be kept as part of the patient records.

8157 re-burnishing and polishing of restorations – complete dentition

Not applicable to restorations done in the past 6 months.

periodontal serVices

Periodontics is the branch of dentistry dealing with the diagnosis, prevention and treatment of diseases and disorders of the supporting tissues of the teeth 

(gingivae, alveolar process and periodontal ligament).

periodontitis is defined as:

a quadrant is defined as one of the four sections of the dental arches, divided at the midline.

a sextant is defined as subdivision of the mouth into six sections. the maxillary and mandibular arches are thus each divided into three sextants.

in the maxilla, the sextants are thus: teeth 1.8-1.4, teeth 1.3 – 2.3 and teeth 2.4 -2.8. 

the mandibular arch may be divided into three similar sextants: teeth 3.8 – 3.4; 3.3 – 4.3 and 4.4 – 4.8.

Before root planing is performed, certain diagnostic procedures and preliminary treatment must first be carried out, namely:

(1) x-rays are required to evaluate bone level, infra-bony pockets and calculus.

(2) Periodontal screening (code 8176) which should include the recording of at least:

•	 complete pocket charting

•	 Bacterial Plaque index

•	 Gingival Bleeding index

(3) if root planning is to be done, it is done concurrently with scaling and polishing with the proviso that gross calculus may require prior scaling.

(4) oral hygiene instruction at a previous appointment and the patient must be recalled to evaluate the instructions.

the term ‘periodontally compromised’ refers to a periodontally diseased patient and implies that the patient has either chronic (adult) periodontitis or 

aggressive ( juvenile or early onset, rapidly progressive) periodontitis diagnosed on the basis of a documented periodontal examination (code 8176) or a 

comprehensive oral evaluation (8102). this diagnosis must be reviewed by a dentist or periodontist annually after the patient has received treatment. once 

the periodontally diseased patient has undergone treatment the patient should ideally be recalled after approximately 6 weeks and a periodontal screening 

should be carried out again to evaluate the success of the treatment. When new or recurring periodontal disease appears, the patient must be referred to 

the dentist or periodontist.

8723 provisional splinting – extra coronal, per quadrant

Stabilization of mobile teeth either by linking them together with running circumferential wire fixation. these procedures may be carried out by 

the oral hygienist only with a prescription from a periodontist the prescription must be kept as part of the patient records.

8725 provisional splinting – extra coronal, per sextant

Stabilization of mobile teeth either by linking them together with running circumferential wire fixation. these procedures may be carried out by 

the oral hygienist only with a prescription from a periodontist the prescription must be kept as part of the patient records.
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periodontal serVices

8739 root planing – one to three teeth per quadrant

root planing is the removal of the bacterial toxin-impregnated outer layer of root-cementum that has been exposed for some time within a 

periodontal pocket, with a view to establishing a root surface compatible with reattachment of junctional epithelial cells or (sometimes) periodontal 

fibres. root planing is always done concurrently with scaling. When root planing extends over the midline, use a combination of codes 8737 and 

8739, as appropriate.

Note: Prerequisites to using code 8739 include but are not limited to comprehensive examination (8102) or periodontal examination (8176) and 

diagnostic radiographs (8103, 8107 and/or 8115). Should not be used concurrently with codes 8155, 8159, 8160, 8179 or 8180.

8737 root planing – four or more teeth per quadrant

See code 8739 for descriptor.

8771 insertion of intra-pocket chemotherapeutic agent – per pocket so treated

antibiotic or antibacterial agent in the form of ‘chips’, fibres or gels are introduced into periodontal pockets following scaling and root planing, 

as a conservative (non-surgical) treatment of periodontitis, or as supportive treatment of persistent or refractory periodontitis following surgical 

treatment. later removal of residues of the chemotherapeutic vehicle, if necessary, is included in the treatment. always used concurrently with 

code 8737 or 8739.

Excludes cost of intra pocket chemotherapeutic agent – See rule 002 and appendix a for the cost of direct materials. this procedure may be 

carried out by the oral hygienist only with a prescription from a periodontist. the prescription must be kept as part of the patient records.

8773 cost of intra-pocket chemotherapeutic agent

8733 periodontal packs

the application and removal of periodontal packs. this code may only be used by the oral hygienist. this procedure may be carried out by the 

oral hygienist only on a prescription from a dentist or periodontist the prescription must be kept as part of the patient records.

8735 suture removal

the removal of sutures. this code may only be used by the oral hygienist. this procedure may be carried out by the oral hygienist only on a 

prescription from a periodontist/dentist/maxillofacial surgeon. the prescription must be kept as part of the patient records.

8740 periodontal maintenance

8265 tissue conditioner

this procedure may be carried out by the oral hygienist only with a prescription from a periodontist/dentist/maxillofacial surgeon. the prescription 

must be kept as part of the patient records.

