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EDITORIAL

FROM THE

EDITOR’S DESK
Dear Colleagues
I welcome you all to the second edition of our
OHASA Journal for 2022. It has been a tumultuous
few months on all fronts for us as a country yet
again. As we move toward our coldest months
of the year, let us not forget that our friends,
family and colleagues in KwaZulu-Natal are still
reeling from the aftershock of the recent ﬂoods,
which caused major destruction and cost many
lives. We can agree that as a nation, we have
again been railroaded by events far beyond our
comprehension and control. In the aftermath, the
resilience of our people is clear to see. The silver
lining always shines through and my optimism
has been renewed while looking on in awe at the
generosity of those who rolled up their sleeves
and have gone all-out to help. The spirit of Ubuntu
lives on in all these people.
This edition of our journal brings you new
perspectives on smoking as well as helps
contextualise e-cigarettes within our society.
Smoking is still rife and we must look at it through
new lenses in order to effectively manage our
patients who smoke. Next, we shine the light
on radiation exposure awareness that is lacking
amongst South African oral healthcare professionals.
The results of the study in this research article
show that in the interests of safety, we urgently
need to be reading more about our own radiation
exposure as well as that of our patients.
We have also included a very interesting study
looking at the issues of malpractice and the
accompanying liabilities. As this articles explains,
dental malpractice claims are extremely costly,
emotionally stressful and time-exhaustive. It is
therefore in the patient’s as well as the clinicians’
best interest to prevent dental malpractice claims.
All oral health professionals have an ethical duty

and obligation to their patients to observe ethical
principles and put the code of conduct into practice,
as well as to adhere to acceptable evidencebased standards and protocols of diagnosis and
treatment. Those oral health professionals who fail
to adhere to the fundamental ethical principles not
only violate the trust placed in them, but may also
expose themselves to malpractice and litigation.
It therefore makes best sense that every effort
should be made to identify and avoid situations
and procedures that may lead to potential harm.
Applying ethical decision-making principles
and good risk management protocols in dental
practice will not only reduce dissatisfaction and
risk exposure, but will also improve the standard
of patient care.
This edition of our journal is going to get your
cognitive wheels spinning as we lay out a case
study format – and how you can do your very own
case study write-up step by step. I sincerely hope
that you read through this article very carefully and
then think about any unique cases that you would
like to share with your colleagues. This can range
from special needs patients to aesthetic cases,
or even any oral disease that did not present in
the standard textbook way. Please share your
ﬁndings with us all.
If you are interested in the research or wish
to comment on the publications included in this
journal please share your thoughts with me on
ohasajournal@gmail.com. I remain committed to
furthering our research agenda and look forward
to collaborating with you.

Dr Aneesa Moolla
Editor

Stay well
Aneesa Moolla

OHASA’S VISION OHASA is a dedicated, dynamic, professional association representing hygienists as invaluable members of the health profession team.
OHASA’S MISSION OHASA aims to promote quality oral healthcare by representing, protecting and advancing the profession in partnership with stakeholders.
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FROM THE

Anri Bernardo
OHASA President

Autumn, the season after summer and just before
winter, is fast approaching. It is a short season
but such an important one. What I admire most
about it is the leaves that fall from the trees (called
fall as well), the days get shorter and colder and
everything turns brown. But it is so necessary to
have an autumn season after the hot summer
season and before the rainfall or colder weather
approaches. The leaves on the trees need to fall
down in order for new leaves to grow.
Metaphorically we also talk about seasons in a
person’s life. We all need the old dry leaves in our
lives to fall off in order for the new, beautiful green
leaves to grow. We also need the sunshine in our
lives and the warm days where we feel invigorated.
The winter is approaching and for most parts of
the country it is the rainfall and stormy season. It
is also where we sometimes feel the storms in our
lives are overwhelming. But I want you to always
think about the season in between the summer
and winter – autumn where it is necessary for the
old leaves to fall off in order for the new leaves
to grow and we need rainfall and storms in order
for that to happen.

PRESIDENT’S DESK
A few important messages from OHASA to you:
HPCSA ANNUAL FEES
The annual fee for the period 2022–2023 for Oral
Hygienist is R2 294-00 and the due date has been
extended to 31 May 2022. Please be reminded to
keep proof of payment and all correspondence.
You are also advised to pay the annual fees on
the HPCSA practitioner portal.
In this edition of the OHASA Journal we have an
important message from Dr Muslim regarding our
board fees. Please make time to read his message.
OHASA AGM AND NATIONAL CONGRESS
2022
It will be held in Cape Town on the 28th and 29th
of October 2022. The venue and programme
will be shared in due course. This will be an
in-person as well as a virtual event (hybrid).
We encourage all members to join the AGM as
important information regarding new motions to
be voted on will be communicated. We are looking
forward to bringing all branches together as one
at our ﬁrst National Congress.

THE SOUTH AFRICAN DENTAL ASSOCIATION
AND ORAL HEALTH CONGRESS 2022
It will be held in Gauteng from the 26th to 28th
of August 2022. OHASA will be joining SADA in
planning and hosting the parallel programme for
the allied delegates on the Saturday, 27 August
2022. Registration details will be sent out in due
course to all OHASA members.
CONCLUSION
From myself and the OHASA team we are striving
to keep all our members up to date with the
necessary information and opportunities – I urge
you to please make time to read the newsletter,
emails going out from OHASA admin as well as
from your branch teams. This way you will always
be up to date with the latest information. Please
feel free to communicate with us via your branches
or national email address.
OHASA National – ohasanational@gmail.com
Gauteng – ohasagauteng@gmail.com
KwaZulu-Natal – ohasakzn@gmail.com
Western Cape – ohasawc@gmail.com
Eastern Cape – ohasa.eastern.cape@gmail.com
Be Blessed
Anri Bernardo 

UPCOMING EVENTS

Gauteng Branch meeting, Midrand – 21 May 2022
Gauteng Branch meeting, Centurion – 23 July 2022
International Symposium on Dental Hygiene – 11–13 August 2022, Ireland
SADA and Oral Health Congress – 26–28 August 2022
Eastern Cape Branch meeting – 10 September 2022
Western Cape Branch meeting and AGM – 28–29 October 2022
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EDITORIAL

PROFESSIONAL BOARD
FOR DENTAL ASSISTING,
DENTAL THERAPY AND
ORAL HYGIENE
ANNUAL FEE INCREASES: An OVERVIEW –
2010/11–22/23

Dr TA Muslim
Chairperson

As an autonomous body the Health Professions Council of South Africa
(HPCSA) receives no grants or subsidies from government. The HPCSA
is funded mainly by the registration and annual fees it receives from
registered practitioners representing the 12 professional boards under
its jurisdiction. Additional income is received from interest gained and
other fees. Each board contributes a certain percentage of council
costs, based on several factors, including the number of practitioners
registered under its ambit. For example, in 2019/20 the Professional
Board for Dental Assisting, Dental Therapy and Oral Hygiene (PBDOH)
constituted 2.62% of the number of practitioners registered with the
HPCSA and contributed 2.51% of direct revenue to the council’s costs.
It must be noted that each board funds its own activities, and that no
board subsidises another, hence the wide difference in range of fees
amongst and within boards.
The PBDOH receives income from six major sources, viz: annual
fees, restoration fees, examination fees, evaluation fees, and penalties.
Major cost factors include employment costs, meetings and the cost of
conducting disciplinary hearings. For example, in the 2016/17 ﬁnancial year,
employment costs increased by 22% due to annual salary increments,
benchmarking, and the appointment of additional employees appointed
based on a new organisational structure. During the same period legal
costs increased by 11%.
The PBDOH has initiated several ﬁscal austerity and cost-containment
measures over the years. These include, inter-alia, car-pooling, holding

back-to-back meetings, using the HPCSA or online meeting facilities, a
move to electronic agendas and documents thereby eliminating printing
and courier costs, a reduction in the number of staff and board members
attending meetings and evaluations. The PBDOH reduced its staffing
component by 25%, and shares staffing and other related costs with
another board, in this way reducing costs even further. However, it is not
always easy to decrease costs that the PBDOH has no direct control over,
such as the costs of water, electricity, other utilities, human resources
and other external costs including rates and taxes.
The PBDOH is made up of fellow professionals and as such we fully
recognise the ﬁnancial challenges that Oral Hygienists, Dental Therapists
and Dental Assistants face. Therefore, the PBDOH has and continues
to make changes that will lead to systematic and sustained reductions
in annual fees. These reductions must be congruent with the need for
the PBDOH to fulﬁl its mandate, and for the PBDOH to undertake its full
range of activities. To this end the board and the ﬁnance section of the
HPCSA undertake extensive and highly critical budget review processes
in order to ensure that an appropriate budget is constructed since the
budget informs the annual fee amounts.
In the 2010/11 ﬁnancial year Dental Therapists and Oral Hygienists
had the highest annual fee amongst all 12 boards followed by
the professions of Psychology, Optometry and the Dentists and
Medical Practitioners respectively. Throughout the ensuing years the

Table 1: Overview of annual fees of the four professions with the highest fees: 2010/11–2022/23
Profession/
Fees in
Rands

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

2018/19

2019/20

2020/21

2021/22

2022/23

DT/OH

1 362

1 430

1 487

1 532

1 577

1 639

1 737

1 806

1 860

1 945

2 170

2 170

2 294

MP/DENT

1 112

1 156

1 243

1 318

1 318

1 424

1 593

1 736

1 830

2 055

2 500

2 890

3 266

OPTOM

1 262

1 312

1 319

1 475

1 548

1 626

1 724

1 845

1 963

2 095

2 470

2 470

2 619

PSYCH

1 272

1 399

1 511

1 587

1 587

1 682

1 682

1 842

1 971

2 160

2 360

2 360

2 460

*Highest fee/ fee higher that DT/OH highlighted in dark teal
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PBDOH systematically contained costs and from 2012/13 this board
no longer has the highest fees. In the 2022/23 ﬁnancial year the
PBDOH fees are now much lower (R2 294) than those of Doctors
and Dentists (R3 266), Optometrists (R2 619) and Psychologists
(R2 460). This is clear evidence of how the PBDOH has, over the
years, reduced annual fees. An analysis of the overall percentage fees

reveals that for the period 2010/11 to 2022/23 the PBDOH has had a net
DECREASE of -5.9% in annual fees, as apposed to the average adjusted
percentage increase for the professions of Medicine and Dentistry
(+62.01%), Optometry (+15.33%) and Psychology (+7.21%). It should also
be noted that the PBDOH has only had two above CPI fee increases
over a period of 12 years.

Table 2: Overview of annual fees of the four professions with the highest fees: 2010/11–2022/23
Indicator/
Year

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

2018/19

2019/20

2020/21

2021/22

2022/23

DT/OH

1 362

1 430

1 487

1 532

1 577

1 639

1 737

1 806

1 860

1 945

2 170

2 170

2 294

Actual %

BASE

5%

4%

3%

3.9%

6%

4%

3%

4.5%

11.6%

0%

5.7%

CPI

4.08%

5.01%

5.73%

5.78%

6.14%

4.51%

6.75%

5.20%

4.51%

4.12%

3.22%

5.7%

Difference

BASE

-0.01%

-1.73%

-2.78%

2.24%

+1.49%

-2.57%

-2.2%

-0.01%

+7.48%

-3.33%

0%

30
25
20
15
10
5

MED/DENT

Psychology

DT/OH

3
22

/2

3
20

/2
22
20

/2
21
20

20

/2

2

1

0

Optometry

20

20

19

/2

/19
18
20

20

17/

18

/17
16
20

/16
15
20

/15
20

14

/14
13
20

12
20

20

11/

12

/13

0

CPI

Figure 1: Overview of percentage fee increases compared to CPI – DT/OH, Optometry, Psychology and Medicine/Dentistry: 2011/12–2022/23

CONCLUSION
The PBDOH has over the years progressed from being the board with the HIGHEST annul fee to being one with a much-reduced fee. It is interesting
to note that in 2010/11 the annual fee for Dentists was R1 112 compared to Oral Hygienists and Dental Therapists who had a fee of R1 362. After intense
cost-containment efforts by the PBDOH the 2022/23 fees are now R3 266 for Dentists, compared to Oral Hygienists and Dental Therapists who have
a fee of R2 294. The PBDOH will continue in its efforts to fulﬁl its mandate and simultaneously ensure that the annual fee is as reasonable as possible.
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SWITCH TO HEATED TOBACCO
FROM CIGARETTES MAY REDUCE
TOXIC EXPOSURE:
COCHRANE REVIEW
Source: Medical Brief, January 19, 2022

There is moderate-certainty evidence that people who switched from
cigarettes to heated tobacco had lower levels of exposure to harmful
chemicals and very low-to moderate-certainty evidence of higher exposure
to toxins than those who stopped using tobacco altogether, found a study
published in Cochrane Database of Systematic Reviews.
Heated tobacco products are often marketed as a healthier alternative
to cigarettes but questions remain about their effects on cigarette smoking
and health, write Harry Tattan-Birch and Jamie Brown from University
College London, and Jamie Hartmann-Boyce from the University of Oxford,
in The Conversation. They assess the results of an research review.
Heated tobacco products are designed to heat tobacco without burning
it or producing smoke, and they are now available in many countries.
The popularity of these products soared in Japan after the release of an
electronic device called IQOS in 2016.
Our new review covers data from 11 studies with more than 2,600
people. The headline ﬁnding is that people who switched from cigarettes
to heated tobacco had lower levels of exposure to harmful chemicals
than those who kept smoking, but higher levels of these toxins than those
who stopped using tobacco altogether.
This lower exposure was found across a number of harmful substances
linked to cancers, heart disease and respiratory problems. This means it
is possible that switching from cigarettes to heated tobacco could reduce

PAGE 6

the odds of developing these diseases, but we don’t have enough data
yet to be sure. The studies were all of short duration, and it typically takes
a while for people to develop tobacco-related diseases.
That said, the evidence so far is consistent with how uniquely dangerous
smoking is. We know that most of the harmful effects of cigarettes – which
kill half of all regular smokers – come from inhaling toxic chemicals made
by burning tobacco. As heated tobacco products are designed to avoid
burning tobacco, we’d expect them to pose a lower risk.
Heated tobacco products could beneﬁt public health if they reduce
risk and help people stop smoking normal cigarettes, without attracting
people who would otherwise avoid tobacco entirely.
We didn’t ﬁnd any studies looking at whether giving smokers heated
tobacco products helped them stop smoking. But we found two Japanese
studies looking at how cigarette sales changed after IQOS entered the
market. Both found that falls in cigarette sales sped up after the IQOS
launch, suggesting that heated tobacco products might replace rather
than complement cigarettes.
On the other hand, it is possible that sales of cigarettes fell because
most people cut down without stopping altogether. The greatest
improvements in health come from stopping smoking altogether rather
than smoking fewer cigarettes.

OHASA JOURNAL
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HOW THEY COMPARE WITH E-CIGARETTES
E-cigarettes, or vapes, are another group of nicotine products that have
become very popular in recent years. Heated tobacco products heat
tobacco leaf, whereas e-cigarettes heat a liquid, typically containing
nicotine.
There are large differences in the science and regulation of these
products. E-cigarettes have been on the market for longer than heated
tobacco, so we have more evidence about their beneﬁts and harms.
Unlike heated tobacco, e-cigarettes have been shown to help people
stop smoking normal cigarettes. In the not-too-distant future, the UK
may even offer e-cigarettes to those who wish to quit smoking, as long
as the products pass the necessary regulatory hurdles.
Yet some countries, including Japan, have imposed restrictions that
have essentially banned the sale of nicotine e-cigarettes, while heated
tobacco products remain widely available. This may explain why heated
tobacco has taken off in Japan; it’s the only potentially lower-risk
alternative to cigarettes available.
Heated tobacco use remains rare in countries like the United
Kingdom and United States, where the e-cigarette market was already
well-established by the time IQOS launched.
The heated tobacco market is dominated by products from the
cigarette industry, which has historically acted to distort science into
the harm of cigarettes. Conversely, many e-cigarette manufacturers are
unaffiliated with cigarette companies. All safety studies in our review of
heated tobacco were conducted by cigarette manufacturers, whereas
there are many independent studies of e-cigarettes.

