Caries Management in
the Dental Practice

Abstract: Practical, cost-effective implementation of caries management in general practice has been limited by several

factors. The single pathogen model of disease has not been effective in clinical caries management, and the advent of

the ecologic plaque model and a better understanding of the management of imbalances in dental biofilms have led to

the development of more effective treatment protocols based on the elevation of oral pH. Simplification of caries risk

assessment, in combination with more effective treatment regimens, means effective caries management can be readily

provided by general dentists. These gains in efficiency and efficacy, in combination with applicable current dental termi-

nology (CDT) codes, means that caries management has become economically viable in private practice.

s the understanding of the subtleties of the caries
process has advanced with clinical and scientific
research, the recommendations for managing the
disease have become increasingly multifaceted and convo-
luted. An understanding that caries is a complex interac-

tive imbalance in the oral biofilm and that dentists need to

is article, the reader should be able to:

= recognize the value of managing biofilm disease
through risk and biofilm assessment, patient
education, and treatment.

= evaluate the most effective and manageable
techniques for implementing and following the

new philosophy into private practice.

= evaluate the risk profile and identify factors in
each patient for cariogenic biofilm to help

manage the disease.

® discuss screening tests on the market.

work with natural processes, rather than against them, has
led to a medical approach to managing a diseased biofilm
and helping convert it back to a healthy state. Each new
step in understanding has led to an addition to recom-
mended treatment regimens. As these recommendations
are added to current protocols, the protocols become very
complex, confused, and difficult for the profession and
staff to understand. The plethora of products on the mar-
ket with subtle variations in indications and applications
add an additional layer of complexity to managing a dis-
eased biofilm. As a consequence, it has become difficult to
educate patients and implement caries diagnosis and man-
agement strategies into a busy practice. If the diagnosis and
management of a cariogenic biofilm can be distilled back
to the core issues and kept simple, the ability to implement
an effective caries management program into a busy pri-
vate practice can become a reality.

Healthy mouths have a diverse range of bacteria within
a healthy dental biofilm, potentially more than 400 spec-
ies. A diseased biofilm is populated predominantly with a
range of acidogenic, aciduric bacteria, leading to the signs

and symptoms of caries—demineralization and cavitation

*Private Practice, Hamilton, New Zealand
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of the teeth. The shift of a healthy biofilm to a diseased state
can be caused by many risk factors, including diet, saliva,
medications, absence of fluorides, and lack of homecare. !
Metabolism of carbohydrates by cariogenic bacteria re-
sults in more acid production. This production lowers the
pH of the biofilm that inhibits many commensal organ-
isms. When compounded with other risk factors, the aci-
dic pH becomes the selection pressure that results in an
overabundance of acidogenic organisms.?
Demineralization sufficient to cause cavitation is symp-
tomatic of the underlying disease. Dental professionals
must assess a patient’s risk profile and look for factors con-
tributing to a cariogenic biofilm. This process is known as
caries management by risk assessment (CAMBRA).! By
identifying the presence of a diseased biofilm and assessing
a patient’s risk profile, the disease can be managed from a
medical perspective rather than a surgical one. Any dental
damage also has to be addressed, and minimally invasive
surgical strategies used, along with remineralization concepts,
to limit any damage that has been caused by a previously
undiagnosed cariogenic biofilm. Primarily, the profession’s
focus has been on repairing the cavities caused by a cario-
genic biofilm. However, if a cavity has been diagnosed, then
by definition, the patient has a cariogenic biofilm. Simply
restoring the cavities will not change the diseased state of
the biofilm. Dentists should be asking themselves how they
can help patients avoid the formation of more cavities—the
concepts of CAMBRA and minimal intervention (MI).
Currently, these concepts are being implemented in edu-

cational institutions as the scientific validation continues.

IMPLEMENTATION STRATEGIES
The primary reason for introducing CAMBRA into a prac-

tice is to benefit its patients. One of the primary stumbling
blocks to CAMBRA implementation is fitting a new proce-
dure into what is currently a smooth-running and efficient
office. Both the dentist and staff often perceive that the
time commitment is too complex to try to integrate new
procedures into an already busy patient flow. Implement-
ing CAMBRA will affect all of the systems in the practice,
from scheduling, to fees, and everything in between. Im-
plementation requires that all team members understand

the philosophical change. The goal of CAMBRA is to help
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patients achieve dental health
by educating them, motivat-
ing them to improve the be-
haviors that are contributing
to their risk, and providing
them with effective strategies
and treatments to manage .
their disease and maintain Graeme W. Millicich, BDS
oral health after it has been

achieved. This paradigm shifts the team away from finding
and filling cavities to asking questions first, asking more
questions, determining why there is disease, figuring out
how to prevent future disease, and drilling only what is
necessary, followed by monitoring and measuring the treat-

ment outcomes.