8590 implant maintenance procedures

this procedure involves the active removal of deposits from abutment and/or implant necks, when appropriate.

report per implant and identify the position of the implant (replaced tooth’s number). radiographs when indicated, may be reported in addition 

to this code (usually at each three months recall visit for the first year and annually thereafter).

orthodontic serVices

8819 relieving trauma caused by intra- and extra- oral appliances by cutting off distal ends of arch wires etc.

this code may only be used by the oral hygienist. this procedure may be carried out by the oral hygienist only with a prescription from a dentist 

or orthodontist. the prescription must be kept as part of the patient records.

8820 placement of pre activated orthodontic appliances

this procedure may be carried out by the oral hygienist only with a prescription from a dentist or orthodontist. the prescription must be kept as 

part of the patient records.

8823 removal of orthodontic attachments and bands

this procedure may be carried out by the oral hygienist only with a prescription from a dentist or orthodontist. the prescription must be kept as 

part of the patient records.

8825 placement of elastics and ligature wires

this procedure may be carried out by the oral hygienist only with a prescription from a dentist or orthodontist. the prescription must be kept as 

part of the patient records.

8829 re cementing orthodontic retainers

this procedure may be carried out by the oral hygienist only with a prescription from a dentist or orthodontist. the prescription must be kept as 

part of the patient records.
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suppleMentary serVices

the branch of dentistry for unclassified treatment including palliative care and anaesthesia.

Materials

8109 infection control/barrier techniques

use this code per visit for new rubber gloves, masks, visors etc. this code is reported per individual involved in the procedure and could therefore 

be reported more than once per day.

8110 sterilized instrumentation

the use of this code is limited to autoclaved, vapour or heat-sterilised instruments provided by the oral hygienist for use in the surgery.

8304 isolation of tooth/teeth

use for isolation of a tooth and/or teeth to maintain an aseptic and/or dry operating field. these procedures are identified throughout the schedule.

adMinistratiVe and laboratory serVices

8099 dental laboratory service

use to submit dental laboratory services. See rule 003.

8120 treatment plan completed

use to report the completion of a treatment plan affected from an oral examination – See rule 007.

although there is no monetary value attached to this code, it is important to indicate completion of treatment in some instances e.g. if a patient 

breaks a tooth shortly after a treatment plan has been finished, the previous use of code 8120 will facilitate payment to the practitioner and/or 

reimbursement of your patient.

8139 appointment not kept – per half-hour

comment: By arrangement with patient. a ruling by the medical and dental Professional Board of the Health Professions council of South africa 

states that “unless timely steps were taken to cancel an appointment, the relevant consultation fee might be charged. Each case should be 

considered on its merits. the amount charged may be equivalent to a normal consultation fee.”(8154). this may be charged per half hour.

palliatiVe treatMent

8131 urgent dental treatment

this code is intended to be used for urgent treatment to alleviate dental pain but is not curative – report per tooth, per visit.

•	 this code is intended to be used for urgent treatment to alleviate dental pain but is not curative.

•	 the code should not be used when another code exists that more adequately describes a procedure.

•	 other than codes for diagnostic procedures and professional visits, no other codes may be reported with other treatment of the same tooth 

on the same day.

•	 it is also not applicable where a patient has made a prior appointment as part of an existing, unfinished, treatment plan, for routine procedures

•	 See code 8165, which is often more appropriate for urgent treatment.

8165 sedative filling

the intention of this code is to report a temporary restoration to relieve pain. it should not be used as a temporary restoration in conjunction 

with root canal therapy, a base or liner under a restoration. use this code to report a ZoE restoration or art technique. may not be reported with 

other procedure codes on the same visit for a tooth.

8166 application of desensitising resin, per tooth

this procedure involves the application of adhesive resins on a cervical and/or root surface and should not to be used for bases, liners, or 

adhesives under restorations – report per tooth.

8167 application of desensitising medicament, per visit

this procedure involves the application of topical fluoride or other medicaments on teeth and/or root surfaces and should not to be used for bases, 

liners, or adhesives under restorations – report per visit (irrespective of number of teeth treated). the intention of this code is to treat persistent 

pain and not to prevent decay. fluoride application is considered treatment for caries control – See codes 8161 and 8162.

comment: this code should not be reported together with codes 8161 and 8162.

tooth Whitening procedures

8308 external tooth whitening procedures – per arch

use to report the in-office tooth whitening procedures of vital teeth. the unpredictability and lack of permanence of this procedure should be 

pointed out, and alternative procedures discussed with the patient.

8309 tooth whitening procedures (self-applied tooth whitening procedures) – initial visit

tooth whitening procedures includes the dispensing of the system, instructions for use and the provisioning of tooth whitening procedures trays.

8310 supply of tooth whitening Materials

use to report the cost of home tooth whitening procedure materials provided by the practitioner. See codes 8309 and 8311. See rule 002 and 

appendix a for the cost of direct materials. this is followed by code 8092.