This article is republished from The Conversation under a Creative
Commons license. See the link to the original article below.
Cochrane Review – Heated tobacco products for smoking cessation
and reducing smoking prevalence (Open access)

THE SEARCH FOR A LESS HARMFUL CIGARETTE
Tobacco companies have claimed to be searching for decades for a less
harmful cigarette. Some attempts, including adding ventilation holes to
cigarette ﬁlters, have caused more harm.
The e-cigarette was the ﬁrst non-medical nicotine alternative to cigarettes
that appealed widely to smokers around the globe. But e-cigarettes
don’t contain tobacco and many manufacturers are unconnected to
cigarette companies.
Many tobacco companies instead focused on developing heated
tobacco devices, a market over which they could maintain greater
control through patents.
In 2014, with the introduction of IQOS to test markets by Philip Morris
International, sales increased quickly in Japan and South Korea, and
other tobacco companies introduced their own electronic heated tobacco
devices. Some of the most popular today are glo by British American
Tobacco and Ploom by Japan Tobacco International.
Much of the research into the safety of heated tobacco comes from
Philip Morris International, which applied for IQOS to be sold as a “reduced
exposure” and “reduced risk” tobacco product in the US.
In 2019, the US Food and Drug Administration (FDA) allowed
IQOS to be marketed as a reduced exposure product. Their review
concluded that “switching completely from conventional cigarettes to
the IQOS system signiﬁcantly reduces your body’s exposure to harmful
or potentially harmful chemicals”.
The reduced risk application failed, because “the evidence is not
sufficient to demonstrate substantiation of either of the claims about
the reduced risk of tobacco-related disease or harm”.
We need more evidence to be sure about how using heated tobacco
affects people’s health.
Harry Tattan-Birch is a PhD Candidate in Behavioural Science and
Health at University College London. Jamie Brown is Professor of
Behavioural Science and Health at University College London. And Jamie
Hartmann-Boyce is Associate Professor and Director of the EvidenceBased Healthcare DPhil Programme at the University of Oxford.

OBJECTIVES
To evaluate the effectiveness and safety of HTPs for smoking cessation
and the impact of HTPs on smoking prevalence.

2ND QUARTER 2022 • VOLUME 23 NO. 2

STUDY DETAILS
Heated tobacco products for smoking cessation and reducing
smoking prevalence
Harry Tattan-Birch, Jamie Hartmann-Boyce, Loren Kock, Erikas Simonavicius,
Leonie Brose, Sarah Jackson, Lion Shahab and Jamie Brown
Author affiliations: University College London, University of Oxford and
King’s College London.
Published in the Cochrane Database of Systematic Reviews on
6 January 2022.
ABSTRACT
Heated tobacco products (HTPs) are designed to heat tobacco to a high
enough temperature to release aerosol, without burning it or producing
smoke. They differ from e-cigarettes because they heat tobacco leaf/
sheet rather than a liquid. Companies who make HTPs claim they produce
fewer harmful chemicals than conventional cigarettes.
Some people report stopping smoking cigarettes entirely by switching
to using HTPs, so clinicians need to know whether they are effective for
this purpose and relatively safe.
Also, to regulate HTPs appropriately, policy-makers should understand
their impact on health and on cigarette smoking prevalence.

SEARCH METHODS
We searched the Cochrane Tobacco Addiction Group's Specialised
Register, CENTRAL, MEDLINE, and six other databases for relevant
records to January 2021, together with reference-checking and contact
with study authors and relevant groups.
SELECTION CRITERIA
We included randomised controlled trials (RCTs) in which people who
smoked cigarettes were randomised to switch to exclusive HTP use or
a control condition. Eligible outcomes were smoking cessation, adverse
events, and selected biomarkers.
RCTs conducted in clinic or in an ambulatory setting were deemed
eligible when assessing safety, including those randomising participants
to exclusively use HTPs, smoke cigarettes, or attempt abstinence from
all tobacco. Time-series studies were also eligible for inclusion if they
examined the population-level impact of heated tobacco on smoking
prevalence or cigarette sales as an indirect measure.
DATA COLLECTION AND ANALYSIS
We followed standard Cochrane methods for screening and data extraction.
Our primary outcome measures were abstinence from smoking at the
longest follow - up point available, adverse events, serious adverse events,
and changes in smoking prevalence or cigarette sales. Other outcomes
included biomarkers of harm and exposure to toxicants/carcinogens
(eg NNAL and carboxyhaemoglobin (COHb)).
We used a random-effects Mantel-Haenszel model to calculate risk
ratios (RR) with 95% conﬁdence intervals (CIs) for dichotomous outcomes.
For continuous outcomes, we calculated mean differences on the
log-transformed scale (LMD) with 95% CIs. We pooled data across studies
using meta-analysis where possible.
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MAIN RESULTS
We included 13 completed studies, of which 11 were RCTs assessing safety
(2,666 participants) and two were time-series studies. We judged eight
RCTs to be at unclear risk of bias and three at high risk. All RCTs were
funded by tobacco companies. Median length of follow-up was 13 weeks.
No studies reported smoking cessation outcomes.
There was insufficient evidence for a difference in risk of adverse events
between smokers randomised to switch to heated tobacco or continue
smoking cigarettes, limited by imprecision and risk of bias (RR 1.03, 95%
CI 0.92 to 1.15; I2 = 0%; 6 studies, 1,713 participants).
There was insufficient evidence to determine whether risk of serious
adverse events differed between groups due to very serious imprecision
and risk of bias (RR 0.79, 95% CI 0.33 to 1.94; I2 = 0%; 4 studies, 1,472
participants).
There was moderate-certainty evidence for lower NNAL and COHb
at follow-up in heated tobacco than cigarette smoking groups, limited
by risk of bias (NNAL: LMD −0.81, 95% CI −1.07 to −0.55; I2 = 92%; 10
studies, 1,959 participants; COHb: LMD −0.74, 95% CI −0.92 to −0.52; I2
= 96%; 9 studies, 1,807 participants). Evidence for additional biomarkers
of exposure are reported in the main body of the review.
There was insufficient evidence for a difference in risk of adverse
events in smokers randomised to switch to heated tobacco or attempt
abstinence from all tobacco, limited by risk of bias and imprecision (RR
1.12, 95% CI 0.86 to 1.46; I2 = 0%; 2 studies, 237 participants).
Five studies reported that no serious adverse events occurred in
either group (533 participants). There was moderate-certainty evidence,
limited by risk of bias, that urine concentrations of NNAL at follow-up
were higher in the heated tobacco use compared with abstinence group
(LMD 0.50, 95% CI 0.34 to 0.66; I2 = 0%; 5 studies, 382 participants).

In addition, there was very low-certainty evidence, limited by risk
of bias, inconsistency, and imprecision, for higher COHb in the heated
tobacco use compared with abstinence group for intention-to-treat
analyses (LMD 0.69, 95% CI 0.07 to 1.31; 3 studies, 212 participants), but
lower COHb in per-protocol analyses (LMD −0.32, 95% CI −1.04 to 0.39;
2 studies, 170 participants). Evidence concerning additional biomarkers
is reported in the main body of the review.
Data from two time-series studies showed that the rate of decline in
cigarette sales accelerated following the introduction of heated tobacco
to market in Japan. This evidence was of very low-certainty as there was
risk of bias, including possible confounding, and cigarette sales are an
indirect measure of smoking prevalence.
AUTHORS' CONCLUSIONS
No studies reported on cigarette smoking cessation, so the effectiveness
of heated tobacco for this purpose remains uncertain. There was
insufficient evidence for differences in risk of adverse or serious adverse
events between people randomised to switch to heated tobacco, smoke
cigarettes, or attempt tobacco abstinence in the short-term.
There was moderate-certainty evidence that heated tobacco users
have lower exposure to toxicants/carcinogens than cigarette smokers
and very low- to moderate-certainty evidence of higher exposure than
those attempting abstinence from all tobacco. Independently funded
research on the effectiveness and safety of HTPs is needed.
The rate of decline in cigarette sales accelerated after the introduction
of heated tobacco to market in Japan but, as data were observational,
it is possible other factors caused these changes. Moreover, falls in
cigarette sales may not translate to declining smoking prevalence, and
changes in Japan may not generalise elsewhere.
To clarify the impact of rising heated tobacco use on smoking prevalence,
ere is a need for time-series studies that examine this association.

CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 1
HEATED TOBACCO PRODUCTS FOR SMOKING CESSATION
1.

Heated tobacco products are designed to:
a. Produce smoke
b. Cause nicotine to burn
c. Heat tobacco without burning it
d. Result in no exposure to harmful
chemicals

2. The level of evidence regarding the beneﬁts
and harms of e-cigarettes compared to
heated tobacco products is:
a. More
b. Less
c. Same
d. Inconclusive
3. The two Japanese studies that looked at
how cigarette sales changed after a heated
tobacco product entered the market found
that:
a. There was an increase in cigarette sales
b. There was a decrease in cigarette sales
c. There was no change in cigarette sales
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4. E-cigarettes typically contain:
a. No ﬂavourings
b. Actual tobacco leaf
c. A liquid with nicotine
d. No additives
5. E-cigarettes have been shown to:.
a. Have no effect on smoking levels
b. Increase smoking older individuals
c. Prevent non-smokers from starting to
smoke
d. Help people stop smoking normal
cigarettes
6. The US Food and Drug Administration
allowed IQOS to be marketed as a:
a. Reduced risk product
b. Reduced exposure product
c. Reduced risk and exposure product
d. Neither reduced risk nor exposure
product

7.

The level of certainty, limited by risk of
bias, that urine concentrations of NNAL
at follow-up were higher in the heated
tobacco use compared with abstinence
group was:
a. Very low
b. Low
c. Moderate
d. High-very high

8. All safety studies in the review of heated
tobacco were conducted by:
a. Research organisations
b. Public health agencies
c. Cigarette manufacturers
d. Universities
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ABSTRACT
Aims and objectives: The aim of this study was to assess the awareness
of oral health care providers and dental students regarding radiation safety,
protection and legislation pertaining to dental radiography in South Africa.
Design and methods: An online questionnaire consisting of 20 structured
multiple-choice questions was distributed among ﬁnal year students and oral
health care providers.
The mean, median, standard deviation (SD) and frequencies were determined
statistically to compare the number of correct answers for each responder group.
Results: In total, 189 questionnaires were analysed. The average number of
correct answers was 11.6 out of 20 (58%) for all responders. Dental students
presented with the highest percentage (66%) of correct answers.
Higher radiation awareness was evident among the respondents who had
undertaken continued education courses.
Conclusion: Radiation awareness among oral health care providers in South
Africa needs improvement. Greater emphasis should be placed on dental
radiology courses to increase the knowledge and awareness. However, there
is no officially established benchmark of radiation awareness in South Africa.
This conclusion can only be drawn from the responders of the study and
cannot be made for the overall awareness of oral health care providers in
South Africa.
Clinical implications: Inadequate radiation awareness and knowledge among
oral health care providers may result in contributing to the increased risks of
radiation exposure and the erroneous utilization of radiographic imaging.
Keywords: Radiation protection, radiography, dental, dentists, health knowledge,
attitudes, practice, South Africa.
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INTRODUCTION
Dental radiography plays an essential role in diagnosis and treatment
of dental disease.1-2 Oral health care providers, however, do not
always follow prescribed indications when performing radiological
examinations.³ Radiographs are frequently used for 'routine screening'
of new patients.⁴ An increase in the number of radiographs is also
evident when fee-for-service payments are received.⁵
Ionising radiation from intraoral imaging is small and comparable
to daily natural background radiation.1,6 However, the potentially
harmful effects of any radiographic examination cannot be ignored.
Each exposure to ionising radiation can cause a biological effect, and
increase the potential risk of cancer.⁷
The use of radiation is accompanied by the responsibility to maintain
sufficient knowledge and to ensure appropriate radiation protection.8-10
A need for training with regards to the attitudes towards radiation
protection is evident.11-13 The level of knowledge regarding dental
imaging and radiation risks also differs amongst different oral health
care providers.¹⁴
A remarkable divide is evident between patient expectations and
the provision of information regarding ionising radiation.¹⁵-¹⁶ Oral health
care providers' knowledge and awareness regarding dental radiology
and risks is, therefore, a prerequisite for conducting these discussions
to obtain informed consent before imaging.¹²
South African law permits only registered dentists, radiographers, dental
therapists and oral hygienists to perform radiographic examinations.¹⁷-¹⁸
Chairside assistants are not permitted to take radiographs. In reality,
the laws and guidelines related to radiation control and safety are
frequently neglected in dental practice.¹⁸-¹⁹
The aim of this study was to assess the knowledge and awareness
of oral health care providers and dental students regarding radiation
safety, protection and legislation for dental radiographic imaging in
South Africa.
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MATERIALS AND METHODS
A cross-sectional online survey consisting of 20 multiple choice questions
was conducted between February to August 2019 (Appendix A). Only
registered radiation workers (dental specialists, dentists, and oral hygienists
and dental therapists) and ﬁnal year oral hygiene and dentistry students
from the University of Pretoria were invited to participate.
Quantitative variables and demographic data (years in practice,
profession, public or private setting and continuous professional
development (CPD) in oral and maxillofacial radiology (OMFR) after
graduation), were measured with an online questionnaire using the
Qualtrics®xm survey platform.
The chosen metric for the level of the knowledge was the percentage
of questions answered correctly. Two inclusive questions were added to
minimize bias. The questions were based on questions used in similar
studies as well as questions formulated speciﬁcally for this study.3,12-13,20
The mean, median, standard deviation (SD) and frequencies were
evaluated by using R Core Team (2018).21 Additionally, the data was
also analysed using the Shapiro Wilk test for normality, Kruskal-Wallis
test with a post hoc Dunn test combined with a Bonferroni adjustment,
Mann-Whitney-U test as well as the Spearman's Correlation analysis.
Ethical clearance was obtained from the University of Pretoria Faculty
of Health Sciences (Ethics reference number: 435/2018).
RESULTS
The ﬁnal number of 189 returned questionnaires were analysed. Since
the dental therapists' sample only consisted of 2 (1%) respondents, the
group was combined in analysis with oral hygienists and named Therapist
& Oral Hygienist group. Figure 1 presents the qualiﬁcation, percentage
and number of respondents in each group.
The variability of years of experience had a mean of 11.88 years
(SD ± 12.14 years). The dental and oral hygiene students were excluded
in the calculation of years of experience as they were not yet registered
as qualiﬁed professionals. The most common practice setting was a
private practice (49%), followed by a public setting (42%), whereas only
a few settings were indicated as other. The number of respondents who
conﬁrmed that they have had CPD training in OMFR during the past
ﬁve years, was 53%, while 8 respondents did not submit an answer to
this question.

Dental specialist

Overview of radiation awareness
The overall average percentage of correct answers was 58 %, (SD ± 13.43).
Dental students (66%, SD ± 10.72) scored the highest average of correct
answers, followed by the dental specialists (63%, SD ± 9,98). Dentists
and oral hygiene students submitted 58% of correct answers (SD ± 12.16
and ± 8.66, respectively). The least number of correct answers was 49%
(SD ± 14.44) for the Therapist and Oral Hygiene category.
The Kruskal-Wallis test was performed to determine if a signiﬁcant
difference exists between the score obtained by each study group. A
post hoc Dunn's test, with a Bonferroni adjustment, was then used to
investigate between which groups the differences exist. A statistically
signiﬁcant difference (p<0.05) was found between the following groups:
Dental Student-Therapist and Oral Hygienist, Dental student-Dentist,
Dental Specialist-Therapist and Oral Hygienist, and Dentist-Therapist and
Oral Hygienist groups. There was no statistically signiﬁcant difference
between the remaining groups.
The association between the score and years of experience was
assessed using a Spearman correlation test. The correlation value was
-0.306 indicating a negative relationship between the questionnaire
score of correct answers and the number of years in practice. A nonparametric Mann-Whitney-U test was used to determine if a signiﬁcant
difference exists between the results of the groups practising in a public
compared with the private sector. The p-value (0.0044) of the Mann-Whitney
Wilcoxon indicates the statistically signiﬁcant difference between public
and private sector results. The average score of correct answers for the
private sector was 54% and the public sector 60%.
The p-value (0.01274) results showed a statistically signiﬁcant difference
between the responders who had CPD training in OMFR in the last 5
years and those with no training. The mean value of the two groups was
55% and 60% respectively.
The differences between dental specialists and dentists were also
tested. The Shapiro-Wilk test for normality results showed that normality
can be rejected at a 5% level of signiﬁcance for the dentists' scores.
Since not all assumptions held, the non-parametric Mann-Whitney-U
tests were used to determine if a signiﬁcant difference exists between
the results of the two groups.
The p-value (0.1354) of the Mann-Whitney Wilcoxon indicates no
signiﬁcant differences exist between the scores of these two groups.

15 (8%)

Dentist

76 (40%)

Dental therapist

2 (1%)

Oral hygienist

48 (25%)
36 (19%)

Dental student
12 (6%)

Oral hygienist student
0
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20

30

40

50

60

70

80

Figure 1: The qualiﬁcation, number and percentage of respondents (n = 189).
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The low-scoring questions
Eight questions had a correct score of less than 50%. The results and
respondent groups with the questions to the lowest scoring questions
are presented below in Figure 2.

Question 16. Dental radiographs can have deterministic and stochastic
effects in pregnant females (% of correct answers).