PREIMPLEMENTATION PLANNING
There are three phases to setting up a practice for the im-
plementation of CAMBRA:

= Planning

= Education

= Preimplementation practice

To effectively implement a CAMBRA program in the
office, someone has to take the lead. Generally, this has to
be the dentist, but a motivated assistant or hygienist also
may be able to take the lead. To introduce new concepts
requires some planning. The goals and objectives need to be
written down, and an implementation plan needs to be for-
mulated. A timeline also needs to be determined. This has
to be done in consultation with staff to ensure implementa-
tion is going to be effective.

One of the observable stumbling blocks is a lack of “buy
in” by some team members. Education is the best solution to
this problem. There are many resources for scientific informa-
tion: PubMed is an excellent resource for articles on caries risk
assessment. Additional information can be gathered by attend-
ing local or state courses focused on CAMBRA. Taking the
entire dental team to these courses is an excellent opportunity
to get everybody on the same page. The primary education-
al source of the author’s change in philosophy and rationali-
zation of MI and CAMBRA science and philosophies has come
via the World Congress of Minimally Invasive Dentistry.
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After the whole team understands the concepts and sci-
ence behind the MI and CAMBRA philosophies, the road
blocks tend to disappear. Depending on the structure of the
practice, it may be more effective to introduce the program
in smaller steps to help establish the most efficient strategies.
Commonly identified issues are:

= How will this interfere with current treatment flows?

= What are the costs involved?

= What is the potential income?

= Who is going to be in charge?

= Who will do the initial CAMBRA risk assessment?

= What products and materials are going to be required?
= What is the timeline required for staged or full imple-

mentation?

There needs to be constant review process during imple-
mentation so that everyone can contribute their thoughts. It is
preferable to have team members volunteer for specific steps
rather than assign them. By breaking the process into sections
and asking who would like to do what, implementation is more
likely to go smoothly. Success comes with commitment to

what is a major philosophical change in how we manage caries.

KEEPING IT SIMPLE

After the commitment has been made, the primary goal is to
identify the assessment protocols and treatment materials that
will be required. There are a plethora of assessment, diagnostic,
and treatment techniques on the market, and this can compli-
cate the decision process as to what is most effective from both
a time and cost basis. The goal is to keep the process both time
efficient and cost effective for the dentist and the patient, and

we need to recognize that time is the primary cost to a practice.

PRACTICE MAKES PERFECT

After the implementation plan has been designed and the
products selected, it is very effective to run through the pro-
tocol with both the dentist and staff being the patient. This
will help identify problem areas that are specific for a given
practice situation, and will raise awareness of both the den-
tist and staff to the patient’s perceptions of the whole proc-
ess. It also will ensure the whole team is on the same page so
that the patients are receiving the same message, regardless
of which team member is speaking with them. This preim-
plementation run-through will help everyone understand

his or her part in the process.

Caries Risk Assessment Form
Aduits/Children Over Age 6

Patient Name: Date:

Instructions: Check all answers that apply.
If 1 or more Disease Indicators or 2 or more Risk Factors are circled, then this patient is at risk and

oel interve: is

1 ASSESS
DISEASE INDICATORS

Visible Cavitations yes no
Radiographic Lesions ves no
White Spot Lesions ves no
Cavity in Last 3 Years ves no
RISK FACTORS
Visible Plaque , no
Inadequate Saliva Flow v no
Hyposafivary Medications no
Acidic Beverages v no
Frequent Snacking
{1-3 times daily) no
Appliances Present no
Deep Pits and Fissures y no
Other no
TESTING
| Cariscreen [ 9,999 - 1,501 1,500-0 )
DIAGNOSE

2 I Risk Assessment | AT RISK I LOW RISK

3 PRESCRIBE

O Treatment Kit 3 prevention Kit O starter Kit
1 understand my cisk for caries based on this assessment, as well as the benefits of the

r

Release Si

* Based on clinically proven Caries Risk Assessment Form in the Featherstone 2003-2005 study.
* Caries risk critoria as defined by the American Dental Association Cound! on Scientific Affairs,
JADA August 2006.