8311 tooth whitening procedures (self-applied tooth whitening procedure) – follow-up care, per visit.

this procedure can only be submitted for payment when no other treatment is performed at the same visit.

8168 behaviour management
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background

after treating a 42-year-old diabetic patient for a few 

months, it became clear that she was not complying 

with the oral health education instructions she was 

given and her oral health was not improving. She 

was not regularly taking her prescribed medication, 

nor adhering to her dietary schedule. in addition, 

she was an alcoholic and prone to aggression. While 

wanting to respect the patient’s autonomy in decision-

making regarding her treatment and management, 

it soon became evident that beneficence had to 

outweigh autonomy, as uncontrolled diabetes could 

have severe, even fatal, consequences. However, 

if the patient continues to disregard instructions, 

could one reserve the right to refuse to treat her? 

introduction

Patients with chronic diseases such as diabetes and 

epilepsy usually require long-term management with 

ongoing oversight requiring patient co-operation. 

the Health Professions council of South africa states 

that “healthcare practitioners should not refuse or 

delay treatment because they believe that patients’ 

actions have contributed to their condition, or because 

they – the healthcare practitioners – may be putting 

their own health at risk”.1 dentists have both legal 

and ethical responsibilities towards their patients 

and although there is no legal obligation for a 

dentist to treat a patient, the issue is a complex one, 

because health professionals take the Hippocratic 

oath which affirms the ethical obligation to treat 

a patient as long as no personal characteristics, 

such as race, colour, creed, sexual identity and 

culture impinge on treatment planning.2 there 

may be legitimate reasons for refusal to treat a 

patient, (non-compliance on the part of the patient, 

risk to the dental team, or if the patient is hostile or 

abusive to the dentist and staff). However, one must 

beware of the possibility of it being misconstrued 

as abandonment of the patient.

What are the dentist’s obligations towards 

patients?

dentistry is usually regarded as a moral enterprise 

with the best interests of the patient as a guiding 

principle of the profession.3 When one enters 

the health professions, it is implicit that there are 

certain obligations to be fulfilled: to be willing 

and able to offer appropriate interventions that 

are legal, beneficial, desired by the patient and 

part of just healthcare system.4 in the practice of 

dentistry, these obligations towards patients are 

both ethical and legal in nature. from an ethical 

perspective, the respect for autonomy; beneficence 

(to do good); non-maleficence (to do no harm) and 

justice (including patients’ rights, fair distribution of 

limited resources, legal justice and social justice), 

are the abiding principles.5

in South africa patients usually have a contractual 

relationship with an individual dentist in private 

practice, whereas in the public health sector 

the relationship is between the patient and the 

healthcare facility. However, while dentists have 

a duty to care for the patient, they may legally 

refuse patients, provided they do not do so on 

unconstitutional grounds (unfair discrimination, 

racial or religious grounds).4,6 the dentist-patient 

relationship requires that the practitioner does 

not abandon his/her patient once treatment has 

commenced. this agreement is terminated only after 

the treatment is completed, or the patient decides to 

cease treatment, or go elsewhere. Patients cannot 

be forced to accept prescribed treatment, unless 

it is in the interests of public health to do so and a 

court order has been issued.

on what basis may dentists refuse to treat 

patients?

it is unconstitutional to refuse to care for a patient 

just because one dislikes him/her, or because of the 

patients’ lifestyle choices, such as smoking, alcohol 

or drug abuse. there are a variety of reasons for 

refusal to treat and the most common include risks 

to the dentist and dental team, noncompliance on 

the part of the patient, or if the patient is hostile or 

abusive to the doctor and/or treating team.7 other 

reasons cited are: patients who repeatedly fail to 

keep appointments or who cancel too late to rebook 

patients, thus leading to loss of income or the inability 

to accommodate other patients and if a patient owes 

money for previous treatment rendered and has 

made no effort at all to make arrangements to pay 

the arrears.8 resource constraints may sometimes 

constitute an acceptable reason to refuse expensive 

or scarce treatment, but the patient must still be 

treated within those limited resources and cannot 

be abandoned.

refusal of treatment on grounds of non-compliance

the issue of non-compliance should be reiterated as 

it will have a negative impact on treatment outcome. 

therefore, prior to the commencement of a long 

treatment plan, dentists should carefully outline the 

various treatment options, including the benefits 

and risks of each as well as the consequences of 

no treatment. Non-compliance or non-adherence 

is seen as a combination of failure of care and 

factors such as patient beliefs, anxiety, treatment 

side-effects or social and economic circumstances.9-10 

the approach to the non-compliant patient entails 

ascertaining how much of the disease process and 

its treatment the patient understands and whether 

other health professionals are able to assist in 

resolving the situation. the decision would be 

influenced by the seriousness of the condition and 

the implications of the non-compliance.7,9

refusal of treatment of abusive or hostile patients

the National Health act11 states that a healthcare 

provider may refuse to treat a patient who is 

physically or verbally abusive towards them, or 

who sexually harasses them. Where possible, 

beneficence and patient welfare should be the 

overriding considerations in difficult doctor-patient 

relationships and sometimes the only option is for 

the patient to be referred to another dentist. When 

a practitioner is sexually harassed, the professional 

relationship with the patient may be terminated. if 

it is clear that no emergency treatment is required, 

one is not obligated to further treat the patient and 

the practitioner is at liberty to refer the patient 

elsewhere for dental treatment.
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Building a 
new layer of 
protection.