Question 4. Percentage of correct answers by responder groups who
were aware that a rectangular collimator and a ﬁlter has the greatest dose
reduction effects during an intraoral examination.

31%
17%

16%
13%

75%

13%

10%

67%
Overall

Dental
Specialist

Dental
Students

Dentists

Oral
Hygiene
Students

Therapists
and Oral
Hygienists

26%
20%
11%
Overall

Dental
Specialist

Dental
Students

Dentists

10%
Oral
Hygiene
Students

Therapists
and Oral
Hygienists

Question 6. The safest position of the operator during the exposure, if leaving
the room or making use os a barrier is imposible (% of correct answers).

Question 17. is it compulsory to use protective devices like lead aprons and
thyroid shields for the protection of every patient during dental examination
in South Africa? (% of correct answers).

40%

Overall
42%
33%
24%

25%

Dental
Specialist

Dental
Students

Dentists

25%

24%

Oral
Hygiene
Students

Therapists
and Oral
Hygienists

22%
14%

13%

Overall

33%

29%

Dental
Specialist

Dental
Students

Dentists

Oral
Hygiene
Students

Therapists
and Oral
Hygienists

Question 8. Law does not limit the number of dental radiographs prescribed
annually by dentists (% of correct answers).

53%
31%

31%

36%
24%

Question 2 and 14 were mutually inclusive and assessed the knowledge
related to the amount of radiation received during dental radiological
examinations. Results to question 14 indicated that 61% knew that
ionizing radiation used in radiological examinations in dentistry has
similar properties to normal background radiation.
Results to question 2 indicated that 42% of respondents correctly
knew that the average radiation dose received from one digital periapical
radiograph can be considered lower or can be compared with the average
daily background radiation dose and 23% were unsure.
Question 9 assessed the awareness of the full-body radiation dose
limit of 1 mSv for the general public per year. The results indicated that
49% knew the amount of the annual full-body radiation dose limit for
the general public.
Only 49% of the responders were aware of certain conditions
enabling the exemption of wearing personal monitoring badges in
dental clinics in South Africa, which was assessed in question 15.

8%
Overall

Dental
Specialist

Dental
Students

Dentists

Oral
Hygiene
Students

Therapists
and Oral
Hygienists

Figure 2: Low scoring questions and the percentage of correct
answers per
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As Question 4 (Figure 3) was a multiple-choice question, the results of
the chosen answers have been additionally presented to illustrate the
level of knowledge of greatest dose reduction effect during intraoral
radiographic examination. Only 26% of respondents knew that using
a rectangular collimator with a ﬁlter helps to achieve the highest dose
reduction effect.
Question 4. Which one of the following measure/s will have the greatest
dose reduction effect during intraoral radiographic examinations?

29%
26%
24%
14%
7%

Rounded
collimator
with ﬁlter

Rectangular
collimator
with ﬁlter

Lead apron

Using
D-speed
ﬁlm

Using short
cone/aiming
tube

Figure 3: The level of knowledge of greatest dose reduction effect
during intraoral radiographic examination.
DISCUSSION
The study assessed the knowledge and awareness of oral health care
providers and dental students regarding radiation safety, protection
and legislation. All oral health care providers groups were invited to
respond to this study. The reason for the low response rate from the
dental therapists may be due to the lack of interest shown towards
dental radiology. Nevertheless, their scope of practice permits them
to take and interpret the full spectrum of images.22
There is no officially established level of satisfactory radiation awareness
in South Africa as no such study was performed. However, the current
grading system at South African Universities requires students to obtain
a minimum of 50% as the overall mark for dental and oral hygiene
students in OMFR. Hence a ﬁnal mark of 50% can be considered as
a satisfactory benchmark when assessing awareness for practicing
oral health care providers in South Africa. In addition, the answers can
also be compared to similar studies from other countries, however the
questionnaires and requirements may differ.
The results from this study, indicated that radiation awareness among
oral health care providers in South Africa is satisfactory as the mean
percentage of correct answers was 58%. The results are comparable
to Nigeria23 and Poland,12 where 59.1% and 64% of correct answers
were respectively recorded. The need for CPD courses, which include
theoretical and practical training, is, however, evident.
The mean percentage of correct answers among dentists was 58%. It
must be noted that the undergraduate curricula have changed dramatically
due to the importance and demand of OMFR. Former undergraduate
training lacked sufficient practical exposure to digital radiography and
Cone Beam Computer Tomography (CBCT).
Involvement in the form of communication, training and education
from the regulatory bodies also needs improvement. However, courses
offered in OMFR and radiation safety may not always be as attractive
compared to other clinical courses, which may provide ﬁnancial gain.
The Dental Students and Specialist's category presented with a higher
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percentage of correct answers compared with the other responder
groups. This can be due to the novel and more comprehensive training
received in OMFR. The current curriculum, which includes rigorous
training in radiation physics, safety, and CBCT, prepares the students
better as the results indicate. Dental students scored higher compared
to the dentists. This is in contrast to Poland, where dentists showed
higher radiation awareness.12
The public oral health care sector in South Africa seems to have a
more established radiation safety culture compared to the private sector.
In our study, oral health care personnel practising in the private sector
showed poorer knowledge of radiation awareness (54%) compared to
their public sector colleagues (60%). Privately practising dentists may
not receive sufficient information on radiation safety and implementing
a radiation awareness culture in the dental practice needs expertise
and a conscious effort.24
Continues education increased the percentage of correct answers. A
statistically signiﬁcant relationship existed between having received CPD
training in OMFR in the last 5 years and the awareness of the greatest
dose reduction effects. Studies in Sweden11 and Poland12 presented
with similar results. In contrast, no signiﬁcant associations were found
when shorter courses ranging from one to three days were attended.11
Only 42% of responders knew that ionizing radiation used in dental
radiographic imaging has similar properties to normal background
radiation. However, 61% were aware that the average radiation dose
received from one digital periapical radiograph can be considered lower,
or can be compared with the average daily background radiation dose.
The low knowledge level regarding radiation doses will complicate
patient communication.25
The damaging effects of ionizing radiation can be classiﬁed either as
deterministic or stochastic. Deterministic effects cause tissue reactions
and occur only when certain exposure thresholds are reached, which
never happens with exposure levels used in dentistry. Hence, only
stochastic effects can occur.26 In our study, only 16% of respondents were
aware that dental radiographs cannot cause both effects. Insufficient
knowledge of radiation doses and biologic effects may potentially lead
to unnecessary or insufficient utilization of radiographic imaging. In both
cases, the result can lead to an increased risk for patients.
A rectangular collimator can reduce radiation exposure by 60%
compared with a circular collimator.27 Only 26% of all our respondents
were aware of the effects of a rectangular collimator with a ﬁlter and only
11% of the dentists answered this question correctly. We also determined
that the oral health care providers who had training in OMFR had more
knowledge regarding the greatest dose reduction effects. However,
our study only assessed knowledge and not practice. Our results were
similar to a Korean24 study (20%) and higher than previous studies in
Belgium, Iran and Australia, where a rectangular collimator was used
only by 5%–6% of dentists.13,20,24,28
It is alarming that 29% of our respondents incorrectly considered
that a lead apron will have the greatest dose reduction effect. It was
found that 71% of the oral health care providers were not familiar with
the current legislation stating that it is not compulsory to routinely use
protective devices like lead aprons and thyroid shields for protection.
Outdated knowledge of patient safety measures emphasizes the need
for more training and access to updated information.
The lack of set dose limits does not imply that radiographic imaging
in dentistry can be performed without justiﬁcation and optimization.29 A
remarkable amount of Norwegian medical students (89%) were unaware
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that there are no legal dose limits set for the patients as long as the
examination is justiﬁed.27 In our study, only 31% of respondents from
the dental student's category and 30% of the dentists answered this
question correctly.
According to our results, half of the oral health care providers
(50%) incorrectly believed that the law sets the limits to the number of
radiographs annually prescribed by dentists. This ﬁnding is similar to a
Polish study, where approximately half of all the responders knew that
such a law does not exist.12 No set dose limits for medical and dental
imaging places the responsibility solely to the health care provider to
choose the appropriate imaging modality and the exposure size.
The European Guidelines of Radiation Protection and the American
Dental Association state that there is no contraindication for taking a
radiograph on a woman who is or may be pregnant but that it must be
clinically justiﬁed.30-31 In Poland, most of the responders overestimated
the risk of dental radiographic imaging of pregnant patients.12 Thirtynine percent of Iranian dentists indicated that they would not perform
periapical radiographs on pregnant women.20 In our study, 66% of
oral health care providers knew that performing dental radiographic
examinations in pregnant women in South Africa is not contraindicated,
but risks and beneﬁts must be evaluated. A lack of awareness may lead
to neglecting radiological diagnostics for pregnant patients when the
beneﬁts out-weight the risks.12
Only 24% of oral health care workers knew the safest position for the
operator during exposure with only 22% of the dentist group providing the
correct answer. The results for this ﬁnding was lower than an Australian
survey which found that 87% of the participants correctly indicated that
the position should be at least 2 m from the primary beam.28
However, most of the Belgian dentists (75%) always stood in the
same spot in their dental office regardless of the position of the primary
beam.13 In an Iranian study, only 36% of the dentists used the position
and distance rule correctly.20
The regulation regarding the exemption of wearing personal monitoring
badges were correctly answered by 49%. Only 30% of the respondents
from the therapist and oral hygienists group answered this question
correctly. In the USA, 22% of oral hygienists who responded to a survey,
wore dosimeter badges.32
Only 49% of responders to our study knew the amount of the full-body
radiation dose limit of 1 mSv for the general public per year. Sporadic
knowledge about occupational radiation safety leads to the general
underestimation of the potential risks of ionizing radiation exposure.13
A limitation of this study was the limited number of respondents,
particularly in the dental therapist group. Hence the results cannot be
conﬁdently compared between the dental therapy and the other groups.
The number of responders in the other responder groups were, however,
representative to draw valuable conclusions. The pre-programmed survey
tool allowed a responder to proceed to the next question before saving
the answer to the question in hand.
Therefore, the ﬁndings of this study can only be generalized into the
results of the positive responses.
Finally, because the questionnaires were not completed in the
company of the researchers, there was always the possibility that some
responders were researching their answers on the internet or consulting
their peers. Therefore, awareness reported may be overestimated.
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CONCLUSIONS
The results from this study clearly indicate a need for improvement
in radiation awareness among oral health care providers. The time of
qualiﬁcation and the participation in continues development courses
had a positive inﬂuence on the results.
Emphasis should, however, be on the development of CPD courses
to improve knowledge and to increase radiation awareness. However,
this conclusion can only be drawn from the responders of the study
and the same conclusion cannot be made for the overall awareness
in South Africa.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 2
AWARENESS OF RADIATION EXPOSURE AMONG SOUTH AFRICAN ORAL HEALTHCARE PROVIDERS:

9. South African law permits only registered dentists, radiographers,

12. The damaging effects of ionizing radiation can be classiﬁed

dental therapists and oral hygienists to conduct radiographic

either as:

examinations on patients:

a.

Deterministic or stochastic

a.

True

b.

Opportunistic or deterministic

b.

False

c.

Stochastic or opportunistic

d.

Deterministic or opportunistic

10. What is the current grading system minimum pass mark
requirement at South African universities for students to pass

13. In this study, what percentage of oral health care providers

the Oral and Maxillofacial Radiology course?

knew that performing dental radiographic examinations on

a.

40%

pregnant women is not contraindicated:

b.

50%

a.

38%

c.

55%

b.

56%

d.

60%

c.

66%

d.

70%

11. The public oral health sector in South Africa seems to have a
more established radiation safety culture compared to the private
sector:
a.

True

b.

False
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EXECUTIVE SUMMARY
Rationale
Dental malpractice claims are extremely expensive, emotionally stressful
and time-consuming. Understanding the ethical and legal concepts related
to dental malpractice and negligence, common causes of malpractice,
application of ethical decision-making and risk management principles
is important. It will better equip dental practitioners to avoid ethical
mineﬁelds, malpractice claims and dental litigation.
Key points
• Patients rely on trust, their dentist’s expertise and a professional
diagnosis, to assess their treatment needs.
• Maintain caution, skill, and prudence at all time.
• Clinical decision-making should be based on the fundamental ethical
questions: (i) what is in the patients best interest; (ii) will it do harm;
(iii) have I informed the patient appropriately; and (iv) is it fair to the
patient?
• The over-riding criteria for standard of care – is it in the best interest
of the patient?
• The treatment recommended should be safe, predictable, costeffective, respectful of patient preferences, aimed at preserving
normal tissue and function and based upon current scientiﬁc evidence.
• Treatment should always address the patient’s main complaint.
• Applying ethical decision-making and good risk management protocols
will not only reduce risk exposure, patient dissatisfaction, avoid
malpractice claims and litigation, but will also improve the standard
of patient care.
• Communicate with passion and compassion.
Essential practice implications
• The standard of care applies to all dental practitioners and specialists.
• Never ignore patient expectations and never raise unrealistic
expectations.
• Note the patients’ main complaint in the ﬁle.
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•
•
•
•