Caries Risk Assessment Form
Children Under Age 5
Patient Name: Date:

Instructions: Check all answers that apply.

If 1 or more Disease Indicators or 2 or more Risk Factors are circled, then this patient is at risk and
i is

ASSESS

Mother/Caregiver Active Caries ves no
Socio-Economic Risk yes e
Visible Cavitations yes no
Cavity in Last 2 Years yes no
Obvious White Spot Lesions yes no
RISK FACTORS
Obvious Plaque on Teeth § no
Gingiva Bleeds Easily ye no
Inadequate Saliva Flow ! o
Appliances Present v no
No Dental Home/Episodic Care Y no
Problems no
Medications y no
Continuous Bottles Use Not H20 v no
Sleeps with Bottle . no
Nurse on Demand \ no
Frequent Snacking ? no
Other no
TESTING
[ cariscreen [ 1,501-9,999 | 0-1,500 ]
2 DIAGNOSE
[ Risk Assessment I ATRISK | LOW RisK |
PRESCRIBE
3 O Xxyli-Tots Oral Wipes O xyli-Tots Mouth Spray O xyli-Tots Toath Gel

O xyli-Tots Lollies
O carifree Xylitol Gum

| understand my risk for caries based on this assessment, as well as the benefits of the
for

[ Xyli-Tots Anticavity Rinse  [J Fluoride Varnish

Release Signature:

JADA August 2006,

Figure 1 Adult Caries Risk Assessment Form.
(To view this form in detail, please visit www.compendiumlive.com.)

Figure 2 Children Under Age 5 Caries Risk Assessment Form.
(To view this form in detail, please visit www.compendiumlive.com.)
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Figure 3 A CRT test result from a high-risk patient
(MS = mutans streptococci; LB = Lactobacilli).

IN-OFFICE STRATEGIES

There are five basic steps to assessing and treating a cario-
genic biofilm.

« Risk Assessment

= Biofilm Assessment

= Diagnosis

= Patient Education

= Treatment Implementation

RISK ASSESSMENT

The goal is to identify whether patients are at risk. There
are several forms and systems that have been developed
to assess a patient’s risk profile. The initial CAMBRA
forms were developed by Featherstone and colleagues and
can be downloaded from the CDA Foundation Web site
(www.cdafoundation.org). In the author’s experience,
these forms are inefficient in private practice because they
fail to keep the protocols simple and time efficient. While
these detailed forms leave nothing to chance, when in use
as a private practice screening tool they can be complicated.
The forms that have been adopted by the author are a dis-
tillation of current research, including recent research by
Featherstone et al,>* that has identified four clinical dis-
ease indicators that are indicative of high risk:

= Visible cavitations

» Cavities in the past 3 years

« Radiographic interproximal lesions

« White spot lesions
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The presence of any of these factors indicates high risk.
The forms also contain a series of validated questions that
will highlight patient risk behaviors. The adult form (Fig-
ure 1) takes approximately 2 minutes to complete with the
patient, keeping the focus on gathering pertinent informa-
tion in a time-effective manner. The results indicate if the
biofilm requires further assessment, and then provide treat-
ment recommendations for the patient based on the over-
all results. The child form has a different series of risk-
assessment criteria based on the recognized clinical indicators

of risk for children (Figure 2).

BIOFILM ASSESSMENT
An assessment of the state of the biofilm also is helpful in the

overall management of caries. The benefits are twofold. The
results will give a reference point before commencing any
treatment and confirm the results obtained from completion
of the risk assessment form. After treatment of the biofilm
and risk modification, the biofilm can be retested to assess
treatment efficacy.

Several systems can be used to assess the biofilm. Tests,
such as CRT® (Ivoclar Vivadent, Inc, Amherst, NY), GC
Plaque Indicator Kit (GC America, Inc, Alsip, IL), and
CariScreen™ (Essology Pty Ltd, Vic, Australia) directly
assess the biofilm. Other tests tend to look at the state of
the saliva to assess whether there are any factors that may
be contributing to a diseased biofilm. At this stage in the
patient assessment, testing saliva is not time effective and
should be reserved for patients where poor salivary flow
rates, pH, and buffering might be a contributory factor.