5 µm 5 µm 5 µm

Pre-brushing Post-brushing Post-acidic challenge
In vitro SEM images of the tooth surface pre-brushing, of a reparative layer formed after twice-daily brushing for 4 days and of a reparative layer post a 5-minute acidic challenge.10

Sensodyne® Repair & Protect harnesses 
advanced NovaMinTM technology to help build a 
robust hydroxyapatite-like layer over exposed dentine 
and within dentine tubules.1–5 With Sensodyne® 
Repair & Protect, you can do more than help 
relieve the discomfort of dentine hypersensitivity 
– you can help repair and protect your patients’ 
exposed dentine.

Originally developed for bone regeneration,6 NovaMinTM delivers calcium and phosphate into your patient’s 
enamel and dentine2,7,8 and provides favourable conditions for hydroxyapatite-like layer formation.

Building a reparative layer
From as quickly as the first use, in vitro studies have shown a hydroxyapatite-like layer forming over exposed 
dentine and within the dentine tubules1-5 that is 50% harder than dentine.9

Building on technology

Building an integrated and resilient layer
The hydroxyapatite-like layer formed binds firmly to the collagen in the patient’s dentine5,11 and helps protect your 
patients from the chemical and physical oral challenges they encounter in their everyday lives.1,9,10,12

In vitro studies have shown that the robust layer builds up over 5 days10 and, with twice-daily brushing, provides patients 
with continual protection from dentine hypersensitivity.13–15
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ETHICS

abandonment of the patient

abandonment is when a dentist ceases to treat a 

patient before the patient has completed treatment, 

or has terminated his or her contract with them.6 

under common law, a dentist is required to refer 

a patient to another dentist or make arrangements 

for his or her further treatment, if they are not going 

to continue to treat that person. failure to do so 

may result in the dentist being liable for damages, 

unless it can be demonstrated that the patient 

made it impossible for the dentist to continue 

treatment. abandonment of a patient may lead 

to the following charges: unprofessional conduct, 

breach of contract, or delict based on negligence.6,12 

therefore it is the ethical duty of the dentist who 

is no longer able to care for a patient, to ensure 

the patient is referred to another practitioner who 

must have full records and information regarding the 

patient’s situation and the required management 

for his/her continued care.7

concluding reMarks

However, in this scenario, despite numerous 

attempts by the dentist to educate the patient on 

the importance of maintaining good oral hygiene 

and effecting control of diabetes, the continued 

non-compliance and consequent high risk of harm 

may make it ethically justifiable to discontinue care 

and/or refer the patient to another practitioner. in 

the latter case, to mitigate against abandonment.

in terms of the contractual agreement between 

the practitioner and his or her patient, the patient 

undertakes to co-operate as far as possible with 

the practitioner while treatment is being rendered. 

furthermore, provided the practitioner follows the 

terms of the contract with his or her patient, the 

practitioner cannot be held liable for harm suffered 

by the patient due to the patient’s failure to co-

operate with instructions. the practitioner must take 

all reasonable steps to ensure the patient complies 

with instructions and to inform the patient that he/she 

has failed to co-operate and that there is no option 

but to terminate the treatment and/or the contract. 

However, even in the face of non-compliance, 

treatments that have begun must continue in some 

form if their cessation would compromise the best 

interests of patients. 

creative approaches may be required to handle 

difficult dentist-patient relationships. the dentist 

must be able to first recognise that there is a 

problem; try to see the problem from the patient’s 

point of view; the dentist should acknowledge 

his/her own responses to the relationship; and 

both the practitioner and the patient should try to 

negotiate an acceptable way forward.7 this may be 

time-consuming and require wide consultation, but 

if all fails and the relationship remains adversarial, 

the best option would be to terminate it and find a 

mutually acceptable alternative. the dentist should 

provide a list of other suitably qualified practitioners 

in the area or refer the patient to another healthcare 

institution. 