Always be on the alert for risk factors.
Provide the patient with a written treatment plan and cost assessment.
Obtain the patients’ written informed consent before starting treatment.
Recall and maintenance care is of critical importance, especially with
periodontitis patients, implant dentistry and restorative rehabilitations.
• Deal immediately and appropriately with dissatisﬁed patients.
INTRODUCTION
The dental profession holds a special trust relationship with its patients.
To uphold this mutual trust the dental profession makes a commitment
to the patient that they will adhere to a high ethical standard of care and
conduct.¹ The relationship between dentists and patients has changed
in recent times and some of the major causes are:²
1. An increase in patient awareness of their rights.
2. High expectations and demands where aesthetic procedures are
involved.
3. Competition between practitioners in a highly competitive market.
4. A change in the patient-dentist relationship from a personal/professional
relationship to a more business/commercial relationship.
5. Increase in scientiﬁc and technological development creating a society
founded on capitalism and consumption.
The dental profession has in recent times come under increasing
attack by disgruntled patients dissatisfied with their treatment.³
Dissatisfaction between patient and dentist can often be resolved or
managed properly and early, but sometimes patients turn to courts
to get matters resolved. Such litigation cases against a dentist can
result in severe consequences frequently causing loss of income, loss
of reputation, harassment, mental agony, stress, sleeplessness, and
embarrassment in society.³ Furthermore, dental malpractice claims are
expensive, emotionally stressful and time-consuming. It is therefore in
the patient’s as well as the clinicians’ best interest to prevent dental
malpractice claims. To avoid malpractice claims, dentists should know
the rules/regulations guiding the profession, the law and litigation
pertaining to their practice and standard of care practice protocols.
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PREVALENCE/ INCIDENCE OF DENTAL MALPRACTICE
Not many descriptive studies are available describing the prevalence,
causes, impact and outcomes of dental malpractice claims. A recent
study analysing malpractice cases ﬁnalized between 2007 and 2016
in South Africa, showed that most cases constituted fraud (66.7%),
clinical malpractice (23.2%) and professional misconduct (10.1%).4 Clinical
malpractice complaints mainly involved oral surgery (27.3%), endodontic
therapy (22.7%), prosthodontic therapy (22.7%), operative dentistry (9.1%),
periodontics (6.8%) and orthodontics (4.5%).⁴
A survey of dental malpractice claims in Rome, Italy showed that most
litigious activities were related to prosthetic, dental implant and endodontic
procedures.5 Most insured convicted dentists (52.3%) were not fully
covered by their insurance due to the presence of unmet contract clauses.
An analysis of malpractice claims in implant dentistry in Italy from
Insurance Company Technical Reports between 2006 to 2010 revealed
that most of the surgical errors were committed during implant insertion
(82.6%). Halve of these cases involved surgical errors due to inadequate
treatment planning and execution, resulting in damage of the inferior
alveolar nerve (32.2%), lingual nerve (2.5%), invasion of the maxillary
sinus (9.1%), and damage to adjacent teeth (6.6%).⁶
A retrospective study conducted in Tehran, Iran between 2002 and 2008
showed that the majority of complaints were in ﬁxed prosthodontics and
oral surgery. Most of the cases were against general dentists. In 56.7% of
clinical and 40% of misconduct (non-clinical) dental malpractice claims,
dentists were found at fault.7 A survey of dental malpractice claims in
Brazil reported that endodontics was the most involved dental speciality
with the highest prevalence of litigation.² Maxillofacial and oral surgery,
endodontics and ﬁxed prosthodontics are the dental specialities most
often involved in litigation.2,4,7,8,9
WHAT ARE DENTISTS’ ETHICAL DUTIES AND OBLIGATIONS TO A
PATIENT?
Dentists assume unique moral duties in presenting themselves to society
as being uniquely qualiﬁed to care for oral health. Ethics is used as a
generic term for various ways of understanding and examining moral
behaviour.¹⁰
The application of fundamental ethical principles provides various
ways of understanding and examining moral behaviour,11 inquiring why
an individual action is right or wrong, or establishing the reasons why a
person is good or bad.¹² Many ethical dilemmas don’t have clear answers
and sometimes it is truly a matter of choosing the most right or least
wrong choice. Ethical decision-making is ﬁnding the middle ground on
an ethics continuum where on the one extreme is ‘right’ or ‘good’ and
the other extreme is ‘wrong’ or ‘bad’.
Dentistry has historically been a caring profession with core ethical
obligations that center on the duty to treat and prevent disease and
ultimately to promote well-being.13
Our clinical decision-making, behaviour or conduct, and standard of
care is guided by a professional or ethical code of conduct, which is
based on four fundamental ethical principles (described in detail below):
(1) autonomy (patients’ right to make or participate in decision-making
and make their own choices); (2) non-maleﬁcence (preventing harm);
(3) beneﬁcence (promoting or doing good); and (4) justice (fairness in
treating each other justly).¹¹
General guidelines on duties and obligations and conduct for expressing
these fundamental ethical principles is provided in detail by the Health
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Professions Council of South Africa.¹⁴ A duty is an obligation to do or
refrain from doing something. Our duties to act in the best interest of
the patient, doing good, preventing harm, truthfulness and fairness
reﬂect the underlying nature of the dentist-patient relationship. Ethical
guidelines help clarify the path of what’s appropriate and what’s not.
1. AUTONOMY (RIGHT TO SELF-DETERMINATION)
Autonomy is deﬁned as the patient’s right to make or participate in
decision-making and make their own choices. The principle of autonomy
expresses the concept that dental clinicians have a duty to respect
the patients’ right to select or refuse treatment according to their
desires, within the bounds of accepted treatment. Dental clinicians’
primary obligations include involving patients in treatment decisions in
a meaningful way with due consideration being given to their needs,
desires and abilities, facilitated by the process of informed consent.¹⁵
Patients should be educated to fully comprehend the treatment plan,
treatment sequencing and ultimate restoration possibilities, expected
treatment outcomes, and the patient’s responsibilities towards achieving
and maintaining a successful outcome.¹⁶ Signed informed consent is of
little value if given by a patient who is unable to comprehend what was
signed or the implications of treatment.
Complex treatment plans require more detailed descriptions and
discussions. It is essential that the patient understands this and is given
the opportunity to ask questions to clarify any matters. Dental clinicians
should elaborate on different treatment options available, the advantages,
risks, costs involved of each alternative, their prognosis and long-term
consequences, and allow patients the opportunity to participate in
treatment planning discussions rather than focusing on promoting the
most proﬁtable treatment option. It is the authors experience that often
patients are given treatment options based on the particular skills of a
clinician, rather than what is in the best interest of the patient. To refer a
patient to another practitioner who is more capable to assist with a certain
treatment option is certainly not an indication of incompetence by the
referring clinician. Most patients will readily accept such a referral if it is
explained that as being in their best interest. By listening to the desires
and wants of patients and communicating relevant information openly
and truthfully, dental practitioners assist patients in making informed
choices about the treatment options available and also empowers the
patient to participate in achieving and maintaining optimum oral health.
Patients who are fully informed will better understand the treatment and
implications thereof and how to maintain optimum oral health to ensure a
predictable and successful outcome. In addition, a patient that demands
and accepts a complex and costly treatment plan will then also accept
more responsibility for their treatment. The ﬁnal choice of treatment is
largely dependent upon the patient’s expectations, desires, ﬁnancial
budget and willingness to undergo treatment.¹⁷
Informed consent
Before subjecting a patient to any proposed treatment, their tacit
agreement, or informed consent is essential. This is both an ethical
and a legal requirement. A competent patient will be able to make
a choice based on an understanding of the information given to him/
her, an appreciation of the diagnosis, the procedure proposed and its
consequences, and will be able to reason and weigh up the various
treatment options.
Informed consent is obtained by conducting a structured, formal
consultation with a patient to explain the goals of treatment. It should
include alternative options, the probable beneﬁts (advantages) and actual
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or potential risks (disadvantages) of treatment, costs of each treatment,
and the risks of non-treatment prior to performing procedures.10,18,19
Conditions of consent
Consent must be voluntary – that is – the patient must not be manipulated
or coerced into consenting. According to the National Health Act No. 61
of 2003, Chapter 2 Section 6 the following information must be given
to the patient:
• Range of diagnostic procedures and treatment options available.
• Beneﬁts, risks, costs and consequences associated with each option.
• User’s right to refuse care and explain implications, risks and obligations
of such refusal.
• Furthermore, this information must be provided in a language that the
patient understands and in a manner that takes into account the patient’s
literacy level.
The dentist’s recommendation is important, but in advising patients,
it is essential that the patient’s best interests are paramount. The “best
interest” of patients means that professional decisions of proposed
treatments and any reasonable alternatives proposed by the dentist must
consider the fundamental ethical principles, as well as the values and
personal preferences of the patient. This must be done in a manner that
allows the patient to become involved in the decision-making process.
Consent forms cannot replace an informed treatment discussion and
thorough documentation in the dental chart before any work begins.
Material risks
Dentists are obligated to warn patients of “material risks” inherent in the
proposed treatment or procedure. Risks are regarded as “material” if:
(i) a reasonable person in the position of the patient, if warned of the
risk, would attach signiﬁcance to it, and
(ii) the practitioner concerned should be reasonably aware that the patient,
if warned of the risk, would attach signiﬁcance to it.
Conﬁdentiality
Dental health care providers are obligated to tell the truth, protect
conﬁdentiality and respect privacy.¹²
2. NON-MALEFICENCE (DO NO HARM)
The ethical principle of “ﬁrst, do no harm,” is a fundamental feature of the
foundation of health practice since Hippocratic times and is considered
to be a moral imperative of health practitioners’ behaviour. This principle
expresses the concept that dental clinicians have a duty to exercise
care, and to refrain from harming the patient e.g. doing irreversible
harm or placing teeth at risk by selecting inappropriate therapies and
not informing patients of unavoidable risks.20,21 Under this principle the
dentists’ primary obligations include keeping knowledge and skills current,
knowing one’s own limitations and limiting and managing risks with the
ultimate aim of minimizing harms and maximizing beneﬁts for the patient.
No treatment comes without risks or failures. There are actual and
potential risks in each treatment that may result in varying consequences,
complications, and harm either physically, emotionally or ﬁnancially.
Harm from overuse, misuse, errors, failures, technology and material
ﬂaws, accidents, complications, and known risks are all consequences
of treatment that must be avoided wherever possible.²²
Quality and safe dentistry can only be provided when both the clinician
and the patient make treatment-planning decisions based on the patient’s
general health status, oral health, functional and aesthetic needs. The
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treatment recommended should be scientiﬁcally proven (evidence-based),
safe, predictable, cost-effective, and respectful of patient preferences,
and should be aimed at preserving normal tissue and function.²³
3. BENEFICENCE (TO PROMOTE OR TO DO GOOD)
The principle of beneﬁcence expresses the concept that professionals
have a duty to care for and to act in the patient’s best interest. Under
this principle the dentist’s primary obligation is service to the patient
with the aim of beneﬁting or improving the patient’s oral health. The
most important aspect of this obligation is the competent and timely
delivery of appropriate and safe dental care within the bounds of clinical
circumstances presented by the patient.²⁰ Patients rely on trust, the dentist’s
expertise and a professional diagnosis to assess their treatment needs.
Dental care is only a small part of the whole system of healthcare
and quality of life. Beneﬁcence could be applied for medical reasons,
preventive purposes, health promotion, or it could be structural, functional
or aesthetic in nature. In addition to the patient’s main complaint and/
or requests, the overall treatment plan should include and manage
the periodontal health, tooth structure and occlusal health to ensure
a successful treatment outcome with long-term stability. The dentist is
responsible to do what is best for the patient, on a physical and emotional
level. Every patient should be presented with an ideal treatment plan
that has been developed to take into consideration the patient’s clinical,
functional, and aesthetic needs, before a compromise or alternative
plan is provided. Dentists are responsible to provide a high standard of
professional care, are accountable for the intended beneﬁt and outcome
of any treatment and should not harm patients while delivering such
comprehensive oral health treatment.
4. JUSTICE (FAIRNESS)
The fourth fundamental ethical principle is justice. Justice expresses
the concept of fairness in treatment, respect for patient’s rights and
demands consideration of fair distribution of scarce resources.¹² Justice
requires that dental healthcare providers ensure patients are given the
same treatment options as anyone would receive in a similar position,
regardless of ﬁnancial status.
WHAT IS THE DIFFERENCE BETWEEN DENTAL MALPRACTICE,
NEGLIGENCE AND MISCONDUCT?
Dental malpractice
Dental malpractice is deﬁned as the failure of a dental professional to
follow the accepted standards of care of his/her profession resulting in
harm, injury or loss.24,25 Malpractice is a type of negligence, and is often
referred to as professional negligence.
Negligence
Negligence refers to a breach of duty of care where professional conduct
falls below the standard of care,²⁵ failure of the clinician to use reasonable
care and skills in rendering services to a patient,24 or failure to protect
a patient against unreasonable risk of harm, injury, loss or damage.²⁵
Harm through negligence caused by carelessness (not intentional harm),
is known as tort law.
Proof of negligence is based on comparing the actions with those
that a reasonable clinician, under the same circumstances would have
performed.²⁵
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Disgruntled or dissatisﬁed patients often present to a different practitioner
for a second opinion when they feel they have been mistreated. This puts
the second clinician in a difficult position of trying to establish whether
the actions were negligent or severe enough to constitute malpractice.
Questions to ask include: was the aim to provide a therapeutic beneﬁt,
to protect the patient, to prevent harm, to remove conditions that could
lead to future harm and was the treatment aimed at promoting the
patients best interests.²⁵
Misconduct
Professional misconduct is deﬁned as inappropriate, abusive, or illegal
behaviour by a professional and implies an intentional compromise of
ethical standards with the intent of beneﬁtting the clinician.²⁴
Examples of professional misconduct include: claiming for services
not rendered, over-servicing, violating regulations governing the dental
profession,1 inappropriate relationship with a patient, issuing fraudulent
medical certiﬁcates, breach of conﬁdentiality and failure to obtain valid
informed consent.
It is not within the scope of this review to cover the complex subject
of misconduct.
WHAT DOES ‘STANDARD OF CARE’ IN DENTISTRY MEAN?
Standard of care is what a reasonable, prudent dentist would do under
the same or similar circumstances while applying scientiﬁc evidencebased care.²⁶ Standard of care is the same for all clinicians, whether
general practitioners or specialists.²⁶ Whilst clinical training, educational
and continuing education levels vary widely, the general practitioner is
expected to perform dental services with the caution, skill and prudence
of a specialist.26,27 The overriding criteria for standard of care is whether
it is in the best interest of the patient.
Standard of care means practicing clinical and evidence-based
dentistry as per relevant and current-based literature,²⁷ and should
reﬂect changing and evolving new technologies, dental materials, and
methodologies.²⁶ Every speciality and aspect of dentistry has optimal
technology and methodologies that are indicated to uphold the current
standard of care.²⁷
In endodontics this would include the use of cone beam computed
tomography (CBCT) for three dimensional radiographs to facilitate
diagnostic interpretations, and a surgical microscope or loupes to allow
for high power magniﬁcation and visualization. The above is not to say
that practicing without these or similar technologies is below the standard
of care, but it is suggested that the further the clinician is from such
utilization, the closer to negligence they may be, especially in the event of
a harm or injury.²⁷ Negative clinical outcomes and complications happen
every day, but are not a proof of a deviation of the standard of care.²⁷
DENTAL MALPRACTICE CLAIMS – LEGAL CONSIDERATIONS THAT
DENTISTS SHOULD KEEP IN MIND
Proving negligence or malpractice
Standard of care exists within the deﬁnition of ‘malpractice’ or ‘negligence’
which has four elements, and all must be met if it is to be used as grounds
in a malpractice suit. The four elements required for proving negligence
or malpractice are: 25,26
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Duty: The clinician (defendant) had a duty or an obligation to the
patient (plaintiff).
The patient will need to show that he or she had a professional relationship
at the time of the incident. A person cannot claim, for instance, if an
off-duty dentist gave bad advice at a cocktail party.
Breach: The clinician breached or did not follow this duty, or failed
to conform to the required standard of care.
Patient dissatisfaction is not a ground for a malpractice lawsuit. Dental
malpractice suits can be brought against practitioners only when they
fail to uphold the acceptable standard of care, or when a practitioner
provides treatment that exceeds the patients informed consent. The
patient will have to prove that the dentist either unintentionally failed
to provide the acceptable standard of care, or the dentist intentionally
committed an act that no other qualiﬁed and reasonable dentist would
have committed when dealing with a similar situation.
The patient will need to show that the dentist breached his/her duties
of care according to parameters of the professional relationship
Causation: The harm suffered by the patient was as a direct result
of this breach of duty or sub-standard conduct.
The patient must prove that the dental practitioners’ incompetence or
negligence caused the injury.
Damages: Damages sought have a direct relation to the harm caused.
The patient must prove that the actions or non-actions of the dentists
caused real and compensable damages or harms, such as medical bills,
personal injuries, lost wages, pain or suffering.
Reasonable person rule
One of the most important arguments used in negligence law is that of
the “reasonable person” which provides the standard by which conduct
is measured.
By deﬁnition a dentist has acted in a negligent manner if they have
departed from the conduct expected of a reasonable, prudent dentist
acting under similar circumstances.
It considers many factors including the dentists’ knowledge, experience,
and perceptions, the activity they are engaging in and the circumstances
surrounding their actions.24
Special skills and reasonable care
In the dental/medical context, when a clinician engages in a procedure
requiring special skills, education, training, or experience, the standard
by which their conduct is measured is the conduct of a reasonable,
skilled, competent, and experienced person who is a qualiﬁed member
of the group authorized to engage in that activity or procedure. A
dentist cannot deny personal knowledge of basic aspects of a speciﬁc
activity or procedure that are known and practiced by their peers. This
is important for those dentists performing implant treatment, especially
the surgical part thereof, where ignorance of anatomy and/or surgical
skills may lead to harm.
The law does not a have a special allowance for beginners with
regard to special skills, and holds everyone to the standard of conduct
of persons who are reasonable, skilled and experienced in the activity
or procedure.²⁴
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Impairment, mental capacity and intoxication
A dentists’ physical characteristics or other impairments, including
mental capacity, does not excuse them from acting according to the
reasonable person standard.
Emergencies
In the case of emergencies, the law recognizes that ”even a reasonable
person can make errors of judgement in such situations, and their conduct
will be evaluated in light of whether it was a reasonable response under
the circumstances, even though, in hindsight, another course of action
might have avoided the injury”.24 In other circumstances, failure to
anticipate the emergency could constitute negligence, as a reasonable
person would have anticipated, and taken precautions against, the
foreseeable emergency.²⁴
Patient conduct
A clinician could also be held negligent by virtue of the patient’s conduct.
The law may consider that a trained professional should have taken into
account the possible conduct of the patient, and regulated their own
conduct accordingly.²⁵ For example, administering a double mandibular
block to a child without anticipating that they would not understand the
implications and damage they may inﬂict on themselves if they chewed
while their mouth was still anaesthetized, is negligent.²⁵ Even adults
given bilateral inferior alveolar nerve blocks experience loss of control
of the tongue, collection of ﬂuid in the oral cavity, weak bolus propulsion
during swallowing and possible aspiration.²⁸
Proof of negligence and expert witnesses
Proof of negligence is based on comparing the actions with those that
a reasonable clinician, under the same circumstances, would have
performed.²⁵ Expert witnesses (colleagues) are often called upon to provide
information beyond the common knowledge of the legal representatives,
such as scientiﬁc evidence, interpretation of special investigations and
test results, diagnosis and clinical procedures performed. They will
also be asked to report on the extent of the damage caused by the
accused colleague, and ascertain whether the accepted standard of
care was given and provide a report on their ﬁndings. A report from an
expert witness should not include personal allegations, accusations or
assumptions of guilt.²⁵ The expert witnesses’ report could be presented
in a court of law, and all observations, opinions and deductions should
be defensible and justiﬁable. Also consider that one never knows the
exact circumstances, or issues that may have been beyond the clinician’s
control which could account for their actions.²⁵
Patient negligence and dual responsibilities
There are times when the patient could have acted in a negligent
manner, by not following the clinicians instructions and thus adding to
their own injury or damage. This is called “contributory negligence”,
and often results in their being unable to claim for damages caused by
the clinician.²⁵ To this end, clinicians can protect themselves by always
giving written instructions to patients, preferably via email before the
procedures. This may include all aspects regarding the post-operative
home care, i.e. “As you will receive a double lower jaw block injection,
you should not chew or eat anything until such time as the injection has
worn off. This is to prevent you from damaging the tongue, cheek or lips”
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WHAT ARE THE COMMON CAUSES/REASONS FOR DENTAL
MALPRACTICE?
Several common scenarios are associated with dental malpractice.
Limited or inadequate diagnostic testing
A dental record should include, but not be limited to: medical history
(updated periodically), charting of restorations, tooth decay, missing
teeth, occlusion, temporomandibular joint status, cancer screening,
periodontal screening, presence of diseases and pathology in all forms,
and radiographic records where indicated.²⁷
Inadequate treatment planning
Inadequate or no treatment planning is a frequent cause for dental
malpractice.⁷ Deviations of the initial treatment plan should be clearly
indicated. Dental records should at all times be adequate and contain
exact and comprehensive descriptions of every procedure, event or
interaction.²⁷ With inadequate records the dentist will be at risk for
being asked the following valid question by an attorney: “How can
you testify as to what happened if your dental record does not detail
the event and/or refresh your memory?”27 Written records should be in
black ink if possible.
Lack of informed consent and poor record keeping
When a patient initiates a relationship with a general practice, there
should be a written general informed consent covering the common
areas of the doctor patient relationship and practice policies.
When a patient is engaging in a speciﬁc activity or procedure, there
should be much more speciﬁc written informed consent detailing the
procedure, alternatives, risk of the procedure and show that all the
patient’s questions were answered in advance of the treatment.²⁷
Clinical treatment errors
Clinical and technical errors during treatment are common causes in
malpractice cases.7,9,29
Unfavourable and unsuccessful clinical outcomes not normally
expected from the procedure
Some procedures do end with unsuccessful or unfavourable results even
if the patient signed a consent document. The patient may need money
to enable emotional and physical recovery. If the harm was caused by
a lack of or inadequate procedure done by the dentist, this is usually
part of the damages owed to the patient.
Although negative clinical outcomes happen every day, they are not
proof of a deviation of the standard of care. In the case of malpractice
claims, plaintiff (patient) attorneys are looking for why a routine procedure
caused the patient injury or harm and where the dentist went wrong
or failed.²⁷ For example, if a tooth is abscessed, the patient is visibly
swollen (has pus surrounding the tooth), the appropriate care is to open
the tooth to gain access to the pulp chamber, perform drainage, place
medication inside the canals and prescribe appropriate medication (e.g.
antibiotics and anti-inﬂammatory medication) and bring the patient back
for completion of the root canal treatment once the swelling and pain
has resolved. To ﬁnish the root canal treatment in one visit under these
clinical conditions, could easily exacerbate the infection and land the
patient in hospital with a potential life-threatening condition. Such an
action taken by a clinician is below the standard of care for the given
clinical circumstance.
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Lack of communication and adequate patient management
It is almost universal that the patient who has lost trust in his/her dentist,
and where the dentist did not respond in a communicative, compassionate
empathetic manner, is much more likely to bring some kind of action or
claim against a dentist.²⁷ Lack of communication between the dentist
and patient can help an attorney to establish the causal link between the
injury and the deviation of the standard of care by showing the dentist
was distracted, had poor organizational skills, or was not keeping up
with the standards expected of a clinician doing specialist procedures.²⁷
Patients who relocate to a different geographical area often change
dentist. Practitioners then get to see their predecessors work. If a
practitioner is faced with such a situation, make objective and observational
statements Think very careful about what you want to say and do not
try to impress the patient by making negative comments about your
colleague. Instead of saying: “Man, he really did a shoddy job in placing
this implant”, rather say “ Your implant is showing because there is no
bone to support the soft tissue”.
TRANSGRESSIONS AND COMMON FORMS OF DENTAL MALPRACTICE
Analyses of malpractice claims in South Africa revealed the following
common forms of dental malpractice:⁴
• Oral surgical malpractice claims mainly comprised of poor presurgical
planning and implants being placed in the incorrect position, thereby
compromising the ﬁnal prosthodontic rehabilitation of the patient. Following
these complications, dentists also failed to adequately manage and to
appropriately refer these patients. Exodontia malpractice claims included
broken or ractured roots, lingual nerve damage and oro-antral opening,
and failure to diagnose surgical emphysema.
• Endodontic transgressions included failure to diagnose root perforations
during the performance of a root canal, and omitting to inform the patient
of a fractured endodontic ﬁle.
• Prosthodontic malpractice claims mainly comprised delivery of poorly ﬁtting
dentures and failure to achieve proper occlusion.
• Periodontics – failed surgical procedures.
• Orthodontics – refusal by the clinician to remove orthodontic appliance.
Other transgressions and common reasons for dental malpractice
include the following:

Inadequate diagnostic testing
Failure to:
• make a correct diagnosis or treatment without a diagnosis.
• notice/diagnose oral health problems (e.g. periodontitis, oral cancer).
• take into account a patients relevant medical history (i.e. prosthetic joint
replacement).
Inadequate treatment and clinical errors due to improper
treatment
• Unnecessary extraction of teeth or extraction of the wrong tooth.
• Inserting poorly ﬁtting ﬁxed prostheses ultimately resulting in permanent
damage to teeth or periodontium.
• Improper usage of dental tools, equipment or technology (e.g. Laser resulting
in permanent tissue damage, pain and suffering).
• Permanent or temporary structural injuries or damage to the tongue, jaw,
chin, lips or teeth.
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Unfavourable outcomes
• Fracture of jaw due to a dental procedure.
• Improper or negligent administration of local anaesthesia resulting
in broken needles, nerve injuries resulting in permanent or temporary
numbness or loss of taste or sensation.
• Adverse reactions to dental drugs.
• Infections following treatment.
• Temporomandibular joint disorders.
PRACTICAL GUIDELINES ON HOW TO PREVENT AND AVOID
MALPRACTICE CLAIMS AND LITIGATION
1. Ethical decision-making
In our treatment discussions and planning we must attempt a systematic
and reasoned approach to the question: “What is the right thing to
do?” This will help dental professionals to conduct a safer and more
ethically-based practice.
Dental clinicians who provide evidence-based services, based on
beneﬁcence, non-maleﬁcence, truthfulness and respect for patient
autonomy and in keeping with professional standards of care, are
fulﬁlling their professional and ethical obligations. The ethical principles
are the moral rules, foundations and justiﬁcation for our treatment
decisions and behaviour.
Asking the following fundamental ethical questions can help to navigate
ethical mineﬁelds and assist the clinician in avoiding malpractice claims
and subsequent litigation:
• Beneﬁcence – what is in the patient’s best interest?
• Non-maleﬁcence – Will it do harm?
• Autonomy – Informed consent – Have I informed the patient
appropriately?
• Justice – Is it fair to the patient?
2. Balancing beneﬁts versus risks
Balancing the beneﬁts and risks of treatment plays a role in nearly
every medical and dental decision. For every treatment option the
dental clinician has to weigh and balance competing values of the
patient and the service provider; searching for consistency, longevity,
predictability and success in treatment outcome as well as considering
the impact of our actions on patients. All treatments have potential risks.
Dental clinicians have an obligation to minimize potential harms and
maximize beneﬁts of therapy. It is therefore always important to ensure
that the beneﬁts of treatment are greater than the potential harms.
This fundamental ethical principle of balancing beneﬁts against risk is
critical to ensure the treatment that the patient will receive is in his/her
best interest. Beneﬁcence and non-maleﬁcence are complementary
principles because both rest on the fundamental ground rule of treatment
outcome that is in the patient’s best interest.
By providing informed consent, dental clinicians give patients the
information necessary to understand the scope and nature of various
treatment modalities and their potential risks and beneﬁts. This empowers
patients to make informed choices about the treatment they need or
desire. Ultimately, the potential beneﬁts of any therapy must always
outweigh the potential risks in order for it to meet the requirement of
“being in the best interest of the patient”.
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3. Risk management – minimizing risk exposure
Appropriate risk management protocols will not only reduce risk exposure
but also improve patient care.³⁰
Following are some important considerations and practical guidelines
for the clinician to minimize risk exposure and to avoid malpractice claims:
Patient assessment
Do a proper evaluation of the patient’s medical, dental and personal history.
Assess and understand the patient’s needs, desires, expectations and
suitability for dental treatment. Never ignore the patient’s expectations
otherwise the case is destined to fail. Always note the main complaint
in the ﬁle.
Treatment planning and record-keeping
Ensure that study models, radiographs, photographs and a diagnostic
wax-up are available for the treatment work-up. Document everything – it
is still your best defence in case of a complaint.
Treatment discussion and patient education
Educate patients so that they fully comprehend all treatment possibilities,
sequencing of treatment, limitations and risks. A diagnostic wax-up
communicates the treatment plan to be used throughout the entire
restorative process. Use photographs to illustrate the proposed treatment(s)
and to document progress of treatment. Limit the act of creating false
expectations and guarantees and inform patients in advance about
potential risks and complications.
Always be on the alert for medical risk factors
Be alert for risk factors such as diabetes, immunosuppressed patients,
smoking, medications that may inﬂuence the outcome of treatment or
have the potential to cause complications.
Explain beneﬁts, risks and alternatives (including no treatment)
Explain the beneﬁts, risks and alternatives to patients as part of the
consent process and record the discussion on the patient’s record and
in the ﬁnal treatment plan. Never raise unrealistic expectations of what
can be achieved.
Obtain informed consent
Identify and disclose all positive (beneﬁts) and negative (risks) aspects
of treatment options to the patient. Obtain informed consent from the
patient prior to commencing treatment and ensure that it is part of the
treatment record. Never provide additional services that are beyond the
patients informed consent, unless the patient signs written acceptance
to such changes.
Cost implications
Provide the patient with an estimate cost of the various treatment
options before the ﬁnal decision is made in terms of a treatment plan.
Let the patient know beforehand what the potential additional cost is
for of treating complications (e.g. root canal treatment), re-treatments,
and managing failures. This is important when a patient is to receive
conscious sedation as the patient cannot consent to changes under
those conditions. In the event that changes are necessary, the patient
is neither surprised nor angered by incurring the additional expense.
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Recognise the limitations of your skills
Offer referral to specialists in complex cases if you lack necessary training,
experience or technical competence.
Utilizing evidence-based technologies and methodologies
Utilizing current evidence-based technology (e.g. CBCT) and methodologies
in a clinical acceptable manner or prescribed protocol will vastly increase
the chances for clinical success and reduce morbidity or complications.
Continuing professional development
Ensure that you are knowledgeable in the latest dental procedures
and products.
Acquire the necessary knowledge and develop the prerequisite
clinical skills before attempting advanced aesthetic treatment modalities.
Never deviate from the acceptable standard of care
Perform your duty to perfection, always provide the best possible and
conservative care, always act in the patients best interest, and never
place the patient’s health at risk for personal gain. Allow adequate time
in your schedule for excellence, quality care and artistry.
Dental materials
Use the best evidence-based materials available that are effective, safe,
predictable and affordable.
Team effort
Work in a team if at all possible. An ideal treatment plan can often be
achieved only by a team effort involving various specialists, oral hygienists
and laboratory technicians.
Ensure good communication with all colleagues (inclusive of the dental
technician) involved in the patient’s care to ensure they understand what
is expected of them.
Dental laboratory
Choose your laboratory technician with care. Find an “artist” who
understands your work, shares your work ethic and aesthetic goals
and who does not mind reworking a prosthesis until it is perfect. Take
advantage of the dental laboratory technician’s knowledge regarding
diverse restorative options offered by modern dental products. Establishing
a team relationship with your laboratory technician helps build conﬁdence
and ensures consistent and successful treatment outcomes, especially
in complex cases. Involve your dental technician from the start of the
planning process, it will prevent disappointments later on. The dental
technician is an essential member of the team.
Treatment selection and staging
Proceed with prosthodontic, orthodontic or implant treatment only when
periodontal disease and caries is under control. Always select the most
conservative treatment option, especially in younger patients with unrestored healthy teeth. Less invasive or more conservative options such
as bleaching, orthodontics, and resin-bonded composites should be
offered to the patient as alternative options to ceramic veneers/crowns.
Always give the patient an opportunity to observe the appearance and
shade of veneers, crowns or bridges prior to ﬁnal cementation.
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Maintenance care
Explain to patients how to care for any new implant conventional
prosthesis and stress the importance of rigorous oral hygiene and
regular dental check-ups. Secure patient commitment to regular dental
check-ups and oral hygiene maintenance program in order to maintain
implant, periodontal and rehabilitation work performed. This is essential
to long-term success. Consider a log of rehabilitation, periodontal
and implant patients at your practice to ensure that appropriate recall
intervals are maintained.
Communication
Listen to your patient, be open and honest about treatment options and
explain all options, not just those that you are interested or experienced
in performing. If it is in the patient’s best interest to be referred, then
do that. In the long run it will beneﬁt your practice and you will be seen
to act with integrity.
Deal appropriately with dissatisﬁed patients
Never rebuff a patient when he/she has expressed dissatisfaction with
treatment at an early stage and make a request for remediation, e.g.,
retreatment, referral for a second opinion or a refund. To avoid litigation in
cases where dentists have been threatened or dissatisfaction expressed
by the patient, the optimal course of action by the dentist is to simply
refund the fees paid by the patient, refer the patient for a second opinion
and/or retreat the patient at no charge.²⁷
CONCLUSIONS
Dental malpractice claims are extremely expensive, emotionally stressful
and time-consuming. It is therefore in the patient’s as well as the
clinicians’ best interest to prevent dental malpractice claims. Dentists
have an ethical duty and obligation towards their patients to observe
ethical principles and code of conduct in practice, as well as to adhere
to acceptable evidence-based standards and protocols of diagnosis
and treatment. Clinicians who fail to adhere to the fundamental ethical
principles not only violates the trust placed in them, but may also expose
themselves to malpractice and litigation.
To provide cautious, skilful and prudent care, clinicians need adequate
training and experience. Clinicians should also follow evidence-based
science to advance their skills, stay up-to-date with technology,
equipment and methodologies, and ensure that they have adequately
trained support staff.
Every effort should be made to identify and avoid situations and
procedures that may lead to potential harm. Applying ethical decisionmaking principles and good risk management protocols in dental
practice will not only reduce dissatisfaction and risk exposure, but will
also improve the standard of patient care.
To best serve the patient, dental clinicians need to act with empathy,
integrity, competence and they have to communicate effectively with
patients and team members. The better the communication, the less
the risk and the more successful the treatment outcome. Empathy and
sympathy in treating our patients may go a long way to avoid unpleasant
outcomes.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 3
DENTAL MALPRACTICE AND ITS LIABILITIES:
14. The relationship between dentists and patients has changed

16. The principle of autonomy expresses that dental clinicians

in recent times and some

have a duty to respect the patients’ rights to:

a. Increase in patient awareness of their rights

a. select or refuse treatment according to their desires

b. High expectations and demands around aesthetic procedures

b. demand any dental procedure they desire whether beneﬁcial

c. Competition between practitioners in a highly competitive
market
d. All of the above

or not
c. accept any and all treatments recommended without
question
d. None of the above

15. Many ethical dilemmas don’t have clear answers and sometimes
it is truly a matter of choosing the most right or least wrong