Bacterial cultures can be used to assess the presence of sal-
ivary planktonic mutans streptococci and Lactobacilli. These
tests are clinically time consuming and culture results take
2 to 3 days to become available, which complicates the lo-
gistics of patient assessment. The results will provide a broad
indication of the presence and levels of muzans streptococci
and Lactobacilli (Figure 3), but do not assess the overall cario-
genic potential of the biofilm, which can have many acido-
genic, aciduric species. To date more than 23 cariogenic spe-
cies have been identified in plaque biofilm.

Another test for salivary planktonic mutans streptococci is
the monoclonal antibody test (Saliva-Check Buffer Kit, GC
America, Inc). This is more time effective: only 15 minutes
to get a result. However, it only tests for mutans streptococci
and ignores all other potential contributory cariogenic spe-

cies (Figure 4).
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Figure 4 GC Saliva-Check Buffer Kit mutans streptococci
monoclonal antibody test.

Figure 5 GC Plaque Indicator test results for (1) low-risk;

(2) medium-risk; and (3) high-risk patients. The pH of the
low-risk patient was 7, the medium-risk patient was 6.5,

and the high-risk patient was < 5.5.

If the primary goal is to keep the focus on the clinical
time efficiency and applicability of a test, a simpler and
more efficient technique is to perform real-time assessment
of the cariogenic potential of the biofilm. There are two tests
that are clinically time efficient and effective. The GC Plaque
Indicator Kit assesses the acidogenic potential of the bio-
film by taking a direct sample of the plaque and applying a
sucrose/litmus solution to it.> If high levels of acidogenic
bacteria are present, they produce a rapid increase in acid
from digestion of the sugar in 5 minutes, leading to a drop
in pH, which is indicated by the litmus solution (Figure 5).

The CariScreen test uses a different approach to assess the
cariogenic potential of a biofilm. This test, based on the abil-

ity of aciduric bacteria to survive in a low pH environment,
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checks for total cariogenic potential of the biofilm rather than
the presence of 1 or 2 bacterial species. This ability to survive
in a low pH environment is based on the presence of a cellu-
lar wall hydrogen ion pump that maintains internal cellular
homeostasis at the more neutral pH required for the cellular
biochemistry to function correctly. This pump requires signif-
icant energy, which is supplied by mitochondrial adenosine
triphosphate (ATP). The CariScreen test uses a biolumines-
cence assay to measure biofilm ATP levels.® This test occu-
pies about 10 seconds of the clinician’s time and takes about
30 seconds to provide a real-time chairside result (Figure 6).
How biofilm screening tests are integrated into a practice
depends on the staffing structure. As a rule, the more ex-
panded the practice structure, with hygienists and expanded
functions auxiliaries, the easier the tests are to implement. A
solo practice without auxiliary personnel is probably the most
difficult practice in which to integrate new procedures. From
this perspective, the GC Plaque Indicator Kit and CariScreen
system are more time effective because direct clinical patient

contact is limited to less than 15 seconds for each test.

DIAGNOSIS

Is the patient at risk? It should take no more than 5 clinical
minutes to gather the information required to make an ini-
tial diagnosis. Up to this point, the data gathering can be
assigned to any trained staff member. The gathered informa-
tion allows the dentist to make one of three basic diagnoses:
the patient is low risk, at risk of developing a cariogenic bio-
film, or definitely has a cariogenic biofilm. If a patient has a
diagnosed cavity, the patient has a cariogenic biofilm, and
simply restoring the cavity will do nothing to change the
state of the biofilm, which leads to the final step of treating

the disease: treatment of the diseased biofilm.

PATIENT EDUCATION

The effective use of clinical time will have a bearing on the
perceived costs of delivering a caries management program.
The critical breakdown point is the failure to help patients
understand why this service is being offered, and the financial
and biological benefits when they succeed in controlling the
disease. Preeducation of patients can significantly reduce the
time needed to explain concepts to patients. An effective
mechanism is to take the time to write a practice newsletter,
introducing the concepts and the reasons this new service is
being offered. By incorporating the newsletter as part of the

patient’s recall reminder, the information is delivered just
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Figure 6 The CariScreen (1) biofilm swab and (2) ATP meter
are used to provide (3) bioluminescence results, which,
when greater than 1500, indicate the patient is at risk.