Whilst patient compliance with instructions can 

sometimes waver, a clearly worded written warning 

of the consequences of such wavering behaviour 

is some protection against any future anger and 

frustration when the patient recognises that lack 

of self-control. dentists have an ethical obligation 

to care for patients, but are permitted to terminate 

the difficult dentist-patient relationship, provided an 

alternative is available. there is no duty incumbent 

on dentists to treat people who are not their 

patients, except in medical emergencies.6 there 

are many grounds for refusing to treat a patient, 

but non-compliance is not a good reason for refusal 

of treatment, unless continued non-compliance 

impacts negatively on the patient’s oral health 

and the dentist-patient relationship. in such a case 

the dentist must do everything possible to ensure 

compliance and should not abandon the patient.

it is not always easy for a dentist to strike the right 

balance between a caring, supportive and patient-

centered approach. acting ethically and professionally 

will assist the dentist in finding this elusive balance 

and ultimately it will be more rewarding and 

professionally satisfying. the management of the 

difficult patient should always be considered in 

relationship to the ethical principles of beneficence, 

respect for patient autonomy, do no harm and the 

special requirements related to the decision making 

of vulnerable patients.

declaration – No conflict of interest declared.
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Linda Greenwall BDS MGDS MSc MRD RCS FFGDP 

runs a multi-disciplinary practice in Hampstead, 

London. She is the founder of the British Dental 

Bleaching Society (BDBS) and lectures extensively 

on the subject of tooth bleaching. She is also the 

editor-in-chief of aesthetic dentistry today magazine.

With the success of tooth whitening treatments, 

several health benefits have emerged that can 

improve patients’ oral health (li and Greenwall, 2013). 

utilising these resulting health benefits and 

developing them further can help the clinician create 

a programme that improves patients’ dental health 

throughout the different periods of their lives. the 

purpose of this article is to discuss this further and 

elaborate on the benefits of introducing a programme 

of therapeutic aesthetics as part of an oral health 

maintenance programme and helping the patient 

to achieve sustainable health.

What is therapeutic aesthetics?

therapeutic aesthetics is the process of sustaining a 

patient’s oral health while improving and maintaining 

the aesthetic health of their teeth. the bleaching 

tray can be transformed into a therapeutic tray to 

deliver chemicals that help the patient achieve a 

sustained health gain throughout their lives. 

the trays are used for different purposes 

throughout a patient’s life. this may be related to 

a high caries susceptibility at a young age or an 

elderly patient who is experiencing dry mouth from 

multiple medications. 

the trays are worn to undertake a therapeutic 

use, whether that is to reduce caries, reduce the 

high-risk classification of a caries exposure, reduce 

root caries, or assist with protecting the mouth 

during and post-radiation treatment.

tooth Whitening Materials

the two main materials used in tooth whitening are 

both derived from hydrogen peroxide. Hydrogen 

peroxide is used as a day product. When hydrogen 

peroxide is placed into a tray, it mixes with saliva 

and releases water and oxygen as effervescent 

bubbles. 

the oxygen penetrates into the enamel and dentine, 

and reaches the pulp within five to 15  minutes. 

Hydrogen peroxide flows multi-directionally, 

expanding in three dimensions and also tracking 

into the gingival crevice and pockets. 

the liberation of oxygen into the gingival crevice 

changes the bacterial environment to remove the 

gram-negative bacteria, cleanse the pocket and 

stimulate healing to take place. all the oxygen is 

released within one hour, so there are no further 

benefits of using the material for longer than an hour.

carbamide peroxide, however, is a slower-

release material. it contains carbopol, which allows 

oxygen to be released slowly over a period of 

eight to ten hours. 

carbamide peroxide breaks down into urea 

and ammonia. urea elevates the pH in the mouth, 

stimulating healing. it is also thought to reduce 

caries by elevating the pH of the mouth to a 

level above that at which the caries process can 

comfortably occur, in addition to debriding the 

teeth and improving gingival health. it heals the 

soft tissues and gingival areas. 

ammonia and carbon dioxide are also released 

from carbamide peroxide, though these are 

considered to be by-products. 

most of the at-home bleaching materials also 

contain fluoride or potassium nitrate to act as 

soothers. these help to reduce the likelihood of 

sensitivity and reduce areas susceptible to caries. 

Within five minutes of the application of the material 

in the tray, salivary pH is elevated for a period of 

two hours. the pH in the tray also remains raised 

for two hours (Haywood, 2007). 

benefits of tooth Whitening 

there are a number of benefits associated with 

tooth whitening: 

teeth

Whitens and lightens the teeth, reduces stain build-

up on teeth, preserving tooth structure.

gingivae

•	 reduces gingival inflammation and swelling

•	 reduces plaque formation

•	 reduces extrinsic stain build-up

•	 reduces plaque adherence onto teeth

•	 reduces gingival bleeding

•	 improvement in gingival index scores.

soft tissues

•	 improvement in soft tissue, healing of soft tissue 

lacerations

•	 improvement in wound healing in the mouth.

oral health 

•	 improvement in oral hygiene as the patient looks 

in the mirror to see the whiter teeth

•	 teeth whitening, brightening and lightening

•	 reduction in caries formation (lee et al, 2005)

•	 reduction in root caries formation

•	 teeth feel cleaner as a result of the improved 

oral hygiene.