17. Quality and safe dentistry can only be provided when both the

choice:

clinician and the patient make treatment-planning decisions

a. True

based on:

b. False

b. the patient’s ﬁnancial status
c. the patient’s time constraints
d. the patient’s desires to look like their role model
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ABSTRACT
Since Hippocrates, case reports have provided a rich resource for
teaching and research in medicine. Case reports are published by many
prominent journals – with more than 170,000 case reports are indexed
in MEDLINE from 1996 till today, and a number of narrative guidelines for
the preparation of case reports have appeared in the medical literature.
To facilitate the preparation of case reports, we reviewed the existing
guidelines and a random sampling of published case reports and created
a ﬁll-in-the-blanks worksheet for dentists, and dental specialists to use
to capture unique scientiﬁc observations. Although originally developed
to assist family practice residents to write case reports, the case report
worksheet can be used by physicians in any practice setting and any
discipline to collect and report interesting, unusual, or newsworthy cases.
Keywords: Case Report, Dental Writing, Publishing
INTRODUCTION
Case reports are deﬁned as the scientiﬁc documentation of a single
clinical observation and have a time-honored and rich tradition in medicine
and scientiﬁc publication. Such article discusses the role and relevance
of case reports in the current evidence-based medical literature. The
article also discusses the factors to consider in evaluating individual case
reports, and discusses a practical conceptual scheme for evaluating the
potential value and educational content of a case report.
A successful clinical case report should present information that is written
using the required elements for a case report, should be well structured
and convey a clear message (Janicek, 1999; Croll, 1981). An objective
and scientiﬁc approach on behalf of the author should be conveyed
(Green et al., 1998; Croll, 1981) and conform to the formatting guidelines
described in the Uniform Requirements for Manuscripts Submitted to
Biomedical Journals. These guidelines describe in detail how to prepare
a manuscript for submission to a peer reviewed journal. Conforming to
these guidelines is essential to insure that submitted manuscripts are
uniform in nature, as objective as possible, and can be processed by
editors in an expeditious manner, thus providing the author with a better
chance of earlier acceptance.
The purpose of a research protocol is to serve as a reference document
used by laboratory employees and other research groups. If questions
about speciﬁc procedures arise, clinical workers consult the research
protocol to determine the appropriate course of action. The document
also serves as an information source for grant review boards, who
determine whether the project is worth funding. Ethics boards review
research protocols to ensure the safety of human and animal subjects
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used in research (Gehlbach, 1993). Before writing a research protocol,
an author must consider the main research question and have a clear
question and speciﬁc hypotheses about the results of the study. She
then determines the methods used to answer the question. It is essential
that the methodology be clear to readers and provides an answer to
the research question. The speciﬁc research methods and procedures
must be safe and appropriate for both research subjects and clinical
workers (Gehlbach, 1993).
All research protocols include detailed information about the design
and methodology of an experiment. Authors of these protocols present
descriptions of laboratory techniques, clinical interventions and treatment
of research subjects. Safety considerations must be addressed, especially
if human subjects are put at minor or moderate risk. Protocols also
must include a graphical representation and detailed description of the
experimental design. This allows readers to understand the justiﬁcation for
the study and the structure of the experiment (Janicek, 1999; Croll, 1981).
Many scientists think that after a research protocol is submitted it is
complete. In fact, research protocols are constantly changing documents.
If any change to a study procedure is made, it must be approved by
an ethics board if human subjects are used. Scientists amend research
protocols to include up-to-date information about procedures and
techniques. They also include any revisions to informed consent forms
and other documents used during the study. Keeping all records current
is essential to appropriate and ethical completion of a research study
(Lawrence and Mootz, 1998).
The purpose of this article is to outline the main steps in producing
a standard protocol for a research project. It intends to provide the
necessary guidelines for the potential researcher who hopes to carry
out a research project and, consequently, to maximize chances to
obtain the desired funding. None of these ideas is our own; they are a
condensation of those derived from several readily available sources
(Janicek, 1999; Croll, 1981; Lawrence and Mootz, 1998).
What is a protocol and what makes it important?
A protocol is a document that explicitly states the reasoning behind and
the structure of a research project. The reasons for preparing a protocol
are: 9–10. It states the question you want to answer. It encourages you
to plan the project in detail, before you start. It allows you to see the
total process of your project. It acts as a guide for all personnel involved
in the project. It acts as a "reminder" to you and your supervisor (or coworkers) of the initial structure and aims of the project (Janicek, 1999;
Gehlbach, 1993; Debakey and Debakey, 19836).
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How to report a case?
The following section would deal on the essential basic nuances in the
compilation of a case report. Case reports should be short and focused,
with a limited number of ﬁgures and references. There are usually a
restricted number of authors. The structure of a case report usually
comprises a short unstructured (or no) abstract, brief (or no) introduction,
report of the case, and discussion [Table 1]. Unlike original articles, case
reports do not follow the standard IMRAD structure of the manuscript
organization (Croll, 1981). As there is a wide variation in the format for
case reports among different journals, it is essential for authors to follow
exactly the target journal’s Instructions to Authors.

TABLE 1
Structure of a case report
Title
Authorship
Abstract
Introduction
Case report
Patient conﬁdentiality
Figures
Tables
Discussion
Acknowledgements (optional)
References

Introduction
The purpose of the paper should be clearly described in the introduction
(Croll, 1981; Squires, 1989; Kratochwill and Levin, 1992). In addition,
background information needs to be provided in order to demonstrate
how the case contributes to the literature. Information from a review of
the literature allows the author to demonstrate that he or she understands
the context of this case in relation to previously published data (Green
et al., 1998; Croll, 1981; Kratochwill and Levin, 1992). For example, the
incidence of the disorder, the number of previously reported cases,
or other information that helps provide context for the case could be
provided. While it is important to provide enough background information
to put the paper into context and establish the need for the paper, it is
also important to not delve too deeply in to the subject (Croll, 1981; Iles
and Piepho, 1996; Squires, 1989).
Therefore, it is essential that the author’s preparation for writing the
case report should include a comprehensive review of the literature
(Croll, 1981), but it is important to limit the amount of information in
the introduction only to what is adequate to familiarize readers with
the topic. Authors can search the literature online using MEDLINE for
information that is predominantly medical in nature (http://www.nlm.nih.
gov/databases/ freemedl.html) and MANTIS (http://www.healthindex.com)
for dentistry and other natural health methods. These are databases
can be searched using their own interfaces such as Entrez PubMed for
PubMed or even through the general search engines such as Google.
One can also look through scientiﬁc journals. Sources of literature have
improved drastically during the last decade. However, data obtained at
the national or state levels may be needed in some epidemiological
searches andthese may not be available in Medline or PubMed (Polgar
and Thomas, 1995).

The project title
The investigators for the project should be selected for their expertise
and contributions. The project title is one of the most important features
of the protocol because it attracts the attention of the potential reader
(Iles and Piepho, 1996). It is, therefore, necessary to make it as short
and to the point as possible. It may need to be revised after completion
of the writing of protocol to reﬂect more closely sense of the study.

Case report
Patient assessment and examination is essential and key to your
presentation. You should include and expand upon the following areas:

Abstract
The abstract is the ﬁrst page that a reviewer reads. Reviewers of granting
agencies may make their opinion based on the abstract alone. It may
be difficult to overcome a bad ﬁrst impression and, conversely, there
may be a lot to gain with a good ﬁrst impression. The purpose of the
abstract is to describe succinctly every key element of the proposed
project. It should give a clear idea to the reader of the central question
that the research is intended to answer, its signiﬁcance and justiﬁcation
(Iles and Piepho, 1996; AMA, 1985). It should specify the hypotheses (if
applicable) and the research objectives. In addition, the abstract should
brieﬂy describe the methods and procedures laid out in the section on
methodology. Although the abstract will come ﬁrst in the presentation of
your application, it is best written last, after the protocol itself is written.
Most application forms place restrictions on the amount of space or
number of words the abstract can contain. Make sure your abstract
conforms to these restrictions.

Medical history – previous and current
Medical history forms must be completed and updated. If they are on
medications, always ask what for and how long have they been on them.
Use the BNF to identify the relevance of medical conditions to dentistry,
(page 29 in the most recent BNF (Croll, 1981) and interactions which can
be read in appendix 1. (As a side note, Warfarin is a Coumarin and can
be confusing to ﬁnd in the BNF. I know I struggled!). Be able to relate a
patient’s medical history to the treatment you are offering.
For example, patients with diabetes who are undergoing periodontal
treatment – start off with the basics –Showing that you’re Safe! Explain
what diabetes is and what problems could arise in a medical emergency,
such a hypoglycemia. Discuss how you could reduce this risk by providing
patients with appointments after meal times. Then progress on to more
advanced topics such as the poor ability for wound healing and the
effects that diabetes has in relation to periodontal disease (Croll, 1981;
Iles and Piepho, 1996; Doherty, 1994).
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Patient’s presenting complaint
State it simply and in the patient’s own words. Relate it to your treatment
plan.
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Dental history
This includes previous dental history and current factors such as diet
and dental hygiene. Ask about tooth brushing: do they use a manual
or an electric toothbrush? What toothpaste do they use (does it contain
adequate ﬂuoride)? How often do they brush? Do they use ﬂoss or use
TePe brushes? Do they use mouthwash?
When discussing diet it is relevant to identify frequency of intake,
type of sugar, provide a diet diary and how you helped them to improve
including substitutes for snacks.
Social history
Identify whether they currently smoke or chew tobacco, or have smoked
in the past. Note the number of cigarettes smoked a day. It is a good
idea to include that you have offered the patient smoking cessation
advice and also informed them of the increased risk of oral cancer and
periodontal disease.
Record their alcohol intake (units per week). Highlight its relevance
to erosion and don’t forget the relationship of liver cirrhosis to surgical
complications.
Note their occupation and how this may inﬂuence stress levels,
motivation and attendance.
Family history
This can be related to medical conditions such as diabetes or heart
disease. Also ask about history of periodontal disease in the family. For
bonus points, include aspects relating to oral medicine such as ulcers, to
show you’re thinking about all aspects that could present on the initial
and subsequent visits.
Extra oral information
It is important to state, even if there are no abnormalities detected.
For cases involving trauma: note scars, asymmetry or irregularities that
can be observed.
Intra-oral observation
This should include your usual charting and BPE record. In addition,
for cases with missing dentition discuss ridge status, dimensions of
the spaces, alignment of the dentition. Look for and record recession,
mobility and plaque scores.
Special tests and investigations
These should be discussed and justiﬁed. Emphasise the justiﬁcation
aspect. Radiographs need to support a provisional clinical diagnosis.
When taking radiographs, quality assure them and, using current
guidelines, select an appropriate review date. For example, it is
suggested that for patients with a high caries risk status, Bitewings are
taken every 6/12.
Diagnosis
This will most likely include more than one diagnosis. And yes missing
teeth is a diagnosis. Ensure that the diagnosis is related to the initial
assessment. If appropriate show that you have used a differential
diagnosis and how you went through a process of elimination to come
to your deﬁnitive diagnosis.
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Prognosis
State how motivated the patient is and how likely the treatment you will
provide is going to be successful. Individual tooth prognoses are good
to include and will support your treatment decisions. These will also
help you identify contingency requirements.
Treatment plan
This is an itemised list of treatment that you plan to provide and has
been consented to by the patient. Tick these off as you go along.
Document that you have discussed all treatment options available,
including the advantages and disadvantages of each. Remember that
you are responsible for your patient’s aftercare and that you need to
make the appropriate arrangements for them for when you have *ﬁngers
crossed* graduated. Study models and photographs before and after
are good records for you to reﬂect upon and demonstrate to the tutors
that you have used methods available to you to monitor your patient’s
dental health. It’s also good backup in case your patient leaves you high
and dry on the day. Don’t panic if you haven’t got them or you come to
ﬁnd they are not the best of quality, because complete and up-to-date
records should be ﬁne.
Alternative treatments are a hot topic in case presentations. The tutors
are very keen to identify that students are aware of options available and
be able to support their decisions for opting to choose one treatment
over another. This could include discussing why you chose to replace
missing teeth with an acrylic denture, instead of a ﬁxed prosthesis
or a cobalt/chrome denture. Carefully go through the advantages
and disadvantages of each option and be prepared to highlight the
disadvantages in order to justify your treatment choice. Always include
that no treatment is a viable option and most importantly, relate it to
your patient’s initial presenting complaint.
As a dental care professional, you must be able to demonstrate a good
ability to work as part of a team and delegate tasks. Where appropriate,
use members of your team such as the Hygiene and Therapy department
to reinforce the importance of good oral hygiene and provide smoking
cessation advice, periodontal treatment and simple cons.
In the weeks running up to your case presentation make sure you
have reviewed your patient and got them to put the date of your exam
in their diary. Get your patient on clinic the week before the presentation
and don’t just do what everybody does: a scale and polish. Look beyond
shining your restorations and removing last week’s dinner. Do a thorough
assessment, as if you were seeing the patient for the ﬁrst time so you
can’t be caught out on any areas that you might have missed. One
unfortunate ﬁnal year had the bad luck to have a visible draining sinus
"appear" on the day of the presentation. Don’t let that be you!
It is highly recommended to prepare cue cards. Many people don’t
realize that you can bring cue cards into the presentations. Write them
out and practice them in front of friends, family and anyone else who’s
willing to listen. The more feedback you can get the better. Be conﬁdent.
Be prepared. Think of questions that you might be asked and devise
answers for these. One area that I strongly recommend spending time
on is devising contingency plans should your treatment fail in the future.
This will show the examiners that you are aware of and can manage
all possible outcomes.
In the presentation, make sure you speak clearly and slowly. Introduce
your patient and state their age. Don’t rush through things. The tutors
will be spending a lot of time looking at your patient and checking basic
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areas, such as periodontal health, restoration margins and any lesions
that you may have missed. Whilst you are presenting your case, don’t be
put off if they interrupt you and don’t be afraid to pause for a moment to
develop an answer in the best way possible. If you say something that
is wrong, don’t try to wing it. Stop. Point out that you’ve said something
incorrect and if possible offer the correct answer.
All in all, tutors are looking for safe and sensible students who have
demonstrated a logical (and defendable) approach, providing good
quality care to patients from the ﬁrst visit to the ﬁnal presentation and
for continuing care in the capable hands of another dental student.
DISCUSSION
The explanation and discussion of the case belongs to the discussion
section. If it has not already been presented in the introduction, an
overview of how the condition is typically managed provides readers with
information to compare the case report methods with. Since most case
reports describe new things, it is essential to tell the reading audience
what typically occurs in practice. Some authors give a brief report of the
history of the condition which helps the reader understand the disorder
and how it is managed. A discussion of differential diagnoses and how
they were eliminated or included in the ﬁnal assessment of the patient
establishes that the author fully understands the problem and provided
an adequate evaluation. A rationale for the management of the patient
should be provided (Green et al., 1998; Doherty, 1994). If a previously
published protocol was used to see if it would have an effect on the
patient, this alone is adequate. However, if there are other reasons for
selecting one procedure over another the rationale should be presented
(Anonymous, 1997).
Writers should provide some suggestions or hypotheses regarding the
outcome of the case and why the care provided may or may not have
been beneﬁcial (Kratochwill and Levin, 1992). Support from referenced
materials is helpful in this area and should be included.
Authors must include in the discussion other possible reasons for
the outcome of the case, such as the natural history of the disorder
or other factors. Since the case is subject to many unknown variables,
the author should present some of these to the reader (Croll, 1981;
Kratochwill and Levin, 1992).
In addition, faults in the case or quality of reporting should be
identiﬁed. For example, if the same person did not conduct orthopedic
tests throughout care, the results could be quite different. Or, perhaps
a better outcome measure could have been used to track the patient's
condition, which is something that would be revealed as the author
reads the literature on the topic.
The discussion is the part of the case report where the author gets to
provide his or her opinion, thus opinions should not appear elsewhere
in the paper.
A ﬁnal element for the discussion is some suggestion for future inquiry
into the topic (Croll, 1981). Stating that "more research is needed" is
inadequate (Kratochwill and Levin, 1992). Prompting a speciﬁc directive
for future patient care guides research and clinical endeavors.
Authors write this section by integrating what they have learned
from the case and the literature that is reviewed in order to prepare
the manuscript.
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Conclusion
The conclusion should not be a summary of the entire case. The
conclusion should focus on what is to be learned from the case report.
The conclusion should relate to the purpose of the paper and should
not offer far-reaching, unsupported and general statements (JABFP,
1999), due to the inherent limitations of the case report research design.
A good example is this excerpt from the conclusion of a case report
about managing a patient suffering from long-standing post-fracture
movement disabilities
References
Certainly references should primarily be drawn from peer reviewed
journal articles. Authors should use the most recent references possible,
unless the history of scholarship in a topic area is being discussed. It is
acceptable to use some references from books for information that is
unlikely to change substantially over time; yet, journal articles provide
information that is up to date. Magazines and newspapers should not
be used as sources of evidence for a peer-reviewed clinical manuscript,
except under highly unusual situations.
References should be adequate to demonstrate that the author has
surveyed the literature to provide appropriate substantiation for factual
claims and should be selected for their relevance and quality (Croll, 1981).
Janicek suggests that references should be used to support information
pertaining to the disorder under study, the clinical actions taken, and the
decisions to be considered after reading the case report (AMA, 1985).
There is no recommended number of references because this depends
on the content of the case report. A single authoritative reference for a
factual statement may be adequate. A lengthy list of references published
for the sake of documenting laborious scholarship may demonstrate a
lack of understanding of the publication process and indiscrimination
(Croll, 1981). When providing references for theoretical information, such
as is often found in the discussion, it may be necessary to provide a few
references for a statement.
References should be formatted appropriately. Instructions for how to
write out the references appropriately for a given journal are usually found
in the journal's instructions for authors or in the Uniform Requirements.
Proper formatting of references is essential, as it costs time and money on
behalf of journal staff members to send this information back to authors
for correction. All the information needed to correctly list a reference can
usually be found with the abstract when conducting a literature search,
or on the pages of the actual journal article.
Tables
Tables are lists of information, such as clinical outcomes, that aid in
visually presenting information in an appealing manner rather than
listing information as text in a paragraph (Croll, 1981). Tables should be
simple and self-contained (Croll, 1981; Iles and Piepho, 1996), needing no
further explanation. If authors wish to use previously published tables,
the publishing company of the original material must grant permission
and it is the authors' responsibility to receive this permission. Appropriate
formatting for tables can be found in the Uniform Requirements.
Figures
Figures or illustrations are a necessity to make articles interesting to
read and help greatly to describe clinical procedures or ﬁndings. If
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authors wish to use previously published photographs or illustrations,
permission must be granted by the publishing company of the material
and it is the author's responsibility to receive this permission. Complete
requirements for preparing illustrations or photographs for submission
are detailed in the Uniform Requirements. Captions for each ﬁgure used
in the manuscript should be provided. Authors should not expect that
editors will write the ﬁgure captions.
Submitting your case report
Once you have written your ﬁrst draft, check the spelling and grammar.
Give it to your consultant to proof-read, and then make any ﬁnal revisions
and a covering letter to accompany the article. In reality, most case reports
will require at least one or two revisions after submission to a journal. In
the event that your case report is rejected outright, don’t worry, there
are always other journals you can submit to! Always read the reviewers’
comments, many of whom may be experts in the ﬁeld, and revise your
article carefully (Polgar and Thomas, 1995, Anonymous, 1997).
CONCLUSION
Case reports are the ﬁrst line of evidence in documenting clinical
phenomena in the peer-reviewed literature. Proper preparation of a
case report is essential in order for it to be published in a credible
manner. Appropriate presentation and formatting of case reports help
readers understand and use the information and also helps authors have
a positive experience with the peer review and publication process.
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OROMANDIBULAR DYSTONIA:
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University of the Witwatersrand, Johannesburg, Faculty of Health Sciences; School of Oral Health Sciences, Department of
Oral Hygiene and Dental Therapy