before contact with the practice, ensuring the information is
foremost in the patient’s mind. Another option is to place the
information on the practice Web site and send an e-mail to
the patient database to direct patients to the new page. The
more basic information a practice can give patients in these
formats, the less chair time that will be needed to explain
CAMBRA. The information staff members give patients in
the operatory will reinforce what they read earlier.
Generally, the first contact will be with the hygiene de-
partment, and it may be necessary to schedule a few ex-
tra minutes to allow for a discussion on the subject of
CAMBRA. The most effective message will come from the
dentist, but it is imperative that all team members are sup-
plying similar information to the patient. Primarily, the
patient has to understand the changes that are happening
and why they are being implemented. A logical goal for the
CAMBRA conversation is for the patient to understand
that just treating cavities will not treat his or her disease
and that cavities are only underlying signs and symptoms
of a bacterial infection. The patient needs to understand
that this biofilm infection must be diagnosed and treated
as a disease process. The patient also needs to understand

the concept of the balance between health and disease and
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the pathologic factors vs the protective factors. With prop-
er background, the patient should be able to help identify
any changes in risk factors during future visits.

In the author’s practice, any patient that is diagnosed as
being at risk during the first appointment is given a short 10-
minute, narrated PowerPoint® CD to take home to view. This
CD covers the basics of a biofilm disease and presents the
most common risk factors and how to manage the disease. A
simple analogy is used, a weed-infested lawn equating to a
cariogenic biofilm, and how simply mowing the lawn (brush-
ing teeth) does not change the fact that the lawn is full of
weeds. It is now simply a short weedy lawn. Using nontech-
nical analogies helps patients grasp these new concepts.

If, by the second visit, the patient has not reviewed the
information, then the previous communication effort has
failed, and they have not yet grasped the significance of the
information given to them at their first visit. Sadly, some pa-
tients do not want to be helped. That is their prerogative.

If a patient desires additional information, the cariogram
from the Malmé University (www.db.od.mah.se/car/cari
ogram/cariograminfo.html) is an interactive Windows®-based
system that provides real-time changes in risk as various pa-
tient risk parameters are changed. This can be a valuable tool
to help educate patients as to how their behaviors can modify
their current and future risk. However, this can be time con-
suming, and in recognition of the cost associated with clinical
time, it is best reserved for focused education for patients who
need more help. Patients can access the site and use the cari-
ogram to observe behaviors that will improve their risk profile

by altering various parameters in the program.

TREATMENT IMPLEMENTATION

The results of the risk assessment will provide information
that allows the treatment protocol to be tailored to a patient’s
specific requirement. There are many protocols that have vary-
ing degrees of compliance and success.

Research has shown that low pH is the primary mediator
in a biofilm becoming cariogenic.7'9 Logically, reversal of
negative pH selection pressures should help a biofilm revert
to health. Current brushing, flossing, and antibacterial rinse
routines have led to varied success rates. Implementation of
positive pH strategies and the development of a healthy bio-
film may be the way of the future, rather than simply trying
to eliminate the biofilm on a daily basis. Each practice needs
to assess the current products on the market and decide on

those that will help their patients most effectively.
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OVERTREATMENT AND
UNDERTREATMENT ISSUES

Some may argue that this treatment is supervised neglect or
undertreatment. In the past, without good risk assessment
and effective management of the biofilm disease, that may
have been the case. With the current (and improving) under-
standing about the management of a biofilm imbalance and
the use of risk assessment, this is no longer the case. As an
example, a patient presented in 1999 with 2 interproximal
radiographic lesions on teeth Nos. 12 and 13 (Figure 7). The
radiographs are only a snapshot in time. By understanding
the patients risk profile, immediate treatment was not indi-
cated. This decision has been validated by examination of her
radiographs from 2007, which show these lesions were from
a historic cariogenic episode and were no longer progressing.

Many incipient lesions that do not penetrate the tooth’s
enamel are candidates for more conservative, noninvasive
therapy, including glass ionomer cement sealants, for con-
trol of the biofilm disease in combination with remineral-
ization protocols.!0-1?

In the past, the rate of progression of dental caries made
conservative decisions highly questionable. Today, with lower
caries incident rates and the ability to reduce the rate of car-
ies progression, surgical interventions need to be minimal
in all but the most aggressive caries situations. As part of
their risk assessment protocol, dentists need to evaluate the
frequency of recall for each patient. If the dental team has
evaluated the patient as a high caries probability patient,
then prophylactic preventive therapies and other principles
identified in this article should be implemented. This reduc-
es the risks of either overtreatment or undertreatment.