patient effects

•	 improves patients’ self-esteem and self-worth

•	 Patients smile more.

other benefits

•	 tooth whitening materials have antibacterial 

properties which help to heal the mouth (lazarchik 

and Haywood, 2010)

•	 a reduction in oral malodour (deVizio, 2008)

THErApEuTiC AESTHETiCS
liNdA GrEENwAll ExAmiNES THE widEr OrAl HEAlTH 
bENEfiTS Of blEACHiNG COmpOuNdS ANd TrAyS

Linda Greenwall , BDS MGDS MSc MRD RCS FFGDP 

What is therapeutic aesthetics? 

transforming the bleaching tray to a 

therapeutic tray to deliver chemicals to 

help the patient achieve a health gain. 

materials to place in the tray include:

•	 carbamide peroxide

•	 fluoride

•	 Potassium nitrate

•	 amorphous calcium phosphate

•	 other medications according to the 

patient’s needs.
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figure 1: concept of therapeutic aesthetics in aesthetic and restorative dentistry
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1. aligners

2. retainers, such as an Essix retainer

3. Bleaching trays

4. Specially designed trays similar to a bleaching 

tray, using a thicker strength material for extended 

wear time.

using the therapeutic trays throughout the patient’s 

life depends on health needs. there are times in 

a patient’s life when they may be subjected to 

additional health challenges. this can put them at 

risk for tooth decay, root decay, gingival inflammation 

and dry mouth.

Who can benefit?

1. those with special needs

2. those at high risk of tooth decay

3. dry mouth suffers

4. Elderly patients (Kelleher et al, 2011)

5. chemotherapy patients

6. Patients having radiation therapy

7. Patients suffering from gingival and periodontal 

conditions

8. Patients suffering from white spots for aesthetics

9. Patients who are immuno-compromised

10. Patients with eating disorders or acid reflux.

elderly patients

many elderly patients take multiple medications, 

which can reduce saliva flow and cause them to suffer 

from xerostomia (dry mouth). Some patients suck 

mints to relive this, which exacerbates the condition. 

the lack of saliva can make patients more 

susceptible to root decay and increase decay 

around the margins or crowns. a study by Van 

Haywood (2007) has shown that using a nightly 

bleaching tray with carbamide peroxide can reduce 

that susceptibility to root caries. 

the whitening material kills caries bacteria and 

reduces plaque adherence on the teeth. furthermore, 

elderly patients who have difficulty holding a 

toothbrush may find it easier to apply the carbamide 

peroxide gel and place this in the mouth overnight. 

special needs patients

in a study undertaken by lazarchik and Haywood 

(2010), the authors found 10% carbamide peroxide 

delivered in a custom-fitted tray to be an effective 

treatment for caries in patients with compromised 

oral hygiene. Plaque suppression and caries control 

resulted from a carbamide peroxide-induced 

increase in salivary and plaque pH caused by its 

urea component, and from possible antimicrobial 

action via physical debridement and the direct 

chemical effect of hydrogen peroxide.

patients at high risk of decay

there are many people in this category that can be 

helped by the use of therapeutic trays. 

there may be patients who have poor oral hygiene 

and cannot maintain a clean mouth. Patients with a 

high sugar diet, patients that are immunologically 

compromised and have a poor diet and cannot 

maintain their oral hygiene. Some patients who 

have eating disorders or who have reflux and acid 

regurgitation problems can also be helped by the 

use of a therapeutic tray. 

these patients can use carbamide peroxide 

gel to help reduce the plaque and also may place 

amorphous calcium phosphate into the tray to 

help elevate the pH further while restoring the oral 

environment to a neutral pH.

a concentration of 10% carbamide peroxide kills 

lactobacillus, one of the bacteria that causes tooth 

decay. chlorhexidine kills streptococcus mutans 

bacteria, which is also responsible for tooth decay.

•	 carbamide peroxide was originally used as an 

oral antiseptic

•	 Patients are walking adverts for the practice. 

history

over the last century, hydrogen peroxide has 

been used as a treatment for reducing gingival 

inflammation. initially, patients were instructed to 

use hydrogen peroxide mouthwash on a toothbrush 

to help reduce gingival swelling and irritation. in 

1968, orthodontist Bill Klausmier advised his patients 

to use 3% hydrogen peroxide mouthwash in their 

retainers after completing orthodontic treatment. 

at the six-month evaluation, he noted that not only 

was the gingival inflammation reduced, but the teeth 

were also significantly whiter. He developed and used 

this technique over the next 40 years and wrote a 

retrospective report about it. Klausmier wrote that 

in the 40 years of using the orthodontic retainer to 

apply the mouthwash to reduce the inflammation 

and also to whiten the teeth, nobody lost a tooth, 

needed a root canal or damaged a tooth as a result 

of the technique. Since then, whitening gels have 

changed significantly and have become much thicker 

and more viscous, thus adhering to the trays more 

in order to deliver the materials more effectively.