1. INTRODUCTION
The term dystonia was ﬁrst introduced by Herman Oppenheim in 1911
and it is described as a hyperkinetic movement disorder characterised
by sustained or intermittent involuntary muscle contractions that cause
abnormal, often repetitive, movements, postures, or both 1. Over a
hundred years later, many types of dystonia are recognised, which
include primary (idiopathic) as well as dystonia secondary to another
disorder2. Oromandibular (OMD) dystonia is deﬁned as a syndrome
of forceful focal contractions of the face, mandible and possibly the
tongue3. Oromandibular is also deﬁned as a rare neuromuscular disorder
characterised by involuntary repetitive muscular contractions affecting
different parts of the face2,3.
Individuals with oromandibular dystonia may experience difficulty
in controlling food, mastication, deglutition, and prosthesis4. These
individuals may suffer soft tissue trauma from cheek and lip biting along
with excessive tooth wear from exaggerated tooth grinding4.
2. LITERATURE REVIEW
Dystonia can be classiﬁed according to aetiology, age of onset and
distribution5. Primary or idiopathic dystonia refers to dystonia with no
exogenous cause or other inherited or degenerative disease1,5. Dystonia
plus is dystonia that is associated with another movement disorder but
with no evidence of neurodegeneration1. Secondary dystonia refers to
dystonia as a symptom of an identiﬁed neurological condition such as
a brain lesion, exposure to drugs or chemicals1.
Dystonia can also be classiﬁed according to age where early onset
dystonia often occurs around the age of 20–30 years and late onset
is dystonia that occurs after 30 years of age and usually starts in the
neck or cranial muscles1. Further classiﬁcation of dystonia is based on
its distribution5. One example is focal dystonia, which refers to dystonia
that affects a single body region like the oromandibular region1.
The prevalence of oromandibular dystonia is 7 out of every 100 000
individuals6. It is fairly rare and affects more women than men3. Various
authors concur that the onset age or manifestation of symptoms is
40–70 years3,4,6. The cause of oromandibular dystonia is broad and may
be idiopathic or drug-induced7. It may occur due to trauma or genetic
predisposition7. The symptoms of this condition include tremors, jaw
weakness, dysphagia, attrition, sore or painful cheek muscles and speech
impairment2. Treatment of oromandibular dystonia is symptom-directed7.
The use of botulinum toxin, otherwise known as Botox, - is common as
it is a potent neuromuscular paralysing agent1. Systemic agents aimed
at relaxing muscles and reducing tremors are also used together with
local anaesthetic blocks, speech therapy and physiotherapy7.

3. CASE STUDY
a) Social history
Mrs X presented at the Wits Oral Health Centre on the 6th of February
2017 with her daughter with a referral for a cleaning. Mrs X is a 73-yearold female who is a pensioner and widowed. She lives in Kempton
Park and comes with her daughter to her dental appointments. Her
main complaint was that she was referred for a cleaning by her dentist.
b) Dental history
Mrs X has received dental treatment before where she had extractions
and cleanings done over the years. She reported that she had good
experiences and no complaints or adverse experience when receiving
dental treatment.
c) Medical history
The patient was diagnosed with hypertension and is taking Propanol,
Ridaq and Hypace. She was diagnosed with asthma and reported that
her last attack occurred three years ago when there was smoke inside
the house after food was burnt. She uses a pump twice daily for her
asthma. In 1995, Mrs X had a mild stroke and had the clot removed
from the brain at Charlotte Maxeke Johannesburg Academic Hospital.
Mrs X was diagnosed with oromandibular dystonia in 2011 and is being
treated by use of botulinum toxin every three months. She was also
diagnosed with arthritis in 2016 and gets an injection to help with the
pain she experiences. The patient’s medication is shown in Figure 1
and the side effects of these medications include xerostomia which
Mrs X did not present with.
Medication

Dosage

Indication

Acorxia

120 mg 1/day

Arthritis

Bro-Baclofen

10 mg 1/day

Muscle relaxants

Beceze

100 mg 2/day

Asthma

Asthavent Eco
Inhaler

When necessary

Asthma

Oral side effects

Oral candidiasis
Altered taste

Rispacor

3 mg 1/day

Antipsychotic

28 Oxazepam

30 mg ½/ day

Anti-seizure

28 Vitamin
B-Complex

1/day

Vitamin deﬁciency

Hypace

5 mg 2/day

Hypertension

Ridaq

25 mg 1/day

Hypertension

28 Propranol

10 mg 1/day

Hypertension

Xerostomia

Xerostomia

Figure 1: Patient’s medication list and oral side effects
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d) Extra- and intra-oral examination
In the extra- and intra-oral examination, the patient’s face was slightly
asymmetrical due to her right eyelid being ﬂapped over her eye and
pain on palpation of the left sub-mandibular lymph nodes. Intra-orally,
leukodema and a plaque-coated tongue were found upon examination.
Mrs X had no xerostomia or halitosis. All other features of the patient
had no abnormalities at the time of examination.

e) Hard tissue examination
Upon hard tissue examination, dental charting was completed. Mrs
X was missing the following teeth: 17,16,15,14,24,25,27,28,38,37,36,31,
41,42,47 and 48. She had a sound amalgam restoration on the occlusal
surface of 18, which was also mesially rotated. All other teeth were
present and sound as seen in Figure 2.1 and 2.2. Attrition was also noted
on the 13, 12, 11, 21, 22, 23, 24, 25, 35, 34, 33, 32, 43 and
44. There were general stains on all teeth and presence
of plaque and calculus.
f)
Periodontal examination
In the periodontal exam, the soft tissue was examined
and the following was noted: Mrs X had gingiva that was
generally pink with marginal erythema. She had bulbous
gingiva with rounded interdental papillae. Her gingiva
appeared to be smooth and stippled with a ﬁrm consistency.

Figure 2.1: Dental Charting

g)
Modiﬁed CPI
The Modiﬁed CPI was used for the assessment of Mrs X. In
this index, scorings of 0 to 4 are used as well as symbols.
A scoring of 0 denotes that the gingiva is healthy with no
pathology, infection or inﬂammation. A scoring of 1 denotes bleeding
on probing while a scoring of 2 denotes the presence of sub-gingival
calculus. A scoring of 3 denotes periodontal probing depths of 4–5mm
and a scoring of 5 denotes periodontal probing depths of 5<. An asterisk
(*) symbol denotes recession due to periodontal disease, mobility and/or
furcation. Mrs X had scoring ranging from 2 to 4 with asterisks denoting
recession. This is clearly depicted in Figure 3.
4*

2

2*

3

2*

3*

Figure 3: Modiﬁed CPI

h) Radiographic examination
A radiographic examination was done for Mrs X as part of the assessments.
It was noted that Mrs X’s 17,16,15,14,24,25,27,28,38,37,36,31,41,42,47
and 48 were missing. Tooth number 18 has a sound restoration on the
occlusal surface. Teeth 18, 26 and 35 are over-erupted due to the loss
of the opposing teeth in the opposing arch. Attrition can also be seen
on the teeth (Figure 4) along with generalized bone loss.

Figure 2.2: Intra oral photographs
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Figure 4: Radioprahic evidence
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i) Plaque and bleeding indices
The O’Leary, Drake and Naylor Plaque Control Record index was used
to measure the amount of plaque along with the Eastman Interdental
Bleeding Index for gingival bleeding. These indices were recorded
during two visits which were exactly a month apart. As seen in Figure
5, the plaque and bleeding indices at the ﬁrst visit were 70% and 76%
respectively. This was calculated by dividing the number of bleeding/
plaque-ﬁlled sites by the total number of sites. At the second visit, the
plaque levels had increased by 6% and the bleeding had decreased by
10%. The increase in the plaque could have been a result of the patient’s
psychiatric episode which was reported by her daughter at the second
visit. According to her daughter, Mrs X was not responsive to external
stimuli like voices and touch. During this time, it was reported that Mrs
X was not eating, talking, or brushing her teeth. This may have been
the reason why her plaque and bleeding indice scores reversed at the
second visit.

80
70
60
50

(Red indicates the plaque
levels while blue indicates
the bleeding levels)

40
30
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Visit 2

j) Periodontal charting
Periodontal charting was completed for Mrs X after the CPITN was
indicative of periodontal disease due to the scorings of 3 and 4. As shown
in Figure 6, Mrs X’s periodontal probing depths ranged between 2mm
and 6mm. Because of the recession noted, Mrs X’s clinical attachment
loss ranged from 0mm to 8mm. This information was then calculated
as shown in Figure 7. No furcation or mobility was noted.
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l) Diagnosis
Due to the presence of bleeding upon probing, periodontal probing
depths of 4mm< and clinical attachment loss, it was evident that there
was disease present. Calculations, which are shown in Figure 7, gave
rise to the diagnosis of Generalised Mild to Moderate Periodontitis.
With reference to the AAP Classiﬁcation of periodontal diseases,
due to Mrs X’s age, systemic condition (hypertension and arthritis),
local factors (plaque and calculus) are consistent with periodontal
destruction indicated that Mrs X’s diagnosis was Generalised Mild
to Moderate Chronic Periodontitis. The aetiology of this condition
is plaque and calculus with the contributing factor being the
oromandibular dystonia which renders the patient unable to open
her mouth long enough to brush effectively.
Extent

21÷96 ×100=

22%

Severity: 1-2

74÷96×100=

77%

3-4

6÷96×100=

6,3%

5<

16÷96×100=

16,7%

Visit 3

Figure 5: Plaque and bleeding indices

Figure 6: Periodantal charting

k) Oral hygiene assessment
Mrs X’s daughter indicated that her mother brushes twice daily with
a Mentadent P toothpaste. Upon request, Mrs X demonstrated that
she brushes using the horizontal brushing method. Mrs X uses no
interdental aids and uses Listerine mouthwash twice a day. Mrs X’s
daughter further explained that due to the oromandibular dystonia
and lack of posterior teeth, her mother has a soft diet that included
fruits such as mangoes and frequent cups of tea.

Figure 7: Calculations of periodontal diagnosis

m) Treatment plan
Mrs X’s treatment plan was drawn up to not only treat the already
existing disease but to prevent further destruction. Firstly, assessments
would be done on the patient, and this would entail a full examination,
charting and drawing a treatment plan. Oral hygiene education is
very important so that the patient is informed and understands their
oral disease, the treatment and prevention thereof. In her treatment
plan, education on plaque, calculus, periodontal disease, and salivary
substitutes were included. Education on salivary substitutes was
important even though she did not experience xerostomia, it would
be beneﬁcial for the patient considering her age and medication.
Salivary substitutes such as Xerostom® and frequent sips of water
or small ice chips were discussed with the patient. Oral hygiene
instruction was also part of the treatment plan where Mrs X would
be instructed on Fone’s brushing method due to its simplicity
and effectiveness. Flossing (using a ﬂoss holder for better grasp
and technique) as well as tongue brushing were included in the
treatment plan.
Scaling, polishing and rootplaning were to be done for the patient.
Rootplaning was done on sites with pockets of >5mm. Fluoride,
Enamel Pro Varnish were speciﬁcally selected to be used on the
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patient on the basis that it is a varnish which means it has 5% Sodium
Fluoride and can be used as a desensitizing agent. The easy application
method of Enamel Pro Varnish was also another reason for its selection.
Dietary analysis was also to be done for the patient so as to establish
a way to incorporate necessary vitamins and nutrients in her soft diet
but also reduce any cariogenic food intake.
Mrs X would be referred to the Department of Prosthodontics for partial
dentures and they will be maintained every three months.
n) Plan for treatment
In Mrs X’s plan for treatment, it was important to take into consideration
her daughter’s availability as she was the only person who could
accompany her to the dental appointments. In her plan for treatment, it
was envisaged that it would take three visits to complete treatment. On
the ﬁrst visit, full assessments would be completed along with education
on plaque and calculus would be done. Oral hygiene instructions on
brushing would be taught to both the patient and her daughter. A dietary
analysis sheet would be given to the patient. At the second visit, plaque
and bleeding indices would be monitored, scaling and rootplaning would
be done and oral hygiene instructions would be reinforced. At the third
visit, plaque and bleeding indices would be done, polishing would be
completed, and ﬂuoride would be administered. The patient would be
educated on salivary substitutes and the importance of tongue brushing.
Feedback on the dietary analysis would be done with the patient at this
visit. Flossing would also be introduced to both Mrs X and her daughter.
o) Management
The management of Mrs X was very different from that of an ordinary
patient due to the modiﬁcations done throughout our appointments. At
the ﬁrst visit, only medical, dental, and social histories were done along
with the oral hygiene assessment. This was to allow consultation with
the referring dentist on the management of this patient, particularly the
use of a bite-block during treatment. At the second visit, assessments
were completed, and a partial scaling was done. During assessments
and scaling, a bite-block had to be used as the patient was experiencing
tremors and had difficulty keeping her mouth open for long periods of
time. We also had to take breaks every ﬁve minutes during treatment
to allow the patient to relax and massage her cheeks as instructed by
her physiotherapist. At the third visit, Mrs X’s daughter indicated that
her mother had suffered a psychiatric episode which had caused her to
withdraw and not react to any external stimuli. Her daughter also indicated
that after realising that this was a psychiatric episode, she consulted her
mother’s psychiatrist who then declared that the medication that Mrs X
has been receiving for tremors and anxiety was incorrect and asked her
to stop taking it. At this visit, a partial scaling was done and once again
the bite-block was used, and breaks were taken every ﬁve minutes for
rest. The patient was educated throughout the appointments, along
with her daughter. It was important that her daughter be present for our
appointments as she could not communicate well due to the muscle
tremors as mentioned in literature2.
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p) Challenges
A couple of challenges were encountered when treating Mrs X. The
ﬁrst challenge was that Mrs X was always late for her appointments.
This made it difficult to complete treatment as a lot of time was lost.
Appointment scheduling was also an issue as she could only come
to appointments if her daughter was available, who was taking time
off work to bring her mother to the dental clinic. Communication, as
previously mentioned, was also a challenge where a lot of the time,
the patient would have difficulty expressing herself and speaking due
to the oromandibular dystonia. This led to a lot of information coming
from her daughter rather than herself. This was a barrier as it may have
reﬂected her daughter’s ideal expectations and feelings and not her own.
Lastly, the breaks that we had to take during treatment were probably
the biggest setback as it was tedious placing a bite-block in her mouth,
working inside the mouth, removing it every ﬁve minutes, allowing the
patient to rest, massaging her cheeks, and placing the bite-block back.
This delayed treatment greatly and resulted in our plan of treatment
taking more than the three initially planned appointments.
4. DISCUSSION
Oromandibular (OMD) dystonia affects muscles of the neck, eyelids, and
larynx and this was observed in Mrs. X3. During treatment, Mrs. X would
experience tremors of the face and hands. This was evidently a problem
as she also showed signs of embarrassment at the fact that she couldn’t
communicate clearly and was depended on her daughter to clarify things
for her. Patients with OMD will experience spasms at rest, while chewing
and during speech3. A multidisciplinary team can assist individuals with
OMD function in society in ways that will alleviate them of the tremors
and reduce the social anxiety they may experience while speaking in
public7. This team will also aid the patient in leading a healthy lifestyle
in terms of diet where they will be able to eat without difficulty due to
the tremors7. Mrs. X was treated by a physician (general practitioner), a
psychiatrist, a dentist, and a physiotherapist. The oral hygienist joined
the team when her oral health treatment started.
Consequences of OMD lead to oral diseases6. These consequences
include periodontal disease, dental caries due to poor oral hygiene that
is caused by the inability to brush. This can be attributed to the tremors
of the mouth and hands and inability to brush properly1,6. These were
observed in Mrs. X. Oromandibular dystonia also leads to attrition,
temporomandibular joint problems and fractures. This was also observed
in Mrs. X and her case concurred with literature in almost every way. It
is therefore important for dental professionals to be familiar with OMD6.
Dental care must be altered to accommodate spasms and tremors during
treatment6 and because of this, during Mrs. X’s treatment, a bite-block
which assisted in gaining access to her mouth and also gives her leverage
while keeping her mouth open. We also took breaks every ﬁve minutes
to allow her to rest and massage her cheeks which was advised by her
physiotherapist. This may have delayed treatment, but it was essential
in the correct treatment of the patient.
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5. CONCLUSION
Although oromandibular dystonia affects a small group of people, the
effects on individuals cannot be ignored. Oral health professionals that
encounter patients with oromandibular dystonia need to be equipped
with the knowledge on how to manage them. It is therefore our duty to
assist them in practicing good oral hygiene and to maintain that food
oral health at home so as to prevent the oral conditions that they are
bound to get due to their condition.
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A TRIBUTE TO THE LATE PROF.
THOMAS M. MARTHALER
In November 2020, Prof. Dr Thomas M. Marthaler, Swiss pioneer of oral
epidemiology and caries prevention, passed away at the age of 91.
His pioneering work in group and collective caries prevention, and his
initiatives to introduce salt ﬂuoridation in Switzerland, Europe, Central
and South America, made him the best-known and most inﬂuential
preventive dentist of his generation.
We are pleased to inform you that SWISS DENT (an independent Swiss
journal in its 43rd issue) has dedicated two commemorative editions to
Professor Marthaler:
• SWISS DENT 1/2021, in German, published in November 2021;
see publisher’s website https://www.verlag-dr-felix-wuest.ch/swiss-dent
• SWISS DENT 1/2022, in English, now available via the following link
https://www.verlag-dr-felix-wuest.ch/wp-content/uploads/2022/03/
Swiss-Dent-1-22.pdf
You are welcome to dispose of this PDF as you wish, including displaying
it on your website and distributing it in your network.
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Sincerely
Prof. em. Dr. med. dent. Thomas Imfeld, MBA
Until 2012 Chair of Preventive Dentistry and Oral Epidemiology
Zurich University
CH-8712 Stäfa ZH, Switzerland
Prof. Dr. med. dent. Ulrich P. Saxer
University of Zurich, Lecturer in Preventive Dentistry
CH-8127 Forch ZH, Switzerland
u.p.saxer@icloud.com
Dr. rer. publ. Felix Wüst, Publisher and Editor
SWISS DENT, Verlag Dr. Felix Wüst AG
In der Hinterzelg 4, CH-8700 Küsnacht ZH, Switzerland
felixwuest@bluewin.ch
www.verlag-dr-felix-wuest.ch
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INTERDENTAL
CLEANING
MADE EASY