Opvertreatment occurs when interventions are unjustified
or too aggressive for the clinical situation. The goal of MI

dentistry is to preserve the maximum amount of healthy
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dental tissues. An example of this situation is the use of
air-abrasion instruments to open questionable fissures to
“see what's in there” based on a sign that is not significantly
correlated with decay penetration to the dentin, such as fis-
sure staining. The consequences of overtreatment are well-
characterized as the “restoration/rerestoration cycle.” Any
cutting of tooth structure weakens the tooth and should be
avoided if possible. On the other hand, undertreatment oc-
curs when a clinician systematically provides nontreatment
or less-than-optimal treatment where real pathology exists.
The consequence of undertreatment includes advancing dis-

ease and potential loss of more tooth structure.

THE ECONOMICS OF A MINIMAL
INTERVENTION PHILOSOPHY

Dentistry historically has focused on restoration of the
damage caused by a cariogenic biofilm and ongoing re-
treatment of the initial lesion as the restorative materials or
tooth structure continues to fail. Ongoing failure can re-
sult from the initial restorative treatment and/or ineffective
management and treatment of the initial diseased biofilm,
which leads to failure of the initial restorations.
Historically, third-party systems and patients placed a
priority on restorative procedures because dental caries was
pandemic and validated risk assessment tools were not
available. Further, because sealants and fluoride treatments
are covered financially, the focus is not on preventive treat-
ments. [nsurance companies and patients are willing to pay
for a filling, but not fluoride or remineralization therapy
(casein phosphopeptide-amorphous calcium phosphate) to
remineralize and repair white spot lesions. Within this envi-
ronment, there is a new current dental terminology (CDT)

code for fluoride varnish as a therapeutic treatment for the

moderate- to high-risk caries patient. As the positive effects
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Figure 7 Nonprogression lesions in a patient who is currently at low risk, although it is obvious that there had been a period of high risk.
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and financial advantages of intervention in the disease proc-
ess become more apparent, there is promising progress with
new fee codes being added by third-party payers.
CAMBRA has a number of procedures associated with it
that have direct related fees and fee codes already in place. In
the CDT 7, in addition to the normal prevention codes for
prophylaxis and fluoride applications, there are codes for:
= Radiographic interproximal lesions
« D0425: Caries Susceptibility Testing
= D0415: Bacteriology Studies
= D0145: Oral Evaluation Patient < 3 Years, Counseling
Primary Caregiver
= D1206: Topical Fluoride Application for Therapeutic
Measures Moderate- to High-Risk Caries Patient
It is likely that medical insurance may cover some of the
diagnostic tests, such as salivary flow and buffering capacity
measurements, in the near future. In the case in which a pa-
tient has no effective insurance coverage for CAMBRA, a good
explanation of the positive benefits of accurately managing the
disease most often will have the patient accepting the fees asso-
ciated for the service. This is when preeducation of patients

using newsletters and practice brochures becomes effective.

CONCLUSION

The implementation of MI concepts and CAMBRA began
several years ago. It was a piecemeal, disjointed approach
that had good scientific support but little practical advice
for general practitioners, no validation forms, and disjoint-
ed treatment concepts for a bacterial biofilm disease.

Since the advent of modern dentistry, the profession has
been focused on the surgical management of the damage
caused by this disease. Dentistry now has reached a point, with
research and the clinical implementation of MI concepts,
where primary surgical intervention to treat a bacterial infec-
tion as a first option becomes an untenable treatment concept.

Understanding this concept leads to a decision when pa-
tients need to have their risk evaluated individually. Every
patient will be unique, and the treatment will need to be cus-
tom-fit for that individual patient at that point in time. Then,
dentists must continue to monitor each patient, because a low-
risk patient today may become a high-risk patient tomorrow.

Dentists need to accept that this revolution, in all reality,
will be an evolution in the way they practice. To implement
CAMBRA effectively will require time and effort, and the steps
need to be kept small and manageable, with the whole team

remaining involved. As the science and concurrent clinical
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applications evolve, effective management of caries will continue
to improve. CAMBRA is the current standard of care, but future
advances will lead to further improvements in this standard.
Between the direct economic benefit and the new patient
referrals, CAMBRA more than supports itself from a business
model. However, money aside, the real reason to implement
CAMBRA s for the patient. There is no greater reward than

making a significant difference in a patient’ life.
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