 

deliVering Materials

using the tray as a delivery vehicle, various chemicals 

can be placed in order to deliver sustained health 

benefits to the teeth over a chosen period of time, 

according to the effectiveness of the material as 

it is released. 

the placement of the tray helps to keep the 

material in situ even if it comes into contact with saliva. 

the tray can be made of a flexible material, such 

as Evacryl, or a rigid material, such as that used for 

orthodontic Essix retainers. 

the various materials are applied into the trays. 

the concept is that the tray remains in place 

overnight while the materials are soaking into the 

teeth or gingivae.

tray design for therapeutic use

When it comes to therapeutic uses, tray design can 

be varied (and multipurpose), depending on the 

material being used. that said, a scalloped tray is 

often a useful design, as this avoids impinging on 

the gingivae. the tray margins are cut just next to 

the gingival crevices. an orthodontic aligner can 

be used as a therapeutic tray as well as a retainer.

suitable tray types 

there are a variety of tray designs that can be used 

and modified for therapeutic use: 
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figure 2: carbamide peroxide bleaching gel is placed 
into the middle of the tray 

saliVary changes inside the tray

the research from leonard et al (1994) has 

shown that when saliva comes into contact with 

carbamide peroxide, there is an elevation in pH, 

which raises to a value of about pH 8 due to the 

liberation of urea. the urea and ammonia are 

by-products of the breakdown process of the 

carbamide peroxide. Hydrogen peroxide breaks 

down to water and oxygen. 

the critical pH for demineralisation is 5.2-5.5 for 

enamel and 6.0-6.8 for dentine (leonard et al, 1994b).

figure 3: Early root caries in a patient who also wants 
to whiten his teeth. See the early root decay on the 
lower left first and second premolars. the patient’s 
brushing techniques were revised and after completing 
the whitening treatment, the patient continued to use 
the tray twice a week placing amorphous calcium 
phosphate inside to reduce the demineralisation on 
the root surfaces 

figure 4: cross-section of a tooth, demonstrating the 
therapeutic tray in place over the tooth

figure 5: a patient with the upper bleaching tray in place. 
this treatment involved whitening followed by placement 
of chlorhexidine gel inside the tray after completing the 
crown lengthening surgery undertaken for the upper left 
first molar. the bleaching tray was placed after surgery 
to help heal the palatal area

figure 6: close-up cross-section of the therapeutic tray 
for placement of various materials for different purposes

suMMary

the use of carbamide peroxide in a bleaching tray 

has additional benefits to help patients improve 

and maintain their oral health. dentists are advised 

to consider this therapeutic approach to improve 

aesthetics while improving health sustainability 

for many patients. many patients can benefit from 

this approach.
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SuNSTAr Gum SmilES upON 
rEd CrOSS wAr mEmOriAl 
CHildrEN’S HOSpiTAl

over 300 patients at the red cross War memorial 

children’s Hospital in cape town beamed with delight 

when they received a Sunstar Gum razzle dazzle 

toothbrush on World oral Health day.

these were some of the 700 toothbrushes 

iVohealth and Sunstar Gum donated to the 

toothfairies, aka oral hygienist Paula Williams 

and dentist dr Susan Brink, who volunteer with 

the friends of the children’s Hospital (focHa).

initially, they began helping with the play 

programme at the hospital. “as dental professionals 

we didn’t feel we could ignore the poor state of 

many of the children’s teeth. We decided that the 

toothfairies would be a fun, child-friendly way 

to provide oral health education for the children 

and their parents. We try to teach the children the 

importance of effective tooth brushing and making 

the right dietary choices.”

 Sunstar Gum agreed to donate a toothbrush each 

time someone took their innovative Kiss-o-meter 

challenge on iVohealth’s facebook page during 

february and march.

“it was wonderful to visit the hospital and see 

the toothfairies in action,” says alizanne mohr, 

iVohealth’s marketing manager. “We are committed 

to helping them lay down a simple oral care routine 

to guide these children towards a healthier lifestyle.”

(left to right): alizanne mohr (iVohealth), Paula Williams, Patrizia Krampulz (iVodent), dr Susan Brink

(left to right): Paula Williams, Shaydon Jacobs (age 7), 
alizanne mohr
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COnTInuOuS pROfESSIOnAL DEVELOpmEnT

general

Job satisfaction and working practices of south african dental therapists 

and oral hygienists

1. research studies highlight professional concerns around issues such as 

further education and training, expanded clinical functions, independence 

and decision-making and role clarity in the dental team.

a. true

b. false

2. according to the demographic data of this study 32.2% dental therapists 

and 71% oral hygienists feel valued in the dental team most or all of the 

time.

a. true

b. false

3. When looking at job satisfaction, oral hygienists were less satisfied than 

dental therapists in every category on job description.