Patients prefer this new tool
Written by
K. Mussche

Interdental biofilm is the main cause of caries, gingivitis and periodontal disease, yet only a small minority of people clean interdentally. In her research
among a group of young people with intact interdental spaces but who suffered from gingivitis, dentist and iTOP lecturer Dr Franka Baranović Huber
proved that a new generation of interdental brushes, Curaprox prime, are quick and highly effective in re-establishing gingival health. What is more, the
study participants liked interdental brushing, and it thus easily became a daily habit.

Despite dental professionals engaging patients on cleaning interdentally,
it is not established at all among patients. Even in Switzerland and
Germany, two countries that place a relatively great emphasis on oral
hygiene, only 5% of people clean their interdental spaces daily and
10% brush interdentally once a week. The remaining 85% rarely clean
their interdental spaces, if at all. These catastrophic ﬁgures show most
people are not doing enough to avoid gingivitis, which in the long term
can progress to tooth loss. A possible explanation for this behaviour
is that dental professionals tend to recommend ﬂossing, especially to
patients with closed interdental spaces and intact papillae. But patients
tend to ﬁnd using ﬂoss challenging, and that only lowers their motivation
to use it. Luckily, the latest generation of interdental brushes are more
effective than ﬂoss, easy to use and able to penetrate even closed
interdental spaces.
EASILY RESTORING GINGIVAL HEALTH
Dr Huber’s study aimed to determine just how effectively interdental
brushing reduces interdental inﬂammation. She did so by tracking a
bleeding on interdental brushing (BOB) score for 33 healthy patients with
intact interdental papillae and without periodontitis over the course of six
months. The BOB score was determined by stimulating the interdental
spaces with the novel interdental brush in a simple once in and out
movement, rather than using a traditional periodontal probe. Dr Huber
provided the study participants with the correct size interdental brushes
and instructed them on the correct technique. A second aim of the study
was to evaluate long-term patient compliance with daily interdental
brushing over the same period.
The results of the study were astounding. The participants’ BOB scores
went down drastically from 86% to 4% within three weeks. In other words,
through daily interdental brushing, the participants managed to resolve
their interdental inﬂammation and re-establish their gingival health very
quickly. Regarding the participants’ compliance with daily interdental
brushing, 72% of the participants were still using interdental brushes
regularly—ﬁve times per week or more—after six months. This suggests
that interdental brushing is accepted by patients and demonstrates that
a great number of the study participants had turned it into a daily habit.
A NEW-GENERATION INTERDENTAL BRUSH IS ON THE MARKET
“A lot of dental professionals have no clue about interdental brushes—and
I was one of them before encountering iTOP,” Dr Huber said. “They think
their use is strictly linked to illness, by which I mean treating patients who
have periodontal disease, certainly not to health. We have to reverse
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this idea. The Curaprox prime interdental brushes used in the study
are revolutionary in that they are ﬁne enough to access at least 93% of
closed, healthy interdental spaces.”

Curaprox Prime interdental brushes
”Most professionals recommend ﬂoss to patients, but ﬂossing should
be conﬁned to very tight interdental spaces that cannot be cleaned
with interdental brushes. Contrary to interdental brushes, ﬂoss does
not ﬁll out the whole interdental space and consequently removes less
bacteria.However, it is important to determine the right size interdental
brush for each interdental space. A special interdental access probe
is available with the brushes to do this easily and quickly. You simply
insert it horizontally or at a slight angle into the patient’s interdental
space until you feel friction. The colour that remains visible closest to
the tooth’s buccal surface indicates the corresponding Curaprox colourcoded interdental brush.”

A TRUE COMPLIANCE BOOSTER
“The biggest achievement of these interdental brushes is not even
their efficacy,” Dr Huber explained. “It is their high acceptance among
patients which makes them an invaluable tool. They are so easy and
quick to use. One insertion a day with the right brush is enough to keep
patients’ gingivae healthy.”
“The study highlights a crucial point, and that is that repeated, individual
instruction leads to high compliance rates among patients. Patient-centred
communication and empathy are key for long-term behavioural change.
Dental professionals should literally take their patients by the hand and
train them step by step through the process of learning the peculiarities
of their own mouth and the morphology of their interdental spaces. It
is our duty to empower patients to stay healthy r ather than heal them.”
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KEY TO PERFECT INTERDENTAL
CLEANING
The Curaprox Interdental Access Probe
Written by K. Mussche
NO MORE TRIAL AND ERROR
In their study, Prof. Bourgeois and his team proved that using the Curaprox
IAP to determine the correct brush sizes leads to more effective interdental
brushing than when dental professionals recommend brushes to patients
based on the decision-making technique of trial and error. The study
found that the brushes chosen without the probe had a diameter larger
than that indicated by the probe in 23.54% of cases and a diameter
smaller than the probe value in 33.41% of cases.

The importance of oral hygiene in the dental practice is increasing,
but dental professionals and patients are still left in the dark about
correct interdental cleaning. Prof. Denis Bourgeois was among a
group of researchers who conducted a study showing that the
Curaprox Interdental Access Probe (Curaprox IAP), which is used
to calibrate interdental brushes, is the most effective tool of all. The
probe is increasingly used as a gold standard in oral prophylaxis
and allows dental professionals to quickly and easily determine
the exact interdental brush sizes for each patient.

No more trial and error by using the Curaprox Interdental Access Probe

The participants in the study were young adolescents aged 25 to 35
without periodontitis. By measuring the interproximal space, Prof.
Bourgeois and his team concluded that over 80% of the sites required
a small-diameter interdental brush (0.6–0.7 mm) of the Curaprox CPS

According to Prof. Bourgeois, a researcher at the University of Lyon,
interdental brushes are still undervalued. “They are easy to use, liked by

Prime series and that differences occurred between anterior and

patients, and the most effective interdental cleaning tool on the market.
The majority of studies comparing the effect of interdental brushes on
the plaque index with that of ﬂoss have shown interdental brushes to
be signiﬁcantly more effective.”
Interdental brushes are most effective when their bristles maximally

CPS Prime interdental brush (0.6 mm in diameter) was able to penetrate

ﬁll out each interdental space so as to disrupt the bioﬁlm, but they
should not too big. So, what sizes of interdental brushes should be
recommended to patients? More often than not, it is a trial-and-error
affair, with the risk of under-sizing—which has an impact on efficiency—
and oversizing—which has an impact on acceptability and can lead to
gingival trauma.
One tool, in particular, quickly and easily measures the size of patients’
interdental spaces: the Curaprox IAP. Insert it into each interdental
space horizontally or at a slight angle; the colour showing next to
the tooth’s buccal surface corresponds to the colour of the Curaprox
interdental brush that will be most effective in cleaning the interdental
space in question.
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posterior sites. The thinnest
94% of the participants’ interdental spaces.
INSTRUCT YOUR PATIENTS
“A major problem with interdental cleaning has always been patient
motivation,” Prof. Bourgeois said. “But when dental professionals instruct
their patients individually on how to brush interdentally using calibrated
brushes, it easily becomes an established part of daily oral hygiene.
Bleeding may initially stop patients from using interdental brushes, but
when you explain to them that the bleeding is caused by inﬂammation,
a sign of infection, they will regard interdental brushing as a way to
keep healthy and the bleeding as a warning sign. It is necessary to use
a toothbrush twice a day and interdental brushes once a day. If you do
not do this, you are risking your health,” Prof. Bourgeois said.
Would you like more information about the Curaprox Interdental
Access Probe? Visit https://curaproxinterdental.com/
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WORLD ORAL HEALTH DAY
MARCH 2022
Soefia Amien – Oral Hygienist
Lady Michaelis – CDC Plumstead

The concept of oral health in many households is one that enjoys very
limited discussion. Brushing and ﬂossing is usually far from the full spectrum
which the ﬁeld covers, let alone visiting the dentist. We often neglect
to realise this and consequently oral health education is compromised.
As part of the annual Oral Health Day activities, oral hygienists, Soeﬁa
Amien and Debbie Prince merged their forces to host an educational
campaign.
To this end, an oral health initiative was geared towards improving
education and awareness of oral health practices amongst Grade R to 3
learners attending Ottery Road Methodist Primary School in Wynberg.
The presentation was in the form of a puppet show. The enthusiasm of
these young learners was clearly evident. The funﬁlled session afforded
the learners increased awareness of oral health practices, healthy eating
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habits and the importance of regular visits to the dentist.
The oral health kit comprising of a toothbrush, toothpaste and
leaﬂet reinforcing all the content of the presentation, was handed to
all the learners in the foundation phase. Receiving these items not only
brought them joy but also equipped them with the tools to implement
the knowledge gained. Excitement was displayed by the learners to
have a photograph taken, but since some parents didn’t grant consent
for the photograph to be posted in the journal some of them had to
skip the moment.
We would like to express our gratitude for the partnership secured with
Colgate, the educators, principal and learners from Ottery Road Methodist
Primary. We are looking forward to building on these partnerships in future.
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NEWS FROM THE

WESTERN CAPE
The ﬁrst quarter at OHASA WC has been somewhat of a busy one.
We have welcomed new members to OHASA and hosted a successful
evening seminar on 28 March 2022 at Belmont Square. Our presenters
were well versed in the topics of pedodontics and life coaching, giving
us both insight into the management of the paediatric patient as well
as trying to establish a good work-life balance in our busy schedules.
OHASA WC also joined hands with the South African Association of
Paediatric Dentistry (SAAPD) and the Pebbles Project Foundation to put
together care packs for 40 children, which formed part of an Easter Drive.
Lastly OHASA WC will be hosting a full day seminar on 14 May 2022
at the Durbanville Conference Centre. This seminar will also be live
streamed to allow all OHASA members to join in.
Cole Gilbert
OHASA WC Chairperson
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NEWS FROM THE

GAUTENG BRANCH
As we enter the 2nd quarter of the year the persistent questions that
come to my mind are: what have you done this year that has positively
impacted someone else’s life? How can you make someone else happy?
When was the last time you helped someone in need?
These are questions that we all need to ask ourselves regularly. As
dental professionals, our role, simply put, is to make people smile, be
informants on oral health and create awareness about dental health.
Keep in mind that doing something to impact another person’s life
does not have to be monetary. Giving of your time and attention may
be all that someone needs.

CLOSING
Look into your heart and spread kindness and love to those around
you and become an infectious spirit that brings light to the world.
Here’s to another quarter of a year! Make what’s left of it, memorable,
remarkable, and last but not least, make a difference.
OHASA Gauteng Branch Chairperson
M (Kaokie) Sepuru

BRANCH NEWS
Committee members
Chairperson: Mmakaoka Sepuru (Known as Kaokie)
Secretary: Robin Cottrell
Dental traders’ liaison: Bianca Mogentale
Social media manager: Firdows Tawildar
The branch is always looking for members in
our profession who are passionate about oral
health and will bring a fresh perspective to the
cause. If you are interested in joining the branch
committee and joining our team, send us an email
on ohasagauteng@gmail.com or call us and we
will be in contact with you. Our team is ready to
welcome new faces!
UPCOMING SEMINARS
Ivodent is collaborating with OHASA and is
sponsoring CPD roadshow seminars for dental
practitioners in far reaching areas. The dates
are as follows:
• 23–25 May – Nelspruit, Tzaneen and
Polokwane
• June – Bloemfontein, Potchefstroom and
Vaal Triangle
Each event will be for three CEUs and the events
are free to OHASA members.
OHASA Gauteng will be hosting two full day
seminars this year, so please save the following
dates:
• 21 May 2022 – Accolades Boutique Hotel
• 23 July 2022 – Centurion Golf Estate
Further details on the seminars will be
communicated via email, WhatsApp groups,
Facebook and Telegram. We are looking forward
to seeing you there!
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NEWS FROM THE

EASTERN CAPE
In celebration of World Oral Health Day, two of our members made use of
the SADA/OHASA Colgate opportunity to request packs for school visits.
Moeﬁedah Hippolyte paid a visit to ACVV Haas Das ECD Centre in Port
Elizabeth. She has been visiting the pre-school for more than 20 years
to teach and encourage good dental habits to the young learners. It is a
child friendly programme that aims to make a dental visit less stressful.
The children also had fun dressing up as tooth fairies, doctors and nurses.
Moeﬁedah’s visit even made it to the front page of our community
newspaper!
Mart-Marie Potgieter visited Kikkie Wikkie and Neskuikens Educare
Centre in Kirkwood with her Winnie the Pooh and Piglet puppets. The
children enjoyed it and they had a discussion about healthy foods and
how and when to brush. The pig model and toothbrush did the trick with
the brushing lesson! The teachers were grateful for the posters and the
pamphlet that could be sent home with a toothbrush and toothpaste.

We wish to thank Colgate for this lovely and meaningful project we
have the opportunity of doing every year. It makes a big difference in
spreading the word about healthy oral hygiene habits from a young age.
AND IN OTHER NEWS…
At OHASA EC we are busy planning our seminar for 10 September 2022
at the Victoria and Alfred Collection in Gqeberha (PE).
Thank you to the speakers and traders that have committed thus far,
we appreciate your involvement, especially after the two quiet years
we have had.
Looking forward to the event – more details will follow…

NEWS FROM THE

KWAZULU-NATAL BRANCH
The KZN OHASA committee would like to extend their condolences to
all those who have lost their homes, loved ones and livelihoods in the
recent ﬂoods throughout the province. Our thoughts and prayers are with
those who have been affected, and we would like to extend a helping
hand to anyone in the dental community who requires assistance as a
result of damages caused by the rains.
Due to these and other unforeseen circumstances our full day seminar
has been moved to 30 July 2022. We look forward to welcoming our old
members back, and embracing all our new members into the OHASA
KZN family!
We would like to wish all our Muslim members a prosperous month
of Ramadan and a blessed Eid ahead.
Mateenah Jajbhay - Amod
Chairperson: KZN
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