a. true

b. false

4. Positive satisfaction experiences were related to:

a. Greater autonomy

b. a positive and challenging work experience

c. Having flexibility in the work environment

d. a and b

e. a, b, and c

5. lack of benefits in terms of medical aid, pension and poor salaries were 

highlighted in the open ended question on job satisfaction.

a. true

b. false

6. 70.6% of oral hygienists discussed plaque control with every patient and 

22.4% discussed it with at least 75% of their patients whereas 44.6% of 

dental therapists discussed plaque control with every patient and 28.9% 

discussed it with at least 75% of patients.

a. true

b. false

7. the “upward referral model” uses a referral system where dental auxiliaries 

diagnose and carry out their treatment plans within their professional ambit 

and refer conditions outside their diagnostic and treatment capabilities 

for specialist input.

a. true

b. false

8. the “downward referral model” refers to a system where expertise is 

seen to lie within the dental practitioner who diagnose and refer as in 

the case of a supervised practice.

a. true

b. false

9. concerns around lack of autonomy, professional respect, flexibility in 

the work environment, being able to make a difference to patients and 

communities reported in this study may be embedded in broader issues 

of teamwork and role clarity in the dental professions.

a. true

b. false

10. undergraduate training programmes should reflect a more patient centred 

oral health team and ensure a “more collaborative arrangement where 

professionals work together as colleagues with mutual recognition of 

each person’s professional expertise and contribution”.

a. true

b. false

11. results of this study show that public health may be the preferred employer 

for both oral hygienists and dental therapists.

a. true

b. false

12. Where the professional is highly valued by the public, their job satisfaction 

is also higher.

a. true

b. false

therapeutic aesthetics

13. therapeutic aesthetics is the process of sustaining a patient’s oral health 

while improving and maintaining the aesthetic health of their teeth.

a. true

b. false

14. a therapeutic tray is worn to undertake therapeutic use such as:

a. to reduce caries and root caries

b. to assist with protecting the mouth during and post-radiation treatment

c. to reduce the high-risk classification of a caries exposure

d. a and b

e. a, b and c
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15. oxygen released by hydrogen peroxide into the gingival crevice changes 

the bacterial environment to remove the gram-negative bacteria, cleanse 

the pocket and stimulate healing to take place.

a. true

b. false

16. the first line of defence when treating white spot lesions due to decalcification 

is:

a. improvement in oral hygiene

b. reducing sugars

c. use of a therapeutic tray with fluoride gel inside

d. a, b and c

17. When designing a tray for therapeutic use, a scalloped tray is often a 

useful design as this avoids impinging on the gingiva.

a. true

b. false

18. a study by Van Haywood in 2007 has shown that using a nightly bleaching 

tray with carbamide peroxide can reduce the susceptibility to root caries.

a. true

b. false

19. Patients at high risk of caries may place amorphous calcium phosphate 

into the therapeutic tray to help elevate the pH further while restoring 

the oral environment to a neutral pH.

a. true

b. false

20. the critical pH for demineralisation is 6.0-6.8 for enamel and 5.2-5.5 for 

dentine.

a. true

b. false

ethical

uncompliant patients and refusal to treat

21. the HPcSa states that health care practitioners should not refuse or delay 

treatment because they believe that patients’ actions have contributed 

to their condition, or because they, the health care practitioners, may be 

putting their own health at risk.

a. true

b. false

22. dentistry is usually regarded as a moral enterprise with the best interests 

of the  patient as a guiding principle of the profession.

a. true

b. false

23. from an ethical perspective there are certain abiding principles such as:

a. respect for autonomy

b. Beneficence and non-maleficence

c. Justice (patients’ rights, fair distribution of limited resources, legal 

and social justice)

d. a and b

e. a, b and c

24. reasons for refusal to treat a patient are:

a. risks to the dental team

b. Non-compliance on the part of the patient

c. Patient is hostile or abusive to the treating team

d. all of the above

e. None of the above

25. it is not the practitioner’s responsibility to ensure that the patient complies 

with instructions and to inform the patient that he/she has failed to 

co-operate and that there is no option but to terminate the treatment 

and/or the contract.

a. true

b. false

coding list for oral hygienists

26. the coding list for oral hygienists includes procedures and services for 

use by oral hygienists practising dependently for purposes of keeping 

accurate patient records, reporting procedures on patients, and processing 

oral health care related insurance claims.

a. true

b. false

27. Ethical guidelines require oral hygienists to keep records for at least six 

years from when they become dormant.

a. true

b. false

28. dental laboratory fees may be charged by the oral hygienist (using code 

8099) on receipt of the invoice from the technician.

a. true

b. false

29. the international Standards organisation (iSo) in collaboration with the 

fdi designated system for teeth and areas of the oral cavity should be 

used when performing an oral examination.

a. true

b. false

30. a treatment plan is a list of procedures or services the oral hygienist 

proposes to perform on a dental patient based on the results of the 

examination and diagnosis

a. true

b. false
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